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Creating a Legal Action Tracking Process for the Wyoming Air 
Quality Division 

Tina Anderson 
 
 
Background 

Nearly all air quality regulatory decision making in this decade has been challenged or 
litigated. The historic number of pending or active lawsuits in this area has stretched the state 
agency’s resources to the point where it is becoming increasing difficult to carry out the purpose 
of the agency as defined in the Wyoming Environmental Quality Act (WEQA). Time and money 
have been redirected from the basic purpose of preventing, reducing, and eliminating pollution to 
responding to and maneuvering around legal actions.  
 
Vision 

The vision for this project does not extend to a world without lawsuits. This project has 
been designed to better inform the air quality managers about pending legal issues by creating a 
legal issues information system through collaboration among the Wyoming Attorney General’s 
Office (AG); the Department of Environmental Quality (DEQ), Air Quality Division (AQD); and 
the Environmental Protection Agency (EPA). If managers are better informed about legal issues, 
they are going to be better decision makers and should have more time to carry out the purpose 
of the WEQA. 
 
Specific Goal 

A dynamic document will be created to identify and track the major legal actions filed 
relating to air emissions and create a menu of response options where appropriate.  
 
Project Timeline 

 Determine the extent of the legal actions to include in the system. Develop major 
categories for issues. (December 2009 and January 2010) 

 Scope out all resources available for tracking actions. (January 2010) 
 Create a draft document for determining usefulness of product. (February 2010) 
 Introduce draft to larger group. Take comment on the document. (February and 

March 2010) 
 Revise document. (April 2010) 
 Develop a process for ongoing updates to document and staff.  (May 2010) 

 
Resources Necessary to Complete the Project 

 Computer and access to e-mail. 
 Access to legal tracking systems. 
 Time necessary to work on the project. 
 Time and resources from the AG’s office. 
 Participating with the EPA through conference calls on their understanding of legal 

issues. 
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Project Risks 
 Keeping the project focused; the project could get out of hand quickly if we don’t 

limit the area of legal actions reviewed.  
 Lack of expertise; project leader is not a lawyer and therefore will need help from 

the AG’s office. 
 
Communication System 

I will be communicating initially with one or two persons from the AG’s office. As the 
project moves forward with a draft document, I will be working with the administrator, senior 
staff members of the AQD, and the director for the DEQ. Depending upon the success or interest 
in the project, we will develop a schedule for communicating updates to the document. In the 
development of this project, our division administrator retired, so as the new administrator comes 
in and establishes priorities, this project may change again. 
 
Results to Date 

 Consulted with an attorney with the Wyoming AG’s office on how to focus this 
effort to be meaningful but not overwhelming. (December 14, 2009) 

 Created a draft document. (February 2010) 
 Got comments on draft document from managers. (March 2010) 
 Made revisions; split document into two major pieces. (March 2010) 
 Got comments and approval for proceeding from director. (March 2010) 
 Continued to add material to document. (March and April 2010) 
 Scheduled another meeting in Cheyenne with division staff and assistant attorney 

general. (April 2010) 
 Ongoing participation in multistate conference calls with the EPA on legal issues 

and their impacts. (March and April 2010) 
 Met with division staff, director, and assistant AG as the first of regular monthly 

meetings to discuss the updates. 
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Public Health Institute 
Fayette Augillard 

 
 
Background and Importance 

The Colorado School of Public Health (CSPH) embraces inclusion, diversity, and health 
equity. The inclusion, diversity, and health equity mission of the CSPH coincides with the 
University of Colorado Denver’s mission to build a diverse and representative academic 
community, student body, faculty, and staff that recognize the significance of social and 
economic justice in relation to health. This can be achieved by training and graduating students 
of color with degrees in the health professions. The Public Health Institute will target students of 
color by exposing them to the professional and academic programs in the CSPH. This will be 
done by community outreach to middle school, high school, and undergraduate students to create 
a public health academic career plan.  

Research has shown that to effectively reach students of color in the health professions, 
education about the field must start in elementary or middle school. It’s important to address 
possible inadequacies in math and science, and to provide opportunities for earlier introduction 
to health professions, therefore offering a support system that begins at an earlier age. The other 
challenge research has shown that impacts students of color who are going into health 
professions is lack of support and/or mentorship. Even though schools of medicine, dentistry, 
nursing, and other health profession schools are trying to increase diversity, minority enrollment 
continues to decline in these areas. This makes it difficult for students at the institutions to share 
different socioeconomic and cultural experiences that are essential to the training of health 
professionals that will work with an increasingly diverse population. Missing the experience of 
cultural diversity diminishes the overall quality of education in the health professions and can 
affect the health status of minority populations. The limited pool of leaders and mentors in the 
health professions could be discouraging to current and future minority students, even though the 
diversity of the United States is increasing amongst the African Americans/Blacks, Hispanics, 
and Native Americans, which constitute nearly 25 percent of the population. 
 
Vision 

To have a sustainable pipeline project that increases awareness and the value of academic 
and professional health careers to students of color by providing continuous mentorship and 
career development opportunities to cultivate leadership and the advancement and retention of 
health professionals of color for the state’s public health workforce. 
 
Goal 

To increase the number of students of color receiving graduate-level degrees from the 
CSPH. 
 
Project Timeline 

 Stage 1: Identify participants and convene Public Health Institute Planning 
Committee. 
 Timeline: Complete by June 2010. 

 Stage 2: Develop a strategic plan that includes creating an identity for the CSPH in 
schools; create standardized materials that will be given to students and schools by 
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members of the planning committee and other faculty, staff, and students from the 
CSPH that describe what the CSPH is and what its mission and purpose are; host 
secondary and post-secondary school forums. 
 Timeline: June 2010-May 2011. 

 Stage 3: Create partnerships with foundations and public, private, governmental, 
and community agencies in Colorado. 
 Timeline: June 2010-ongoing. 

 Stage 4: Develop plan to implement the Public Health Institute. 
 Timeline: June 2010-May 2011. 

 Stage 5: Implement Public Health Institute. 
 Timeline: Start summer/fall 2011. 

 Stage 6: Conduct ongoing evaluation of the project for improvement and 
development. 
 Timeline: After implementation of the plan. 

 
Resources Required to Successfully Complete the Project 

The focal point of the project will be the planning committee, which will consist of staff, 
faculty, and students from the CSPH Education Programs and the CSPH Center for Public 
Health Practice. The planning committee will also include partners from the Colorado 
Department of Public Health and Environment’s (CDPHE) Office of Health Disparities and the 
Recruiting and Retaining Youth of Color (RRYOC) Taskforce. The CSPH Associate Dean of 
Academic and Student Affairs has approved the project, and I have begun to research sources of 
funding to build a diverse and representative academic community, student body, faculty, and 
staff. 
 
Risks and Analysis of Those Risks 

Project Risks: Potential risks are lack of commitment and/or resources from the CSPH. 
Analysis: Resources have been received from the CSPH Associate Dean of Academics and 
Student Affairs. I have commitments from the CDPHE Office of Health Disparities. I received 
an endorsement from the RRYOC taskforce for the project. All of those resources will be needed 
for the project to be successful.  

Personal Risks: My role at the CSPH is as a Program Coordinator. Recruiting and 
retaining students is part of my role as a Program Coordinator. This is a professional risk for me 
to see if I am able to organize and implement a project of this size and importance. Analysis: I 
think the overall idea is good and the support is good, but I must stay focused on the vision/goal 
of the project. 
 
Communication System Among Persons Involved in the Project 

Stage 1 will involve me contacting interested parties, discussing the project, and asking 
for their participation. This will be done in-person, by phone, and/or by e-mail. Stages 2-6 will 
require regular meetings, at least one per month, to review, organize, develop, plan, and 
implement the project. Stage 6 may require a new agreed upon communication process with the 
committee. That would be discussed once the stage is reached. 
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Results to Date 
The results to date are limited because my project is just beginning due to a re-

organization of the project within the last couple of months.  
 
Lessons Learned 

Leadership, like life, is a continuous learning process. To be a successful leader is to be 
inclusive, generous, open, reflective, and willing to continue to trust and believe in yourself as 
you go forward. As I have gone through the RIHEL training program, I have seen where my 
leadership skills have developed and grown. RIHEL has given me a good foundation and I am 
grateful for being given the opportunity to participate in the Advanced Leadership Training 
Program. 
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Being a Steward for Advocating Change by Inspiring a Vision and 
Encouraging the Heart 

Kathy Brown 
 
 
Background and Importance 

As part of the Advanced Leadership Training Program (ALTP), I completed a Leadership 
Training Inventory, which is designed to identify a person’s strengths and weaknesses with 
respect to leadership skills. The two leadership areas I scored the lowest in were “inspiring a 
vision” and “encouraging the heart.” The low score in “inspiring a vision” was not a surprise to 
me because I have long struggled with how to actually create a vision, yet alone share and inspire 
it. The low score in “encouraging the heart” did come as a surprise since I have always had the 
perception that I am supportive, encouraging, and compassionate when it comes to individuals at 
my place of employment.  

An additional activity of the ALTP is to work with a coach on any topic the coach would 
like to focus on. Initially I had chosen a project on carbon foot-printing, but after a recent 
coaching session, I recognized that I lacked passion for this project and, instead, had a passion to 
work seriously on improving my leadership qualities. For me, it made sense to make my project 
about cultivating my ability to inspire a vision and encourage the heart in my work environment. 
Thus began my pursuit to develop these two leadership skills.  
 
Vision 

To develop a vision for my work team, the Voluntary Remediation Program/Hazardous 
Waste Program (VRP/HW), which incorporates the values and goals of all the team members. To 
inspire co-workers to develop behaviors that promote the vision and enhance the interactions, 
communications, and effectiveness of the team. 
 
Specific Goal 

To document how my leadership skills develop from my pursuit to effectively inspire a 
vision and encourage the heart. To document the steps, I look to develop the team vision 
statement and to implement the vision with my co-workers in the VRP/HW program. To reflect 
on what I learn from the process and how I can continue to refine and expand the group’s vision 
to result in better group dynamics and teamwork. To reflect on how I am able to incorporate 
encouraging the heart through inspiring a vision.  
 
Project Timeline  

 Stage 1: Contact each team member in our VRP/HW program and ask what brings 
job satisfaction and what things currently work and/or don’t work in our group. 

 Timeline: November-December 2009. 
 Stage 2: Develop a vision statement based on input from Stage 1.  

 Timeline: January 2010. 
 Stage 3: Show each team member the vision statement and ask each individual the 

following questions:  
 Does the vision statement capture what you communicated in the initial 

question in Stage 1? (What brings you the most job satisfaction? What things 
currently at your job will keep you around and/or will make you want to leave?)  
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 What part of the vision statement do you most associate with? 
 With respect to this vision statement, where do you get your needs met the most 

and where are you getting your needs met the least? 
 How can I and/or the team help reinforce where you are getting your needs met 

the most and how can I and/or the team help fill in the gap in the areas where 
you are not getting your needs met? 
 Timeline: February-March 2010. 

 Stage 4: Based on feedback on the above questions in Stage 3, align strategies to 
implement the vision in our team. Get input from team members on ways to 
implement the vision and then feedback on the effectiveness of the vision 
implementation. Reflect on this as a new skill and evaluate how I can expand this 
new skill into other areas of work and personal life. 

 Timeline: April-May 2010. 
 
Resources Required to Successfully Complete the Project 

The cooperation of the VRP/HW team members with respect to answering my questions 
and buying into the development and implementation of a vision statement will be essential. I 
will also need the assistance of my coach to help guide me through the process and provide 
feedback, and the support of RIHEL to let me change my project midstream. 
 
Risks and Analysis of Those Risks  

Project Risks: The inability to implement the vision statement because of some team 
members not buying-in to the project. Analysis: To address this concern, I will attempt to have 
multiple interactions with each team member so that they can understand the importance of the 
project and be reassured that their values/goals are incorporated into the vision statement. I will 
also attempt to reinforce the positive outcomes of the project by including more open 
communication, more opportunities for growth, and a safer work environment. 

Personal Risks: This project forces me to explore areas that have not been addressed in 
the past with our group, makes me vulnerable to rejection and skepticism from other team 
members, and has the potential for team members to view me in a negative light if the vision 
does not result in positive outcomes. Analysis: Throughout the project, I will provide ample 
opportunities for team members to give input into the project. I will also make sure that all team 
members are comfortable with whatever steps are developed for the implementation of the 
vision. 
 
Communication System Among Persons Involved in the Project  

The project involves one-on-one communication with each team member and then, at a 
minimum, two to three group meetings to discuss steps to implement the vision. Face-to-face 
meetings and phone calls will be my main communication systems with e-mail utilized only if 
appropriate. Eight of the team members are in our Cheyenne office and I and my supervisor are 
in the Lander office. We also have a team member in our Lander office on maternity leave until 
May and, therefore, one vacancy.  
 
Results to Date (February 2010) 

I have completed Stages 1, 2, 3 of the project. 
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Lessons Learned About Leadership and About Myself 
At this point in the project (completion of Stages 1-3), I believe that I have enhanced my 

leadership skills by being better able to develop and understand what it means to have a vision 
with respect to my work team (HW/VRP Program, 12 staff). By conducting one-on-one 
interviews with each team member, followed by a second round of one-on-ones, I have 
developed a better understanding of what brings each individual job satisfaction, what they value 
in a team environment, and what their current work challenges are. Through this process, I have 
learned that each team member has unique considerations that make them tick or motivates them 
and that there are common themes in terms of what makes a good team environment and what 
makes an unhealthy team environment. The mere act of asking questions, listening, and showing 
empathy has allowed me to develop a deeper relationship with each team member, or at least a 
better understanding of who they are both professionally and personally. The conversations with 
staff allowed me to create a team vision. Before this project, I was at a loss for knowing how to 
go about developing a vision for anything, particularly at my work place. To me, “vision” 
seemed so intangible and conceptual. I believed that I would never be a good leader since I 
lacked the ability to develop a vision for a group. What I have learned so far from my project is 
that leadership is not about figuring out a vision for a group and then forcing it on that group. 
Rather, vision is about working with individuals of a group to see what is really important to 
them and then using that information to develop a group vision. Vision does not come from the 
leader; instead, it comes from the group and the leader then helps to develop and implement the 
group vision.  

At this point in the project, I do not feel like I have adequately developed my skills in 
terms of implementing a vision. I do believe that my interactions with individual staff have 
changed because of my awareness of each individual’s goals, needs, and struggles. Now, in 
conversations, I attempt to utilize what I know about that person in a positive light through 
support, compassion, empathy, encouragement, or simple listening. However, I have not yet 
taken any actions to help the group move to the next level in terms of functionality and 
interactions; that being said, this project has inspired and motivated me to continue to develop 
my leadership skills in terms of vision and, more importantly, in terms of implementing a vision. 
I believe that the act of implementing is the most important part of vision and the most rewarding 
in terms of group development. What I intend to focus on now is to develop skills to help groups 
change their behaviors and actions for the good of the group. In addition to my work team, I 
intend to use these skills to help build vision and positive team interactions with the group of 
state regulators that I oversee in the Interstate Technology and Regulatory Commission (a non-
profit state-led coalition that develops and promotes innovative environmental technologies).  

Another thing I have learned from my project is that in pursuing “to inspire a vision,” I 
have actually made strides in “encouraging the heart.” It has become clear how closely the two 
are intertwined and that both are needed for a group to reach its greatest potential. I have seen 
that by acting from the heart and treating people in a way that they feel valued and supported, 
they are much more willing to confide in their leader and to help develop a vision and assist in 
implementing the vision.  

The last stage of this project is to implement the vision. The first part of this process will 
occur at our division staff retreat on May 19, 2010. A co-worker and I are going to lead an hour-
long team-building exercise with our work group. We are using the book Strength Finders, 
which requires each staff to take an online survey prior to the staff retreat. The online survey is 
then analyzed and a report for each individual is generated that lists and explains five strengths 
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for each person. At the staff retreat, we will conduct several exercises using the results of the 
survey to look at individuals’ strengths. From there we will focus on how the variety of 
individual strengths make up the group and how we can better function as a group by better 
utilizing the individual strengths. We will also focus on characteristics of the individual strengths 
and generate ideas for individuals with different strengths to work effectively together. The final 
part of the team building exercise will be a discussion on how we can utilize the group’s 
strengths to reinforce parts of the vision statement that are working and to improve parts of the 
vision statement that are not working well.  

Although there is an end stage to my project, I do not plan on having an end stage for 
developing and practicing my leadership skills in the areas of inspiring a vision and encouraging 
the heart. 
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Fruits and Their Vegetables: Creating an LGBTQ and Allied 
Community Garden in Boulder County 

Cathy Busha 
 
 
Background and Importance 

The lesbian, gay, bisexual, transgender, and questioning (LGBTQ) community faces 
structural, social, and cultural disparities in addressing chronic diseases. Because we live in a 
heterosexist society where most people are presumed straight unless they say otherwise, most 
mainstream outreach and services are geared toward heterosexuals. Our society also teaches us 
that being straight is the “best” and right way to be; therefore, if a person is not heterosexual or 
their gender identity is non-traditional, s/he may internalize these harmful social messages and 
develop negative self-worth—this is internalized homophobia. Unfortunately, some LGBTQ 
people have adopted harmful behaviors to deal with the social disease of homophobia. These 
behaviors may include living in fear in “the closet” (not being open and honest about LGBTQ 
status), denying one’s sexual orientation or gender identity, and self-isolating from family and 
community.1 Historically, the LGBTQ community has gathered in “gay bars” for social support. 
On the more extreme end, LGBTQ people with internalized homophobia may cope by using 
alcohol, engaging in unsafe sex, consuming a poor diet, as well as not getting adequate exercise, 
engaging in self-harm, or committing suicide.  

Fruits and their Vegetables is an innovative new project and will be a community-driven 
effort to create and implement an intergenerational LGBTQ and allied community garden in 
Boulder County. We believe it will be the first LGBTQ and allied community garden in the 
country. As discussed in the report Community Gardens: Lessons Learned From California 
Healthy Cities and Communities, the community garden is exceptional in its ability to address an 
array of public health and livability issues across the age continuum 
(http://www.upstate.edu/healthycny/pdf/community%20gardens%20lessons%20learned%20from%20c

alifornia%20healthy%20cities%20and%20communities.pdf). Community gardens are a tangible way 
to demonstrate public health efforts through organized community-centered activities.  

A community garden will provide an opportunity for diverse LGBTQ and allied 
community members to engage in asset-based physical activities such as preparing the garden, 
planting, weeding, and harvesting. As outlined in a report by LiveWell Colorado, the community 
garden “implements holistic strategies” that “reduces barriers to physical activity” and “reduces 
barriers that prevent access to healthy food systems.” The garden will also teach the importance 
of adding more fruits and vegetables into our diets. We will post pictures and upload videos of 
the garden and its participants to its Web site. The picture will be of a featured garden item (for 
example, tomatoes) and will include a healthy recipe that includes tomatoes. At harvest time at 
the end of summer, we will hold a free community party and distribute the produce to the 
community. We will also leverage the media by sending press releases locally and nationally 
about the innovative project in the hope of reducing chronic diseases and other health disparities.  

Evaluation of the garden project will be conducted through pre- and post-test online 
surveys that are intended to measure changes in eating and physical activity levels of 
participants. We anticipate that at least 50 LGBTQ and allied community members will actively 

                                                            
1 Mayer, Steven A. Building Community Capacity: The Potential of Community Foundations. Rainbow Research, 
Inc., 1995. 
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participate in the garden, while another 2,000 will be reached through small media and e-mail 
blasts with information about the benefits of physical activity and the importance of eating at 
least 5 servings of fruits and vegetables each day. 
 
Vision 

Fruits and their Vegetables transforms LGBTQ and allied Boulder County citizens by 
supporting people from diverse backgrounds to create a collaborative, community-driven garden. 
In addition to increasing knowledge about food security, nutrition, health, and gardening, Fruits 
and their Vegetables will provide important, positive, non-alcohol-based opportunities for 
individuals and communities to meet each other, work in partnership, and build community. 
 
Specific Goal 

To create an innovative, fun, and dynamic LGBTQ and allied community-driven garden 
in Boulder County that will decrease social isolation and increase access to information about 
nutrition, health, food systems, and opportunities for exercise.  
 
Project Timeline 

 Stage 1: Review of the literature about the social benefits of community gardens. 
 Timeline: Review completed by December 2009. 

 Stage 2: Review of existing community-led community gardens lessons learned and 
best practices. 
 Timeline: Review by January 2010. 

 Stage 3: Meet with Growing Gardens to see if there is opportunity for collaboration. 
 Timeline: February 2010; moved to August 2010. 

 Stage 4: Develop a planning and implementation team of community members.  
 Timeline: Moved to September 2010. 

 Stage 5: Develop an action plan with a goal of spring 2011 planting. 
 Timeline: Moved to September 2010. 

 Stage 6: Begin monthly meetings to implement action plan. 
 Timeline: Moved to October 2010. 

 Stage 7: Community garden is ready! 
 Timeline: April 2011. 

 Stage 8: Monitor and evaluate program. 
 Timeline: April 2011 through October 2011. 

 
Resources Required to Successfully Complete the Project 

Fruits and their Vegetables will require a dedicated team comprised of staff, interns, 
volunteers, and community partners to implement. The team will have passion for building a 
positive community, knowledge about and love of gardening, relationships in Boulder County, 
and the ability to inspire others. Additionally, we will need a plot of land that is accessible to the 
community. We will need to utilize Boulder Pride’s listserve to recruit participants, report on 
garden activities, and share stories, pictures, and recipes. We will need to gather in-kind support 
of gardening materials and/or grant funding to support the project.  
 
 
 



 

RIHEL Project Reports 2010/12 

Risks and Analysis of Those Risks 
Project Risks: A potential lack of interest, ownership, or commitment from the 

community; inability to secure a plot of land on which to garden; and lack of in-kind donations 
or funding. 

Personal Risks: This project would be incorporated into my position as Program Director 
at Boulder Pride; however, I could anticipate that this project could take many hours to 
implement. I will need to maintain a balance of ensuring all my current work is completed well, 
while also developing this new project. I will need to actively develop other leaders who have 
ownership over the garden so that I am not the only lead. This model will ensure long-term 
sustainability of the garden.  
 
Communication System Among Those Involved in the Project 

We will primarily utilize e-mail, phone, and monthly meetings to communicate with 
project members and Boulder Pride board, staff, and volunteers. We will set up a listserve of the 
team members so we may all communicate with one another. We will utilize Boulder Pride’s 
listserve to communicate with the community. We will utilize earned media to promote the 
project.  
 
Results to Date 

I have shared the project idea with many community members and have received 
enthusiastic support. To date, my biggest challenge is capacity in regards to time to management 
the project. In a small non-profit, I have limited time for extra projects. I plan to create an unpaid 
intern position over the summer and find a person interested, willing, and skilled to spend the 
time needed to take this project from seed to, well, seed.  
 
Leadership Lessons Learned 

It is a concrete reminder as much as something learned—the importance of relationship 
building, sharing a vision, and then delegating. I learned that as much as I would love to be the 
lead on this project, I simply and sadly don’t have the time to dedicate to it and management it 
well. Instead, my job now is to find someone who can take it on, make it their own, and 
implement it. A critical piece of leadership is not doing for but with. This project has reminded 
me that my most important job, perhaps my only job (particularly as a community organizer), is 
to develop other leaders through relationship-building and support. 

I have also learned a lot in my coaching sessions. I have simultaneously been challenged 
and supported, and have had a lot of practice role-playing crucial conversations. This opportunity 
has helped me grow personally and professionally. 
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Development of a Sustainable Management System Program for 
Multiple Business Sectors in Colorado 

Joni Canterbury 
 
 
Background and Importance of Project 

In January of 2009, the Small Business Assistance Program (SBAP), in cooperation with 
the Printing & Imaging Association Mountain States, the Environmental Leadership Program, 
and the Hazardous Materials Waste Management Division, developed and delivered Phase II of 
Colorado’s Self-Certification and Sustainable Management System (SMS) training program for 
the Printing & Imaging Sector. The SBAP developed a self-certification questionnaire that 
encompassed multi-media environmental and health and safety questions, a compliance 
certification workbook, a return to compliance procedure and form (titled “Back-on-Track,” or 
the BOT form), and a series of workshops to help small printing and imaging businesses get into 
and go beyond compliance. The SBAP designed a workshop series and hands-on Excel 
spreadsheet that combined all elements of a formal SMS (i.e., an Environmental Management 
System or EMS) specifically for small businesses that wanted to develop an SMS but needed 
guidance through the process. Participants then develop their own SMS, helping them qualify for 
Silver or Gold Environmental Leadership award status through the Colorado Department of 
Public Health and Environment. The program includes formal instructions (Standard Operating 
Procedures), an easy to use SMS spreadsheet, and a review of all aspects of an SMS. To 
Colorado small businesses, a program like this is invaluable in helping the business realize their 
multi- and/or cross-media compliance requirements, meet those requirements, and begin to think 
about moving beyond compliance in a manner that can benefit their company’s bottom line in 
the short- or long-term. Every leader must continually improve and think about change. To help 
other small businesses, this program needed to expand beyond the printing and imaging sector 
and, hence, our 2010 project vision. Any small business that has the desire to move beyond 
compliance should have an opportunity to participate in this type of a training program and learn 
to become an environmental leader.  
 
Vision 

Expand the 2009 Printing & Imaging Self-Certification/SMS Program to multiple sectors 
in Colorado that are interested in moving their companies beyond compliance and toward a more 
sustainable business environment. In addition, due to new greenhouse gas (GHG) legislation that 
will affect some small businesses in 2010 and beyond, the 2010 SMS program and workshop 
series will expand beyond sustainability to encompass greenhouse gas emissions and carbon 
foot-printing. Businesses will learn methods to calculate their carbon footprint and to reduce 
carbon emissions from their business operations. 
 
Specific Goal 

To create a comprehensive Self-Certification and SMS/GHG program to help small 
businesses in Colorado move beyond compliance, become Colorado environmental leaders, and 
reap a reward for their efforts. Outreach and outreach materials to expand the program beyond 
the printing and imaging sector is key. This project is on schedule. 
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Definitions 
Small Business = 100 employees or less, meets definition in 42 USCA 631, is not major 

source of air pollutants, does not emit 50 tons or more of any regulated pollutant, and emits less 
than 75 tons per year of all regulated pollutants. 
 
Project Timeline and Updates 

 Stage 1: Outreach brochure was developed and mailed out to small businesses in 
Colorado.  
 Timeline: December 15, 2009 (was met). Brochure was mailed in early January 

2010. 
 Stage 2: Work plan and plan for outreach was developed, reviewed, and approved 

by team members. 
 Timeline: December 15, 2009 (was met). 

 Stage 3: Work with team members to send out brochures and provide other means 
of outreach (e-mails through trade associations, mailings, phone calls, etc.). 
 Timeline: December 15, 2009 to February 12, 2010. Outreach is in progress and 

more workshops are forthcoming, including a workshop on greenhouse gases 
and carbon footprints. 

 Stage 4: Develop multi- and/or cross-media guidance to help small businesses self-
certify compliance with environmental, safety, and health requirements. The Small 
Business Compliance Certification Workbook was developed. The workbook 
provides guidance for questions/topics covered on the self-certification 
questionnaire for a typical small business with environmental health and safety 
issues. 
 Timeline: January 8, 2010 (to printer on January 12, 2010). Timeline was met 

and 100 hard copies of the guidance were printed for the January 28, 2010 
workshop. In future workshops, outreach workbook copies will be distributed 
via CD and/or flash drive. The Compliance Certification Workbook was posted 
on the Web at www.cdphe.state.co.us/ap/stationarylibrary . Response to the 
workbook has been very encouraging. 

 Stage 5: Develop a self-certification questionnaire that can generally apply to the 
typical small businesses in Colorado. 
 Timeline: January 8, 2010 (to printer on January 12, 2010). Timeline was met 

and the self-certification is included in workshop and other outreach materials.  
 Stage 6: Design and develop helpful checklists (i.e., sustainability and carbon 

footprint reduction measures, energy savings) to be incorporated into the 2010 
Small Business Compliance Certification Workbook. 
 Timeline: January 8, 2010 (timeline was met). Three checklists were created; 

two were incorporated into the workbook. The third checklist (carbon footprint 
checklist) is available on our Web site at 
www.cdphe.state.co.us/ap/stationarylibrary .  

 Stage 7: Develop the new SMS/GHG workshop series and conduct training. 
 Timeline: Workshop to kickoff the 2010 program was held on January 28, 

2010. Program and workshops are in progress and on schedule. An introductory 
SMS workshop was held on April 13, 2010. This workshop introduced 
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businesses from a variety of sectors to SMS concepts and our Compliance 
Certification Workbook. 

 Stage 8: Statistical Analysis. 
 Timeline: December 31, 2010. Statistics will be done upon project completion. 

 
Results to Date (April 2010) 

Updates are posted under timelines above. The project is on schedule. New outreach 
initiatives, including workshops, will be developed to expand the program later in the summer of 
2010. The self-certification forms and compliance workbook have been posted on the Web to 
provide multi-media guidance for small businesses and other entities.  
 
Lessons Learned 

I have learned a lot from my team members and have utilized their expertise to help make 
the project a success. Continual improvement has been the key, and all team members have 
worked diligently to improve upon this project as it has developed. Team members have also 
seemed to enjoy the project more as we have worked together, developed a common vision, and 
accomplished the tasks required to make the project a success. I have learned that helping others 
to think through the issues themselves and develop their own “aha” moments has led to more 
motivated team members and team solutions and we seem to have accomplished our goals more 
efficiently and effectively. RIHEL concepts have certainly been a benefit to the team to make 
this project a success. 
 
Results to Date (August 2011) 

The project was completed as specified under the timelines above. The self-certification 
forms and compliance workbook are available online; feedback has shown them to be of great 
value to small businesses and other entities in Colorado. The project will not be expanded at the 
time due to resource and time limitations. 
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Comprehensive Chemical Release, Storage, and Chemical Reporting 
Evaluation of Targeted Environmental Justice Community 

David Cobb 
 
 
Background and Importance 

Studies have proven that, in general, low-income and/or minority neighborhoods are 
disproportionately exposed to environmental health hazards. Environmental justice (EJ) means 
that regardless of race, color, national origin, or income, people are treated fairly and have 
“meaningful involvement in the development, implementation, and enforcement of 
environmental laws, regulations, and policies.” 

A cornerstone of the ability to be meaningfully involved in accessing environmental 
health risks is knowledge of what hazards actually exist in a defined area. Although quantifying 
risk can be very difficult, several federal environmental statues exist that specifically focus on 
making environmental hazard information available to private citizens, community groups, and 
community responders. The Emergency Planning and Community Right-to-Know Act (EPCRA) 
was established in 1986, after the tragic Union Carbide chemical disaster in Bhopal, India. The 
EPCRA has several sections that require facilities to provide chemical storage, processing, 
manufacturing, and use information to several entities that are required to make the information 
available to the public. The EPCRA also requires the formation of local emergency planning 
committees (LEPCs), which are comprised of community members, community organizations, 
local company representatives, local politicians, and local agencies (fire department, county 
health, etc.). Moreover, the EPCRA also requires these LEPCs to evaluate hazards and reduce 
risks from these hazards in the community. 

Another statue that provides a useful tool for evaluating chemical releases within a 
community is the Comprehensive Environmental Response, Compensation, and Liability Act 
(CERCLA), which was enacted in 1980 to address releases from sites that may negatively impact 
public health or the environment. Specifically, the CERCLA Section 103 requires facilities to 
report releases of hazardous substances that enter the environment. These reports are collected in 
a database and made available to the public. 

Lastly, the Clean Air Act (CAA) Section 112(r) focuses on preventing chemical releases 
by requiring companies to take measures to maintain a safe facility, manage risks posed by 
hazardous chemicals, and minimize consequences of accidents that do occur. Certain facilities 
are required to have a formal Risk Management Plan (RMP) in place for chemicals covered 
under CAA Section 112(r); these plans are also available to the public for review. 

These three statues complement each other in several ways: to ensure communities have 
information available to make decisions, to ensure hazards in the community are collectively 
being evaluated and addressed, to evaluate chemical releases, and to understand how applicable 
facilities are managing hazardous chemicals. Evaluating a targeted area using all three of these 
statues will allow for a comprehensive view on the level that required environmental hazard 
information and reporting is being made available within that area and in accordance with federal 
requirements. 
 
Vision 

Increase availability of public information of hazardous substances. 
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Specific Goal 
To create a comprehensive evaluation of how chemicals are stored, used, and released in 

a targeted EJ community and compare this evaluation to the federal requirements under EPCRA, 
CERCLA § 103, and CAA § 112(r). 
 
Project Timeline 

 Stage 1: Evaluate potential EJ areas.           
 Timeline: Review completed by June 1, 2010. 
 Status: Ongoing. 

 Stage 2: Conduct a comprehensive review of previous initiatives in targeted 
community. 
 Timeline: Review completed by June 1, 2010. 
 Status: Ongoing. 

 Stage 3: Create a database of all facilities with potential hazardous chemical 
inventories based on various targeting methodologies (database analysis, 
canvassing, past histories, etc.). 
 Timeline: List completed by August 1, 2010. 
 Status: Ongoing. 

 Stage 4: Conduct on-site evaluations of applicable sites and facilities. 
 Timeline: List completed by August 1-October 1, 2010. 
 Status: Not started. 

 Stage 5: Evaluate results of Stage 3 and Stage 4 data. 
 Timeline: STI maps completed by May 30, 2010. 
 Timeline: List completed by August 1-December 31, 2010.  
 Status: Not started. 

 Stage 6: Compile evaluation results and define next steps (share with stakeholders at 
presentations, referrals, compliance assistance, notices of noncompliance, 
enforcement actions). 
 Timeline: February 1, 2011. 
 Status: Not started. 

 
Resources Required to Successfully Complete the Project 

 EJ Area Evaluation: The EPA Region 8 office has an EJ unit that conducts analysis 
to determine EJ areas based on set criteria. I have met with this group and have been 
using data, maps, and other resources they have made available. 

 Data Analysis: There are several databases available to research facility hazardous 
chemical data, past chemical releases, environmental/occupational enforcement 
history, etc. There is also an employee in the EPA Region 8 Technical Enforcement 
Program that has a strong background in doing facility analysis. I have received 
permission to utilize this person as their time allows. 

 Facility Site Visits: To complete this project there will be several on-site visits that 
will require numerous hours of preparation research, on-site time at the facility, and 
significant time doing follow-up work. There are three people available to assist 
with the on-site and other related work. 

 
 



 

RIHEL Project Reports 2010/18 

Risks and Analysis of Those Risks 
Limited outcomes: To ensure the most efficient use of time and resources it is necessary 

to spend enough time in the targeting phase (Step 1) to produce useful outcomes.  
Resulting information is not used: The selected community will be evaluated for 

stakeholders that would be interested in the results of this evaluation and efforts will be made 
(Step 5) to present the results of this information to these stakeholders through presentations and 
other communications. 

Using the results to identify “Risk”: Interpreting actual risk posed by hazardous 
chemicals is outside the scope of this project. The results of this evaluation will be limited to data 
availability and compliance with federal regulations.  
 
Communication System Among Persons Involved in the Project 

Initial meetings will be in-person. Follow-up meetings will be conducted as needed. 
Communication outside of formal meetings will be conducted in-person, by e-mail, and by 
phone. 
 
Results to Date (May, 2010) 

Stage 1 is nearing completion. Targeting of EJ area was re-evaluated due to travel cost 
restraints. 
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Youth Developing Health Messages Around HIV/AIDS Prevention 
Lisa Cohen 

 
 
Background and Importance 

Every nine-and-a-half minutes in the U.S. someone new is infected with HIV. Although 
prevention messages have become more interactive with the advent of Web 2.0, and information 
sharing by a participation platform is helpful, some populations, such as adolescents, are still not 
being reached effectively. Now, more than twenty-five years into the HIV epidemic, it is likely 
that a National HIV/AIDS Strategy will be developed for the first time, making 2010 a year ripe 
for change within the HIV/AIDS community. The Federal government, in implementing this 
national strategy, will play a lead role in coordinating more streamlined resource allocation. 

However, adolescents are a population that requires their own interventions. HIV 
prevention efforts at the population level have the potential to make a greater impact. 
Additionally, adolescents continue to be at high risk for HIV/AIDS infections. The youth 
population ages 15-24 represents 25 percent of the sexually active population, yet they represent 
48 percent of new sexually transmitted infections (STIs) per year.  

Many young people are not taking the necessary precautions to protect themselves from 
contracting HIV. Perhaps messaging to encourage awareness and provide more education and 
support systems has the potential to shift behavior change. The intent of my project is to engage 
youth in cross-pollinating ideas and to lead the charge in educating their own age group with 
prevention messages by using Web 2.0 technologies (i.e., social networking, blogs, interactive 
games, and virtual communities).  
 
Vision 

Ultimately, I am aiming to increase the number of young people who (1) believe 
HIV/AIDS is a serious health problem/risk for people their age, (2) know how HIV/AIDS is 
transmitted, and (3) can confidently train their peers on HIV/AIDS prevention strategies.  
 
Specific Goal 

To utilize social media as an effective means to communicate HIV prevention, education, 
and awareness to youth populations by youth leaders. The focus is to enable youth leaders to 
actively participate in prevention efforts for their peers.  

Currently, in each of the ten regions within the Department of Health and Human 
Services, the Regional Resource Network Project is developing a Youth Sounding Board (YSB), 
made up of youth ambassadors who have previous involvement with related HIV prevention 
programs. My goal is to develop a National Youth Council which will be made up of a few select 
Youth Sounding Board Members. I will lead this National Youth Council, comprised of youth 
ages 16-24, in developing a new media strategy emphasizing the training of youth to act as the 
voice behind HIV prevention efforts for their peers.  
 
Project Timeline 

 Stage 1: Garner support from nine other regional cohorts and the Regional Resource 
Coordinators to invite youth ambassadors (who were previously involved with our 
educational program in the past) to be contributing members of a Youth Sounding 
Board and select a few for the National Youth Council on social media. 
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 Timeframe: January 2010. 
 Stage 2: Select youth members to start dialogue around topics they believe their 

peers would respond to regarding HIV/AIDS prevention. Develop the National 
Youth Council from the youth on the Regional Youth Sounding Boards.  
 Timeframe: February 2010. 

 Stage 3: Offer some templates and suggestions for both individual and group social 
media use after collecting data and sharing ideas with the National Youth Council 
and other peer-to-peer programs. 
 Timeframe: March 2010. 

 Stage 4: Using conversational leadership style of thinking together, develop 
multiple channels of communication and dialogue around HIV/AIDS. Encourage 
the youth to take their messaging to their larger social networks and catalogue the 
ripple effect of the youth messaging efforts.  
 Timeframe: April 2010. 

 Stage 5: The Web 2.0 technologies will be offered as a model to other federal 
HIV/AIDS programs in the ten federal regions highlighting efforts around peer-to-
peer communication. Use social media in the public health arena as a prevention 
tool. 
 Timeframe: May-ongoing 2010. 

 
Resources Required to Successfully Complete the Project 

I will need the support of my other nine colleagues who will be responsible for setting up 
Regional Youth Sounding Boards. From there, I will need outstanding youth leaders to be a part 
of a National Youth Council who want to be involved in interactive technologies. I will work 
closely with my colleague in San Francisco, Sheila James, who is responsible for researching and 
mapping the social media components. Additionally, information sharing with other youth 
programs that have developed these tools will be useful. 
 
Risks and Analysis of those Risks 

Project Risks: Hopefully, the National Youth Council, which is made up of 8-10 youths 
from across the country, can be led through a collaborative process to develop custom social 
media tools. The timeframe may need to be extended in order to train the youth first on HIV 
prevention messaging. Youth may need more resources and leadership guidance in order to 
message around healthy sexuality and HIV/AIDS prevention. In analyzing my project, I believe 
the greatest risks relate to the potential hesitancy of the participants. Perhaps the youth selected 
to participate, whether on a regional or national level, will not be motivated self-starters or may 
not know how to develop media tools for a health prevention messaging purpose. 

Personal Risks: My other nine cohorts may not want me to lead the efforts of the 
National Youth Council because our offices are built on a base of collaboration, and they 
struggle when any one individual takes too dominant of a role. It may be a challenge to lead an 
effort or even schedule meetings since the youth will be from across the country. It will take a 
high level of commitment and coordination between my colleagues and the youth participating in 
the project to make this happen.  
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Communication System Among Persons Involved in the Project 
Primarily I will be communicating with my colleagues via conference calling. With the 

National Youth Council, the hope is to have some kind of virtual community or chat room where 
we can communicate on an ongoing basis. The National Youth Council ideally could also use 
video conferencing but, more than likely, most of the communication will be by e-mail.  
 
Results to Date 

To date, the YSB is well underway in 8-10 regions. There were seventy applicants from 
twenty different states. In the end, after a selection process, it was decided that all youth would 
be accepted as part of the National Youth Sounding Board. However, depending upon their 
geographic location, they will report directly to their area’s Regional Resource Coordinator. The 
YSB is “an active, committed group of youth who will help inform the program on how best to 
approach peers with sexual health and HIV prevention messages.” The ever-evolving focus is for 
these youth to assist the program in designing youth-friendly tools and activities to further 
educate their peers on HIV/AIDS and STD prevention. A Web site is in the final stages of 
development, http://www.dydpassitforward.com, where there are many interactive features such 
as videos, events calendar, picture this entries, poetry in motion, etc. for the youth to pass 
forward HIV/AIDS messages. It is off to a terrific start!  

The disappointment is that thus far there is not a council of a smaller group of youth as I 
envisioned. Also, I was responsible primarily for recruitment and selection, but once the next 
phase of the YSB started, other cohorts were asked to lead that portion. I developed the idea 
initially so it was challenging to not continue with its further development. Although I am still 
part of the core team, I am no longer heading up its direction, purpose, and schedule of events.  
 
Lessons Learned 

About Myself  
 I like the development phase to move into action rather quickly whereas others may 

not see the urgency.  
 When I am excited about a project, I try to include and involve other colleagues 

because all input and feedback has value.  
 Not to take it personally when others don’t agree with how to morph a project.  
 I believe in transparency and accountability all along the way.  
 Listening is an important tool to actually accomplish goals with multiple partners 

involved. 
 

About Leadership 
 No matter how eager and passionate one may be, others may not agree and may 

want to change the direction of a project idea anyway. 
 It is critical to engage the population involved all along the way. 
 Some managers may be skilled in their content area but not know how to lead. 
 Mistakes will be made and frustrations will occur, but address them as they happen 

and then move back to the intent/focus of the project. 
 Believe in yourself and that you can impact change! 
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Water Project for Migratory Birds at Crow Valley Campground, 
Pawnee National Grasslands 

Dee Colombini 
 
 
Importance of the Project 

The Crow Valley Campground in the Pawnee National Grasslands is located near 
Briggsdale, Colorado. In addition to serving as a campground, the campground functions as an 
important oasis for migrating birds and is considered to be a “migrant trap,” which is defined as a 
specific area that attracts a higher than normal number of migrating birds. Please see: 
http://www.birds.cornell.edu/AllAboutBirds/studying/migration/ migrant_traps. The reason this 
is an important migrant trap is because of the stands of trees growing on the otherwise treeless 
prairie, please see: http://www.fatbirder.com/links_geo/america_united states/colorado.html. 

“This campground on the Pawnee National Grasslands (which see) is one of the state's 
premier migrant traps. Isolated in the middle of the prairie with little to no water, it is bordered 
on the south and west by nice groves of trees, occasionally quite thick, with extensive trails and 
underbrush. Practically any eastern vagrant can be (and has been) seen here. Like other plains 
migrant traps, it is sometimes hopping and sometimes empty. It is usually unproductive outside 
migration, but late fall and winter have produced sightings” 
(http://www.coloradocountybirding.com/county/bird_a_county.php?name=Weld#160).  

Habitat is critical to migrating birds and year round residents. Partners in Flight identifies 
“the four essential elements of habitat: food, water, cover and space.” The National Wildlife 
Federation includes food sources, water sources, places for cover, and places to raise young in 
their list of the “essential elements for health and sustainable wildlife habitats.”  

The problem is that there is no water source at the Crow Valley Campground; Crow 
Creek is essentially a dry creek bed. Yet, water is important in order to have a suitable habitat for 
plants and trees, migrating birds, and other wildlife. There is speculation that the creek is dry due 
to uncharacteristically dry years or drought years; however, rainfall data from the last 100 years 
shows a consistent trend—there has been no real change in rainfall levels over the last 100 years. 
I would also like to note that Crow Creek is damned and collected in several reservoirs in 
Wyoming.  
 
Vision 

The vision is to provide a complete ecosystem at Crow Valley Campground in order to 
provide essential habitat for neo-tropical and other migrating birds and resident wildlife. 
 
Goal 

The goal is to restore water flow to Crow Creek in order to provide a water source during 
peak spring and fall migration and improve the habitat for birds and other wildlife species.  
 
Time line 

 Stage 1: (Target: 2/1/10) 
 Increase knowledge of the site. 

 Contact Pawnee Grasslands NFS new hire (start date 12/07/09). 
 Research how the area is important to migrants.  

 Contact Audubon Fort Collins. 
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 Contact Audubon Denver.  (Completed) 
 Obtain rainfall data. (Completed) 
 Obtain historical stream flow data for Crow Creek watershed. 

 Contact state and federal hydrologists.  
 Obtain water rights information and identify the owner and parameters of the 

water rights to that area. 
 Contact resources in Wyoming. 

 Obtain area bird count data if available. 
 Contact Cornell Bird Laboratory. 
 Contact Fort Collins Audubon. 
 Contact Denver Audubon. (Completed) 
 Contact Rocky Mountain Bird Observatory. 

 Identify what is necessary to create a Schedule of Proposed Action (SOPA). 
 Contact USDA Forest Service Deanna Williams regarding the Gordon 

Creek SOPA, 303-541-2541, begin_of_the_skype_highlighting 303-541-
2541,end_of_the_skype_highlighting deannawilliams@fs.fed. 

 Stage 2: (Target: 2/15/10) 
 Identify partners. 

 Contact Heather Knight at the Nature Conservancy. 
 Others may include: Audubon, The Nature Conservancy, RIHEL fellows, 

Rocky Mountain Bird Observatory, Sierra Club, USDA Forest Services, 
Wild Earth Guardians, etc. 

 Stage 3: (Target: 4/1/10) 
 Establish an action plan or logic model. 

 
Resources Required to Successfully Complete the Project 

The USDA Forest Services is a necessary resource. Currently, further research is needed, 
see Stages 1 and 2. 
 
Risks and Analysis of Those Risks 

“It won’t be what you think it is. The water is liquid gold. It is an interesting project but I 
think it will be bigger than you think it is.” (Debbie, USDA Forest Service Pawnee National 
Grasslands, Greeley Office, 11/10/09.)  

Water is a hot topic in the Western United States. As expressed above, it may take the 
involvement of many individuals and agencies to accomplish the goals of this task. I see several 
areas of risk: (1) the topic may be easy to discount because it may be perceived as too impossible 
to accomplish, (2) simply raising the issue may anger some individuals and potentially create a 
divisive relationship, (3) others may not view this topic as critical, and (4) the owners of the 
water rights and/or reservoirs may not be willing to let out the needed water.  
 
Communication System 

At this time, I am the only person involved in the project. Possible partners may include: 
Audubon, The Nature Conservancy, RIHEL fellows, Rocky Mountain Bird Observatory, Sierra 
Club, USDA Forest Services, Wild Earth Guardians, etc. 
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Update (May 2010) 
 

On May 29, 2010, I visited the site, and Eureka! there was water in the creek! And it was 
flowing high! Sometimes you just get your wish. I am so happy to share that I visited Crow 
Valley Campground this past weekend. I could not get to the birding best area because there was 
so much water in Crow Creek. It has been a very wet year and there was water in the creek bed. 

There still remains the problem zero water flow during dry years. On that note, last week 
I learned some very good news from the U.S. Forrest Service Biologist. She recently found out 
that others had shared my concern about the lack of water for habitat and that reportedly there is 
an existing cistern. This puts the project miles ahead. The next steps are to locate the cistern and 
determine if the cistern is operational. 
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Establishing an Evaluation Strategy Utilizing the Outreach, 
Screening, and Referral (OSCAR) System for the Colorado Heart 

Healthy Solutions Program 
Stephanie Coronel 

 
 
Importance, Background, and Goal 

Community-based programs that focus on promoting healthy lifestyles and preventing 
diseases/risk factors often have difficulties capturing and evaluating the data needed to show the 
effectiveness of the programs. I have personally seen public health programs lose funding 
support because they did not have the appropriate data collection and evaluation systems in place 
to show the effectiveness of the program. In order to make more informed decisions about the 
success of programs, better data collection and evaluation systems are needed. 

In 2009, the Colorado Prevention Center’s (CPC) Colorado Heart Healthy Solutions 
(CHHS) program developed the Outreach, Screening, and Referral System (OSCAR) to track the 
cardiovascular health outcomes of individuals screened by our community health workers. 
Below are some of the key features of the OSCAR system: 
 

 Tracks long-term health outcomes. 
 Assesses cardiovascular disease risk based upon the individual’s risk factors. 
 Uses interactive health technology to generate risk-appropriate recommendations for 

the community health workers to discuss with individuals. 
 Includes a scheduling module to remind community health workers of upcoming 

follow-up calls and re-tests. 
 Generates medical referral letters for individuals as well as community specific 

reports. 
 Manages a local inventory of healthy living and medical resources in the 

community. 
 Monitors community health worker performance allowing the project team to 

quickly respond to issues. 
 

The goal of the initial project was to develop a comprehensive dissemination plan of the 
OSCAR system in conjunction with public health stakeholders in Colorado. However, the CPC’s 
Community Health team decided to seek funding for this effort. In the meantime, I decided to 
focus on developing a community performance assessment and evaluation strategy that will 
inform the implementation of the CHHS program.  
 
Project Timeline 

 Stage 1: Meet with the CHHS program evaluation team to determine what metrics 
will be used to evaluate the success of each community and the frequency in which 
to review performance measures and outcomes to inform implementation. (February 
2010) 

 Stage 2: Meet with the CHHS program implementation team to determine (1) which 
performance measures to share with the communities, including community health 
workers, their supervisors, and other stakeholders, (2) the format in which to present 
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performance measures and outcomes to community health workers, (3) how to 
follow up with underperforming sites in order to improve performance, and (4) how 
to disseminate lessons learned from high performing sites. (March 2010) 

 Stage 3: Generate an initial performance assessment and program outcomes report 
and distribute it to the CHHS program evaluation team, community health workers, 
and supervisors for feedback. (April 2010) 

 Stage 4: Implement the feedback received from the program team, community 
health workers, and supervisors, and review performance assessment and program 
outcomes report with evaluation team to identify underperforming sites and create a 
plan to improve site performance and discuss potential manuscripts. (May-June 
2010) 

 
Resources Required 

 Support from the Colorado Heart Healthy Solutions implementation and evaluation 
teams. 

 Support from a CPC biostatistician to guide the validity of the evaluation strategy. 
 
Communication System 
  Since this is the first time I will serve as the primary program evaluation staff member, I 
will be focusing on asking appropriate questions rather than having the answers. The first few 
meetings will focus on gathering information and listening to the varying needs of the program 
teams. 
 
Results to Date 
  Stages 1-3 have been completed and Stage 4 is in progress.  
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Initiative to Discourage Consumption of Sugar Sweetened Beverages 
Carrie Cortiglio 

 
 
Background and Importance of the Project 

The dramatic increase in obesity and overweight in people over the last three decades is a 
great public health concern. Among children and adolescents, the obesity rate has tripled, 
indicating that a generation of children could be facing the health consequences of obesity and 
overweight at an early age. There is widespread agreement that changes in the food and physical 
activity environment have promoted this weight gain. While changes in the physical activity 
level of the population are not well documented and, in fact, leisure time physical activity has 
even slightly increased, large changes to the food environment are well documented and march 
in almost lock-step with the increase in overweight and obesity over the last thirty years. There is 
compelling evidence that sugar-sweetened beverage consumption is a significant driver of the 
obesity epidemic. Comprehensive literature reviews have indicated that consumption of sugar-
sweetened beverages is associated with increased caloric intake and obesity. Recent estimates 
indicate that for children and adolescents, calories from sugar-sweetened beverages comprise 
between 10 to 15 percent of daily caloric intake. Both the Institute of Medicine and the Centers 
for Disease Control (CDC) recently issued reports containing recommendations for communities 
and local governments to prevent obesity. Both reports included a specific recommendation to 
reduce the consumption of sugar sweetened-beverages (SSB).  
 
Vision 

A community with reduced obesity and overweight because consumption of SSBs has 
been curtailed. 
 
Goal 

Create a community-wide intervention, using a number of strategies, to reduce 
consumption of SSBs. The initiative would operate on several levels, combining policy changes 
at the local, and possibly state, level with efforts to improve beverage offerings in after-school 
programs, childcare centers, worksites, and the home. 
 
Timeline 

 Stage 1: Obtain approval of the Health District Board of Directors to pursue 
interventions around SSBs. Prepare a compelling, cogent presentation laying out the 
case for addressing the problem of obesity through this initiative.  
 Timeline: End of January. (Completed) 

 Stage 2: Review existing evidence on community interventions to reduce SSB 
consumption. Research current policies and practices around SSBs in schools, after 
school programs, preschools, child care centers, county and city facilities. 
Concurrently, begin to look for outside sources of funding.  
 Outside Funding: The Health District is applying for a CDC Public Health 

Apprentice who could work on the project full-time beginning in June 2011.  
 Stage 3: Reach out to possible collaborators and supporters. Interview members of 

CanDo, and city, county, and school officials who would have an interest in the 
project, as well as members of the Larimer Health Department, faculty at CSU who 
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might serve as resources, and physicians. This is not an exhaustive list; I’m sure 
many other potential key informants would be identified.  

 Stage 4: Take all relevant information and finalize a plan for an intervention. Work 
with the Health District evaluation team to develop an evaluation plan as the 
intervention plan is being formulated.  

 Stage 5: Work with community partners to implement initiative. 
 
Resources Required to Successfully Complete the Project 

The project has received enthusiastic Board approval. In moving forward, it will be 
critical to begin identifying potential sources of funding, including federal sources as well as 
national and state philanthropies. We will also need the buy-in of potential community 
collaborators. My staff time for the summer and fall is available to use on this project. I can 
complete much of the research work and begin meeting with community collaborators.  
 
Risks and Analyses of Risks 

Project Risks: Very few, if any, obesity initiatives have taken specific aim at SSBs. 
While I can model other dietary interventions and provide a sound logic model for targeting 
SSBs, it is not possible to get an estimate of how much of an impact this project could have. 
Given the Health District’s finite financial resources, the organization has historically been 
reluctant to engage in projects where the projected impact cannot be calculated. The project 
demands an innovative approach and runs the risk of failing to achieve its goal of arresting the 
progression of the obesity epidemic. 

The project will clearly demand the cooperation and collaboration of numerous 
community partners. Fort Collins already has a non-profit organization devoted to obesity 
prevention efforts (CanDo) so the Health District has to recognize and be sensitive to the fact 
that there is already a lead community agency. It’s certainly possible that rather than this project 
being a Health District lead initiative, we might just push the issue of SSBs higher up on 
CanDo’s agenda and then provide appropriate support. 

Personal Risks: Given that the Health District has to be deferential to the work CanDo is 
already doing, it will be a personal challenge to manage the multitude of people and relationships 
involved in getting the project off the ground. That said, this is a terrific opportunity to gain 
experience in the kind of relationship-building that’s necessary to orchestrate a large project like 
this.  
 
Communication System Among Persons Involved in the Project 

At present, I lead the internal work group on obesity interventions at the Health District 
so there is easy communication via e-mail and regular meetings. As we move out to engaging 
other collaborators I would likely have to rely on e-mail and regular meetings with large and 
small groups. 
 
Lessons Learned  

Completing the first stage in my project and obtaining Board approval took several 
months longer than I estimated but provided some excellent leadership lessons. When I first 
presented my idea to the Health District Board in November there was substantial resistance. 
One Board member went so far as to announce after my presentation that he absolutely would 
not vote in favor of an obesity project of any kind. I spent the month of December retooling a 
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presentation and laying out my case for an SSB intervention. With the help of our obesity work 
group, I came up with some visuals and stories to illustrate my points. I strategically integrated 
the concerns expressed by the Board in response to the November presentation while also 
presenting substantial evidence to back up my findings on the obesity epidemic in general and 
support for a Health District role in addressing SSBs. The lesson I learned was that to generate 
support for my vision I had to gain the trust of the new members of my Board. I did that by 
making clear that I heard the concerns they raised and by conveying that I had substantial 
expertise in this issue area. While I was discouraged after the Board’s reaction to my November 
presentation, hearing their perspectives on the obesity problem was an invaluable part of 
understanding how I could become a credible source and how I could craft a message that would 
influence them.  

In summary, I found that relationship building (creating trust and credibility) is a critical 
part of laying the foundation for the work I want to do. 
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Life Skills Training and Mentoring Program for Pregnant Teens 
and New Teen Moms on Medicaid 

Stephanie Denning 
 
 
Background and Importance of the Project 

Medicaid is a public health insurance program for low-income families and disabled 
individuals. It is funded by both the federal government and individual states, which also 
administer and regulate the program’s benefits, eligibility criteria, and provider networks.  

Even under the best of circumstances, with supportive families and friends, many 
individuals receiving Medicaid face myriad hurdles that make it difficult to manage their health 
and enjoy a healthy lifestyle that includes access to healthy food, safe opportunities to exercise, 
and an understanding of the importance of primary and preventive healthcare rather than 
episodic care through a hospital emergency room. Often individuals on Medicaid live from crisis 
to crisis, barely managing through one critical issue only to be confronted by the next.  

There are many “life skills” programs and classes for low-income individuals, including 
things like budgeting and finance, maintaining housing, parenting/child care, workforce 
development, personal health management, etc. However, few of them are specifically designed 
for people on Medicaid, with a focus on understanding how to navigate the Medicaid system. My 
idea is to partner with another organization or organizations already doing this kind of work and 
create something tailored to individuals receiving Medicaid. In addition to the skills building and 
learning, however, another key component of my project is to include peer mentoring. This 
would be teaching the program participants how to be mentors and share what they are learning 
with others in similar circumstances. There are many excellent models of successful peer 
mentoring programs and I would build on relevant peer mentoring models for this program. As 
much as possible, the curriculum would include both classroom lecture work and experiential 
learning to give participants the opportunity to learn by doing; courses would build on or 
coordinate with other similar programs already being conducted through other organizations. 

Ultimately, I would like to find a way to institutionalize this kind of life-skills training 
and mentoring program into the Medicaid program through the Colorado Department of Health 
Care Policy and Financing (HCPF). For example, create some kind of incentive options for 
Medicaid clients who commit to a program like this, perhaps receiving extended benefits, or 
another kind of “reward” for their ongoing participation. 
 
Vision 

A life-skills training and mentoring program for Medicaid enrollees that is a covered 
benefit in the Colorado Medicaid program.  
 
Specific Goal 

Create a comprehensive life-skills training and mentoring curriculum for a specific target 
population of Medicaid enrollees that is managed through a partner non-profit organization or 
several organizations that provide similar programs for other groups of people. 
 
Project Timeline 

 Stage 1: Research existing programs and determine the most appropriate target 
population within Medicaid on which to focus the program.  
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 Timeline: Complete research and determine best target population by February 
5, 2010. (Completed end of February 2010.) 

 Stage 2: Establish a core set of partners to conduct additional literature review 
research, community partner interviews, and target population focus groups. 
 Timeline: Establish core partnerships by August 31, 2010; complete research 

and focus groups by December 31, 2010. 
 Stage 3: Create program concept proposal and present to Medicaid leadership at 

Department of Health Care Policy and Financing and other potential program 
funders. 
 Timeline: Complete concept proposal and presentations to key partners and 

potential funders by March 31, 2011. 
 Stage 4: Based on feedback from presentations, refine proposal and develop an 

implementation and evaluation plan for a pilot project in one or two metro-area 
counties. 
 Timeline: Final proposal and draft implementation plan completed by June 30, 

2011. 
 Stage 5: Identify pilot sites through meetings with HCPF, community partners, and 

county agency staffs. 
 Timeline: One to two pilot sites identified by September 30, 2011. 

 Stage 6: Work with pilot site(s) to finalize the implementation and evaluation plan 
and ensure funding sources are secure to support the pilot for at least two years. 
 Timeline: Implementation plans completed and funding secured by December 

31, 2011.  
 Stage 6: Launch program in pilot site(s). 

 Timeline: Program started in pilot site(s) by March 1, 2012. 
 Stage 7: Monitor and evaluate pilot programs over course of two-year study period.  

 Timeline: Quarterly evaluation reports through study period. 
 Stage 8: Assess success of pilot programs and feasibility of expanding to other 

counties and into the Medicaid program.  
 Timeline: Feasibility study completed within at least six months following pilot 

completion; discussions with Medicaid started within at least six months 
following pilot completion. 

 
Resources Required to Successfully the Project 

The primary resource needed is time to do the key research and create the appropriate 
partnerships to make the project successful. This project will require considerable coordination 
and cooperation among a variety of partners, which always takes time to negotiate and 
necessitates finding the right champions within the various partner organizations to maintain the 
momentum to keep the project going. Additional resources needed once the research, partnership 
development, and conceptual proposal is completed are funds to support the pilot projects. These 
may be funds through the Medicaid program or through some other source such as a local 
foundation. 
 
Risks and Analysis of Those Risks 

Project Risks: A significant amount of effort will be required to develop the partnerships 
necessary for this project. Building multi-partner efforts and coalitions is risky in that all partners 
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must be in agreement for the project to work. Another risk is that I will not directly “own” any of 
the assets needed for the project—they will all come from other organizations and partners. 
Maintaining the project’s vision and keeping the project moving will be difficult under such 
circumstances.  

Personal Risks: This will mean a significant and long-term time commitment on my part. 
I am already in a high-impact job that can be demanding and stressful. Staying focused to keep 
the project moving will require patience and perseverance, not always my strong suits! 
 
Communication System Among Persons Involved in the Project 

Initial communications will be face-to-face meetings with potential partners and other 
community stakeholders for research and information gathering. It will be critical to conduct 
focus groups with individuals in the target Medicaid population, once that is determined.  

Ongoing, I envision much work being conducted by phone and e-mail, but still believe 
once a core group of partners has been established it will need to meet fairly frequently in person 
to ensure everyone stays on the same page with close coordination and collaboration during the 
first stages of the project. This will include HCPF. 

Once pilot projects are up and running, communications will be through site visits, e-
mail, phone, and submission of established reports. 
 
Results to Date (May 2010) 

The project is still in Stage 1 because I am conducting basic program research and 
holding initial conversations with key stakeholders. I have had interest from at least one teen 
program and have names of several other existing programs to gather additional information 
about the project’s potential. I also have had several discussions with key staff at HCPF, who 
support the idea and are looking to see if there is a way to incorporate the project into a medical 
home model focused on pregnant teens. Additionally, I have spoken with staff from a key health 
foundation in the area who are interested in seeing if they can identify potential funding sources 
for the program.  
 
Lessons Learned About Leadership and About Myself 

About Myself: As much as I want to, I cannot do everything myself. I need to focus on 
finding the right partners, individuals, and organizations with a shared vision that will be 
committed to helping with some of the “heavy lifting” to make this project successful. I also 
must be realistic about the time required to do this. Frankly, given the demands of my job, I 
simply cannot move this as fast as I would like. However, I also have learned that just because it 
doesn’t move quickly, or I don’t have a lot of time to put towards making it happen, doesn’t 
mean it isn’t a good idea or that others don’t support it. I just need to learn patience and how to 
keep the idea going even when it seems dormant at times.  

About Leadership: Leading by influence is very difficult. It requires a very different kind 
of leadership to work with a group of individuals and organizations that are not beholden to you 
or your organization in any way. It is great to have moral support, with most people agreeing that 
your project is a worthy one that should be pursued. It is entirely another thing to actually get 
them to commit to helping you pursue it, particularly when there are so many other competing 
demands. In my interview with a leader that I admire, I learned that often success comes simply 
by sticking with a dream, not giving up on it, and not worrying about whether or not you get the 
credit in the end for getting it done. This project certainly is testing that theory! 
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Green & Healthy Homes in EPA Region 8 
Jaslyn Dobrahner 

 
 
Background and Importance 

Regionally, Healthy Homes is a new concept with an initial charge to promote 
interagency collaboration and increase coordination among internal program efforts. Nationally, 
there are several federal agencies—the U.S. Departments of Housing and Urban Development, 
Health and Human Services, Department of Agriculture, and Department of Energy, as well as 
the Environmental Protection Agency (EPA), the Department of Energy, the National Institute of 
Standards and Technology, and the National Institute of Environmental Health Sciences—that 
promote Healthy Homes; each agency has a role in assuring healthy housing for all Americans. 

It is important for EPA Region 8 to develop and implement Green & Healthy Homes 
activities in order to partner with other federal agencies around healthy homes and increase 
coordination of internal EPA efforts related to Green & Healthy Homes.  
 
Vision 

Developing and implementing regional green and healthy homes activities by engaging a 
wide variety of regional EPA programs and federal, state, and local partners in order to help 
assure healthy housing for all people in EPA Region 8.  
 
Goal 

To help regional programs meet their goals and outcomes related to human health and 
environmental protection in and around residential housing. 
 
Project Timeline 

 Summer 2009: Meet individually with regional program staff and other regions that 
have Healthy Homes programs. 

 Fall 2009: Hold a regional “Around the Kitchen Table” planning session to learn 
ideas about what regional healthy homes activities the region should engage in. 

 Winter 2009-2010: Draft a 2-year regional Green & Healthy Homes Strategic Plan 
and hold listening sessions to gain feedback/comments. 

 Spring 2010 thru winter 2011: Implement regional Green & Healthy Homes 
Strategic Plan. 

 
Resources Required to Successfully Complete the Project 

In order to successfully complete this project, I will need ongoing management support 
and access to financial resources. Resource estimates, FTE and financial, are contained within 
the EPA Region 8 Green & Healthy Homes Strategic Plan. 
 
Risk Analysis 

Workload Burden: This framework could be seen as an additional workload burden by 
both internal EPA Region 8 programs and other federal agencies resulting in a divestment. To 
address this potential risk, I am trying to convey that any Green & Healthy Homes work a 
program decides to invest in should help them meet their program’s goal and outcomes. 
Otherwise, the work should not be taken on. 
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Analysis: By using the Nemawashi approach from Toyota Way (i.e., make decisions 
slowly by consensus, thoroughly considering all options; implement rapidly), there appears to be 
widespread regional support for the activities contained in the draft strategic plan. 
 
Communication System 

As the regional coordinator (via my RIHEL project), I am communicating to the rest of 
the region and other agencies through e-mail, conference calls, and face-to-face meetings.  
Additionally, I am briefing upper management on the progress through face-to-face meetings.  
 
Results to Date 

 Summer 2009: Meet individually with regional program staff and other regions that 
have Healthy Homes programs. (Completed) 

 Fall 2009: Hold a regional “Around the Kitchen Table” planning session to learn 
ideas about what regional healthy homes activities the region should engage in. 
(Completed) 

 Winter 2009/10: Draft a 2-year regional Green & Healthy Homes Strategic Plan and 
hold listening sessions to gain feedback/comments. (Completed) 

 Spring 2010 thru winter 2011: Implement regional Green & Healthy Homes 
Strategic Plan. Planning points in progress: 
 Developing Healthy Homes outreach materials. 
 Securing a Healthy Homes training for the region and other agency partners. 
 Building relationships with other federal agencies. 
 Helping to plan the 2011 National Healthy Homes conference in Denver, CO. 

 
Lessons Learned 

About Leadership: I used a decision-making method that I learned in graduate school 
from the Toyota Way called Nemawashi: Make decisions slowly by consensus, thoroughly 
considering all options; implement rapidly. Thus, from the time I took on this project in July, 
until the time we had a final plan in March, it was a full nine months of meeting with people 
individually, then meeting as a group, then checking in with management, going back to the 
group, etc. During this time, I would sometimes get anxious that I should have made more 
progress and was proceeding too slowly, but I really made myself trust the process. Now that 
EPA Region 8 has a final strategic plan that many, many people have provided input into, we are 
moving very quickly in implementing the plan. For me, Nemawashi has been the most important 
leadership lesson I learned in leading this project. 

About Myself: In the beginning of this project, I was nervous about starting something 
from nothing, and I was asking myself questions such as, Can I do it? How will I do it? Do I 
have the skills? After “jumping into the pool” I had to rely on hard work, determination, and 
trust in the skills that I already have. In a way, I guess this experience is similar to the ropes 
course in that you really can do so much more than you think you can. Refreshing!  
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Health Disparities Prevention: Improving the Lives of a Disparate 
Population Through the Use of Story 

Nigel Guyot 
 
 
Background and Importance 

There are long-term problems that are recognized in public health across federal, state, 
and local government entities that have identified racial/ethnic minority health issues, recognized 
patterns of racial/ethnic health disparities, and are in search of a systems approach to address 
contributing factors (individual level/environmental/community level/systems level), strategies 
and practices (individual level/environmental/community level/systems level), and outcomes and 
impacts (individual level/environmental/community level/systems level) to achieve long-term 
objectives and goals. Following the guidelines reported by the Office of Minority Health, U.S. 
Department of Health and Human Services, in January 2008, the long-term objectives and goals 
are: (1) increased quality and years of healthy life for racial/ethnic minorities, (2) reduced and, 
ultimately, eliminated racial/ethnic health disparities, and (3) a systems approach to racial/ethnic 
minority health improvement and health disparities reduction.  
 
Vision 

By thinking globally and acting locally while avoiding convention, I envision telling a 
story in a small, novel format (e.g., a stage presentation, documentary, YouTube clip, television 
show, or movie) that teaches the prevention of health disparities in the black community. 
Traditional media has failed to reach the disparate population on this subject matter. The 
audience for this story is not only the disparate population but also the medical society that 
works with the population. A story based in historical fiction and using characters that are real 
and full of humor, and using a language that a reader can identify with in the context of the story. 
The goal is to save lives through prevention.  
 
Specific Goal 

Provide the idea in the form of letters of interest to attract a collaboration addressing 
health disparities at the individual level concerning: 
 

 Contributing factors, such as knowledge, attitudes, skills, behaviors, and 
biological/genetic risks. 

 Strategies and practices efforts to increase knowledge, efforts to promote attitudes 
conducive to good health, efforts to build skills, efforts to promote healthy 
behaviors, efforts to address biological or genetic risks.  

 Outcomes and impacts such as increased awareness/knowledge about disease 
prevention or risk reduction, increased healthcare provider skills in providing 
culturally and linguistically appropriate services, and increased patient adherence to 
prescribed treatment regiments.  

 
These specific goals achieve the long-term objectives and goals to a talented writer, 

producer, and director to develop into a story that can be recreated in a variety of formats to 
educate the black community across the country about health disparities that impact their lives.  
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Project Timeline 
 Stage 1: Accept the size and scope of the project and the need for very specific and 

unique partnerships to be successful by January 2010. 
 Stage 2: Identify and research possible partnerships in the entertainment and literary 

field with a goal of identifying between twelve to twenty-five possible partners. For 
example, Tyler Perry, Oprah, Bill Cosby, Eric Jerome Dickey, Bishop TD Jakes, 
Steven Spielberg, Morgan Freeman, Ron Howard, Danny Glover, Bill Clinton, Bill 
Gates, Jay Z, P-Diddy, Sidney Poitier, Robin Roberts, Russell Simmons, Dr. 
Benjamin Carson, Bono, Spike Lee, Bill Duke, Arthur Ashe Foundation, Tiger 
Woods, BET, Disney, etc. Once the partners have been identified, then the research 
of how to contact these individuals, production companies, and entities can be 
completed with a list generated to be completed by March 2010. 

 Stage 3: Develop and/or use a successful approach letter to attract a partnership and 
make first contact to be completed in May 2010. I am not asking for money from 
the partners, I am offering an opportunity for them to express their talents and save 
many lives. While waiting for replies, begin to flush out examples of contributing 
factors, strategies and practices, and outcomes and impacts. 

 Stage 4: Continue repeating Stages 1-3, searching for new ideas that are good 
possible fits. Begin to search locally (i.e., in-state for a talented partner that shares a 
passion for the project) to continue from the time Stage 3 is completed for the first 
time ongoing pending successful partnership found. Follow up letters to be sent out 
at the end of July 2010. Project is ongoing until a partner is found, and then the real 
work begins in the collaboration process. 

 
Resources Required to Successfully Complete the Project 

The resources required to successfully complete this project are finding a partnership 
with the ability to create a story, developing the story into an appropriate format, and mapping a 
path to deliver to the public. Resources will be identified after a partner is found to spear-head 
the creative project. It will take patience, prayer, luck, and skilled letter writing. Electronic media 
will be used for access if needed. 
 
Risks and Analysis of Those Risks 

Personal Risks: There are few personal risks in this project other than the consumption of 
dedicated time over a long period of time.  

Analysis: This project may take a very long time to achieve success; the health disparity 
data will only strengthen the need for the project as time goes on.  
 
Communication System of Persons Involved in the Project 

Communication system among persons involved will begin in writing, either in formal 
letter format or reaching out via e-mail. After initial responses, the communication will depend 
on the partnership. 
 
Results to Date 

The results to date are limited due to the fact that this project is just beginning and my 
full commitment to this project has not occurred. 
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Lessons Learned About Leadership and About Myself 
That leadership is an opportunity to serve others and serve one’s self. Leadership is a skill 

that can be enhanced and learned over time and experience. The one thing that can hold back my 
leadership development and my potential to grow is a fear of success and a fear of failure. Colin 
Powell believes in looking forward to the future not back to the past, “Looking forward is where 
I can influence, improve, and change things.” Looking forward is what RIHEL has prepared me 
for in giving me great tools to lead. Thank you for the opportunity to grow. 
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Structured Internship Program for the Colorado Department of 
Public Health and Environment 

Armando Herald 
 
 
Background and Importance 

Public and environmental health professionals continuously draw strength from a 
heartfelt desire and commitment to protect public and environmental health. With tireless effort, 
these professionals safeguard the improvements to public and environmental health they and the 
pioneers that came before them have achieved. This is accomplished in large part by insuring the 
continued application of laws, policies, procedures, and programs that insure continued 
improvement of the health of the people and natural treasures that are so deeply cared for by all 
public and environmental health professionals. Public and environmental health professionals 
fulfill a critical role in the continued protection and improvement of public and environmental 
health in the state of Colorado. However, the continued vitality of this profession depends upon 
individuals choosing this profession as a career path as they enter the work force. To this end, a 
paid and structured internship program through which students can develop an investment in a 
career as a public and environmental health professional is a way to insure that qualified 
individuals continue choosing to enter this profession. 

Public health organizations such as the Colorado Department of Public Health and 
Environment (CDPHE) employ many public and environmental health professionals, and they 
will significantly benefit from a pool of potential new employees that have been specifically 
developed for a career at the state health department. Potential benefits include better retention of 
employees, decreased time for complete employee contribution, increased overall employee 
performance, and more efficient workforce planning. Currently the CDPHE has no paid and 
structured internship program through which it can take advantage of these benefits. 
 
Vision 

A public and environmental health profession strengthened with a sustainable flow of 
talented, trained, and invested individuals committed to pursuing public and or environmental 
health as a lifelong career choice. 
 
Specific Goal 

A multiyear structured and paid internship program designed to provide talented, trained, 
and invested new candidates for future employment with the CDPHE. The program will be 
offered to talented college students maintaining high academic standards and pursuing a degree 
major that is applicable to a career as a public and or environmental health professional. The 
program will target students impacted by health disparities and or environmental injustices. 
 
Project Timeline 

 Phase 1: Scoping and Planning (Complete by January 1, 2010) 
 Complete initial scoping.  
 Develop project description.  
 Develop detailed project plan (Microsoft Project).  
 Collect data and confirm the value of structured internship programs.  
 Create Share Point or Windows Live Spaces account for project management. 
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 Phase 2: Detailed Project Development and Stakeholder Identification (Complete 
by June 30, 2010) 
 Indentify and contact the subject matter experts (CDPHE Human Resources 

Department (HR), INROADS Colorado, etc.). 
 Identify the decision makers and other stakeholders. 
 Identify issues and challenges.  
 Generate support and re-scope and adjust project plan as necessary.  
 Create project team and develop meeting schedule and communication plan. 

 Phase 3: Substantial Development of a CDPHE Paid and Structured Internship 
Program (Complete by September 1, 2010) 
 Implement project plan.  

 Contact subject matter experts and stakeholders.  
 Secure funding.  
 Create materials.  
 Address roadblocks, challenges, and issues. 

 Phase 4: Structured Internship Program Promotion and Implementation (Complete 
by May 1, 2011) 
 Implement the program as developed.  

 Promote the new program.  
 Begin outreach and recruitment.  
 Enroll new interns. 

 Phase 5: Production (Begin May 1, 2011) 
 First group of interns begin employment with CDPHE. 

 
Resources Required to Successfully Complete the Project 

The success of this project can be assured with support from my direct management 
within CDPHE. To this end, the possibility of this project being added to my performance 
objectives will be evaluated. 

To successfully complete this project it is critical to get commitment from various other 
divisions, departments, and individuals within the CDPHE. This may include the CDPHE HR 
and the Office of Health Disparities. 

It will also be critical to get commitment from organizations and individuals from outside 
of the CDPHE. This may include INROADS Colorado, Local Health agencies, State Board of 
Education, and Colleges and Universities. 

 
Risks and Analysis of Those Risks 

Project Risks: A key to this program working as described is paying the interns over a 
three- to four-year period of intermittent employment. The funding resources may not be 
available. Project planning will include early steps to evaluate resources to address this problem. 

There is a risk that the value of the program to the CDPHE will not be recognized. Initial 
reception seems favorable; however, continued development of a “story” that vividly paints a 
picture to illustrate the value of this program will be developed and continuously improved. 

Personal Risks: A significant amount of time and personal resources will be needed to 
complete this project as I envision it. I will have to spend time that could be devoted to work and 
family on this project; therefore, project planning and personal time commitment prioritization 
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planning will be critical. The project is important to me and this must be reflected upon when 
things get tough. 
 
Communication System Among Persons Involved in the Project 

This project will utilize Share Point or Windows Live Spaces as the primary means of 
information sharing and communication. E-mail will also be used. Teleconferencing and live 
meetings will be conducted regularly as determined by the project team. 
 
Results to Date (May 2010) 

The project is on track with the modified time frames. I have garnered support from my 
supervisor to complete the project as scheduled. I have also determined that the CDPHE has need 
for the program and there is support for this project from the CDPHE HR and from the CDPHE 
Executive Director. 
 
Lessons Learned About Leadership and About Myself 

About Myself: I have learned that I tend to shy away from sharing my ideas with others. 
Even though I have strong and passionate feelings about this project, I have learned that the fear 
of rejection has led to some procrastination in completing the project. This realization has been 
critical because now that I have identified this major impediment to progress I can overcome it. 

About Leadership: The critical lesson I have learned about leadership is, ironically, 
intertwined with the lesson I have learned about myself. The lesson is that the guts to forge ahead 
in the face of one’s fears and doubts is, in many instances, the single greatest demonstration of 
leadership in action. I have found that that “first step” or asking the “critical question” or 
facilitating the “crucial conversation” is indeed the hardest yet most essential part of achieving 
any goal. When one shoulders the risk of a great new idea, the support will come and the life 
begins to pour into whatever it is you are trying to accomplish. I will carry this lesson with me 
for the rest of my life and reflect upon it whenever I have doubts of sharing my goals with 
anyone and asking “will you come along with me?” 
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Lead 
Kathy Hernandez and Alice Nightengale 

 
 
Background and Importance of the Project 

Lead poisoning is one of the top preventable environmental health concerns for children 
in the United States. The Environmental Protection Agency (EPA) just issued a new rule, titled 
The Renovation, Repair, and Painting Rule (RRP), effective April 2010, which is aimed at 
protecting children from lead-based paint hazards in their homes. This rule requires contractors 
and maintenance workers to be certified, their employees to be trained, and that they follow 
protective (lead-safe) work practices. 

While the EPA has promulgated the new rule and holds the enforcement authority, it does 
not have the resources to effectively enforce this rule at the state and local level. It would be 
more effective if the state took on the program and the enforcement authority to make sure that 
lead-safe practices are being implemented statewide. 
 
Vision 

A state-led program that provides outreach, training, inspection, and enforcement of lead-
safe practices as required by the EPA’s Renovation, Repair, and Painting Rule that results in 
reduced occurrences of lead poisoning in children in Denver and Colorado. 
 
Specific Goal 

Create a strawman business plan for the state to offer a different perspective on how they 
might implement the EPA’s RRP rule with their current resources. Using Denver as a pilot city, 
the business plan will consider the effects of a state-led program on a municipality and how the 
municipality might manage under the unfunded requirements.  

 
 Create a business plan for the state to implement the EPA’s RRP rule. 
 Consider Denver as a pilot location and carefully examine issues associated with 

taking on an unfunded program both at state and local level.  
 Meet with state program manager and his management team to discuss plan.  
 Offer pilot period (six months to one year) to work with Denver on 

funding/implementation issues to see if the program is possible to take statewide.  
 
Project Timeline 

 January 12, 2010: Conference call with state Lead Program Manager to discuss idea 
of RIHEL project.  

 January 25, 2010: Meet with state Lead Program Manager and his staff to discuss in 
detail the approach to the RIHEL project. Introduce project team to the state staff. 

 March 15, 2010: Internal deadline for draft outline for plan. 
 April 30, 2010: Draft plan to internal team for review. 
 May 27, 2010: Final draft of plan to state for review and comment. 

 
Resources Required for Success 

This is an unfunded program at this time so resources are few. Should this be 
implemented at the state level the resources would have to come from existing programs.  
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Internal resources are required to devote time to the project, draft the outline, and communicate 
among the team members and with external partners. 
 
Risks and Analysis of Those Risks 

Project Risks: As a city we need to be sensitive when approaching the state to take on an 
unfunded program while at the same time conveying the importance of the real public health 
issue. Beyond the political sensitivity, there aren’t many other risks since what we are providing 
is one approach. It is up to the state to do the final analysis as to whether or not our proposed 
approach will work within their organization. 

Personal Risks: On a personal level, we have put together an approach that we believe 
will work and that we believe in. The personal risk would be the failure to produce a credible 
plan. 
 
Communication System  

Our team, two RIHEL fellows and one Denver City Lead Program Manager, 
communicate periodically mostly via e-mail regarding material relevant to the project and 
process. We have met twice as a team and plan to meet once more with the state as a team. 
 
Results to Date (May 2010) 

To date, we have met with the state to gain approval of our approach. The state has 
acknowledged our interest in public health and the impact of lead poisoning on Colorado’s 
children. The state is interested in our perspective, particularly if we could end up identifying 
funding that would ease the program burden should they decide to implement a state-led 
program. 



 

RIHEL Project Reports 2010/43 

Community Resilience in Public Health Preparedness 
Alix Hopkins 

 
 
Background and Importance 

Following Hurricane Katrina in the fall of 2005, a number of studies looked at people’s 
perceptions of preparedness. One study found that nearly a third (32%) of those who did not feel 
prepared indicated a lack of money as the reason. A study of Katrina evacuees found that a third 
(36%) did not evacuate before the storm due to a lack of transportation. These individuals 
indicated a desire to be prepared, but a lack of income and resources are large barriers to 
overcome; it is not just in preparedness that these barriers have an impact. Socioeconomic 
inequalities in areas such as income and race have serious consequences that impact not only the 
ability to prepare but also overall health and wellbeing. A new document, The National Health 
Security Strategy, released by the federal government focuses on the importance of community 
resilience in emergency preparedness planning. Because this appears to be the direction 
preparedness efforts will be moving, it was important to include the concept of community 
resilience into this process. Instead of focusing solely on health disparities, I will be using 
community resilience as the overall topic and include health disparities within the discussion. 

An understanding of community resilience and health inequities will enable professionals 
engaged in emergency preparedness and response to be better equipped to help their local 
communities prepare for and recover from events that impact them.  
 
Vision 

Through an understanding of social inequalities and their impact on a community’s 
resilience, emergency preparedness planners will better ensure that all Coloradoans are prepared.  
 
Specific Goal 

To develop an understanding of community resilience and the factors that undermine it in 
the staff of the Emergency Preparedness and Response (EPR) Division, especially as it relates to 
emergency preparedness.  
 
Project Timeline 

 December 2009-March 2010: Review Unnatural Causes materials and develop pre- 
and post-test introductory materials. Obtain by-in from division leadership and set 
dates for showings.  

 March-April 2010: Hold showings during two to three staff meetings and facilitate 
group discussions.  

 May 2010: Complete analysis of data from pre- and post-test materials and share 
results with participants. Based on group interest, possible continuation of project 
with additional activities. 

 
Resources Required to Successfully Complete the Project 

Because this is focused on the staff of the EPR Division, time will be needed at two to 
three weekly staff meetings. It is also important to have support from division leadership.  
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Risks and Analysis of Those Risks 
Project Risks: A possible lack of interest and involvement from EPR staff, especially if 

they perceive that this topic has no relation to their work. Given that it can be a sensitive topic, 
especially when dealing with health disparities related to racial inequities, discussions will have 
to be carefully moderated as not to interfere with participation from all.  

Personal Risks: Because this can be a sensitive topic for many people, there are risks 
involved in facilitating the discussion without outside support (at least at this time).  
 
Communication System Among Persons Involved in the Project 

Because I am the only person involved in the project at this time, this is not of great 
concern. However, when conducting the sessions with staff, it will be important to develop a 
shared vision around the intent of this project and its impact on future work.  
 
Results to Date (May 2010) 

This project has moved much slower than originally planned. The initial intent was to 
show episodes from the Unnatural Causes series and then facilitate a discussion following. With 
the release of the National Health Security Strategy, the scope broadened to talk about health 
disparities in the context of community resilience, especially as it relates to public health 
preparedness and response. Based on this, the project timeline has been pushed back. I have 
developed three sessions that will be shown over three consecutive weeks in June. The basic 
agenda of each session is shown below.  
 

 Session 1: What is community resilience and what does it mean for emergency 
preparedness?  

 Session 2: What undermines community resilience (health disparities, social 
inequalities, etc.)?  

 Session 3: How do we improve community resilience and better incorporate it into 
our preparedness planning efforts? 

 
Lessons Learned About Leadership and About Myself 

I’ve learned that I need to be flexible, both in leadership situations as well as everyday 
work activities. I went into this project with a firm idea of what I wanted to accomplish and 
when and my vision had to change due to new information and needs of the division. In addition, 
I learned that when attempting to create a shared vision among others, it is very important to be 
clear about what the vision is and what you hope to accomplish.  
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Establishment of A Rocky Mountain Regional CHEMPACK 
Consortium 

Bryon Hopper 
 
 
Background and Importance 

Terrorist organizations may have access to many different types of chemical agents to use 
in weapons of mass destruction (WMD) attacks. The likely choice may be nerve agents. 
Depending on the dose, nerve agents can cause immediate nervous system failure and death. The 
Centers for Disease Control and Prevention (CDC) Strategic National Stockpile (SNS) Program 
has numerous caches of medical equipment, pharmaceuticals, and vaccines stored in strategic 
locations throughout the United States. Under its mandate, the CDC SNS Program has a 
maximum 12-hour response time in which to transport its medical supplies to the affected state 
or territory location. However, this response time is inadequate for a nerve agent event, where 
treatment must be accomplished quickly in order to save as many lives as possible. The toxic 
effects of nerve agents require immediate pharmaceutical intervention followed by long-term 
care. This pharmaceutical intervention must be supported in both the pre-hospital and hospital 
phases. The ability of emergency medical personnel to begin immediate treatment will directly 
affect survival. 

As a result, the CDC has established a voluntary participation project called 
CHEMPACK for the “forward” placement of sustainable repositories of nerve agent antidotes in 
numerous locations throughout the United States so that they can be immediately accessible for 
the treatment of affected persons. Wyoming, along with its neighboring states of Colorado, Utah, 
Idaho, Montana, South Dakota, and Nebraska share some commonalities: all are participants in 
the CHEMPACK program; all have expansive travel distances between centers of population 
with large numbers of distant, rurally populated areas; and all have limited resources to utilize 
during a nerve agent event. 

The possibility exists in all of these states and areas within them, to have a nerve agent 
event occur, exposing the population and requiring large volumes of antidotes for treatment. In 
many cases, these resources for treatment may be more readily and rapidly accessible from cache 
sites within neighboring states. 
 
Vision 

Through the collaboration/cooperation of Wyoming and its neighboring states, in the 
event of a nerve agent release and exposure to the population, the caches of CHEMPACK 
antidote containers that are most readily and rapidly accessible to that area, regardless of what 
state they are located in, would be utilized for the treatment of the given exposed population in 
an effort to save lives. 
 
Specific Goal 

To establish a consortium made up of CHEMPACK program managers from Wyoming 
and each of its neighboring states of Colorado, Utah, Idaho, Montana, South Dakota, and 
Nebraska with the intent of creating planning documents and pre-existing emergency mutual aid 
compact (EMAC) agreements to better utilize CHEMPACK resources as well as better protect 
the populations of all of the partnering states.  
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Project Timeline 
 Stage 1: Establish contact and confirm interest in consortium participation from 

each state’s CHEMPACK Program Manager.  
 Timeline: Initial contact and interest confirmed or declined by the end of 

January 2010. 
 Progress: Completed on time. 

 Stage 2: Conduct an initial Web-based video teleconference to more specifically 
outline/explain the purpose of the consortium and establish short- and long-term 
goals for the consortium. 
 Timeline: February-March 2010. 
 Progress: No initial Web-based video conference conducted; a live meeting was 

conducted amongst four of the seven CHEMPACK program managers at a 
table-top exercise in March. 

 Stage 3: Conduct periodic Web-based video teleconferences, live meetings, and/or 
conference calls to update members on progress of the goal(s). 
 Timeline: This will be in progress by the end of the Leadership Institute, but it 

is doubtful that it will be completed. 
 Progress: All seven CHEMPACK program managers have received a draft 

Interstate Mutual Aid Agreement for review. The group is planning a live 
meeting with federal CHEMPACK representatives at the Annual Division of 
Strategic National Stockpile Summit in Atlanta this July. 

 Stage 4: Complete the interstate CHEMPACK Utilization Agreements amongst all 
of the consortium partners in order to better utilize CHEMPACK resources as well 
as better protect the populations of all of the partnering states. 
 Timeline: Completed by late 2010.  

 Stage 5: Continue ongoing consortium contacts to maintain operational contacts and 
resources.  
 Timeline: After completion of initial timeline goals. 

 
Resources Required to Successfully Complete the Project 

Agreement to establish and actively participate in the consortium by the CHEMPACK 
program managers from each or a majority of Wyoming’s neighboring states. Support from each 
program manager’s supervisor and agency to allow for the program manager to dedicate a 
necessary amount of time to completion of consortium goals and meeting participation. 
 
Risks and Analysis of Those Risks 

Project Risks: A potential lack of interest and/or lack of support from neighboring states 
to participate in the consortium or the obtainment of goals. Analysis: Prior discussions amongst 
six of the seven consortium states on the issue/purpose of establishing this consortium have 
occurred and would be considered as a plus in encouraging participation.  

Personal Risks: In my role at the Wyoming Department of Health, as the Strategic 
National Stockpile Coordinator, I am responsible for the planning and operations of many 
different public health emergency preparedness programs, with the CHEMPACK program being 
one of those. We have a well established CHEMPACK program and plan with several partner 
agencies within the state. However, I feel it is my duty to make every effort to improve planning 
and response capabilities; thus, if this project would fail to reach fruition, it may reflect 
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negatively on my ability to improve the capabilities of public health emergency preparedness in 
Wyoming and the Rocky Mountain Region. Analysis: Prior discussions amongst six of the seven 
consortium states related to utilizing the CHEMPACK resources of each other’s states have been 
positive and I do believe that the results of this project will be positive, whether through a 
consortium or by way of opening up more communications amongst the regional states.  
 
Communication System Among Persons Involved in the Project 

Initial as well as the majority of ongoing communications will be through e-mails. As the 
project progresses, periodic video teleconferencing and conference calls will be necessary. Some 
live meetings may be desirable and necessary at certain points in time. 
 
Lessons Learned About Leadership 

I learned how important advanced leadership knowledge, tools, and skills are when 
attempting to bring together a diversified group. I definitely drew upon the exemplary leadership 
practices developed during the ALTP. 

 Model the Way: Those who I have been relating to on this project have seen my 
passion for this; I have demonstrated the courage of my conviction to it and I 
believe this has engaged some of them to follow my example.  

 Inspire a Shared Vision: During the first live meeting, I lobbied this project very 
hard and developed buy-in from others by pointing out our shared goals and benefits 
of this project.  

 Enabling Others to Act: Obviously, I am dealing with a peer-level group on this 
project; however, I was able to develop some collaboration and mutual respect 
amongst some by being forward and admitting that this was not going to be “my 
baby” to accomplish and be credited for. Initial mutual goals were developed and 
collaborative efforts demonstrated by individuals taking responsibility to work sub-
parts of the project. 

 
Lessons Learned About Myself 

The time required to dedicate to this project is far more than I had anticipated. I 
underestimated the difficulty of establishing and developing a regional collaboration group. 

I realized that no matter how hard I may try to encourage and develop cooperation and 
support/belief in a project, some just are not going to buy-in for whatever reason(s). You win 
some and you loose some, but as long as you believe in your goals, others may not need to be a 
part to reach the goal. 
 
Update (August 2011) 

In July of 2010, three members of the consortium met with representatives of the 
CDC/CHEMPACK program to discuss the issue of interstate mutual aid agreements for 
CHEMPACK resources. They recommended that there was not a need—being that current 
contracts between the states and the CDC mandate that states must share these resources as 
needed by other states at anytime. States then shared CHEMPACK cache-site contact 
information with each other for local health agencies to contact and coordinate with nearby cache 
sites in other states. Although the need for the CHEMPACK consortium no longer exists, it did 
develop working relationships amongst state coordinators, who still collaborate on other public 
health planning issues. 
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Homesteader Skills and Emergency Preparedness 
Steven Huerta 

 
 
Background and Importance of the Project 

Creating a stockpile of food, water, and medical supplies is a part of the individual- 
and/or family-level emergency preparedness. This stockpile should last a minimum of three days, 
although it is strongly encouraged to have at least a two-week supply. This recommendation 
stems from the assumption that an event severe enough to keep individuals in their home may 
also impact an individual’s ability to travel in order to make resupply trips at grocers or 
emergency relief locations difficult to impossible. Therefore, it is critical that stockpiles are 
maintained within the home. 

Creating a stockpile for families may be difficult because of the cost of purchasing and 
maintaining a stockpile. Food items should be able to be used with a minimum of preparation 
and should also be replaced periodically to prevent the spoiling of food items. Meeting these two 
criteria may also mean that the food supply contains heavily processed and, therefore, possibly 
unhealthy food choices.  

Wyoming has a unique asset from its past; specifically, a set of skills that allowed 
families to create a stockpile that enabled them to successfully endure the severe winters of 
Wyoming. Wyoming homesteaders were able to utilize growing, canning, and jarring methods to 
create a large stockpile with a minimum of cost; these items were able to be used with a 
minimum of preparation, and they were low in preservatives.  
 
Vision 

Local residents and local emergency preparedness planners work cooperatively to create 
and support an educational program that is available to the public to learn homesteading skills. 
 
Specific Goal 

Create a Homestead Skills Class that will teach gardening, canning, and jarring. 
 
Project Timeline 

 Stage 1: Initial local strategy meetings with local emergency preparedness planners 
and identified local residents (those individuals with knowledge of specific skills). 
 Updated Timeline: April 2010. 

 Stage 2: Meeting with local educational representatives. 
 Timeline: May 2010. 

 Stage 3: Representatives of target population provide feedback in focus group 
interviews. 
 Timeline: July 2010. 

 Stage 4: Establish education project committee. 
 Timeline: August 2010. 

 Stage 5: Development of course curriculum. 
 Timeline: August 2010-December 2010. 

 Stage 6: Class begins. 
 Timeline: January 2011. 
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Resources Required to Successfully Completing the Project 
Skill knowledge is the most critical requirement to the success of this project, so the 

recruitment of individuals with these skills is the primary need. Funds will be needed to purchase 
course materials. 
 
Project Risks 

A lack of interest from target population is the primary risk. Lack of availability of 
instructors is also a potential risk. 
 
Communication System 

Because this is a local project in a small community, communication will mostly be 
phone calls, e-mails, and face-to-face meetings. Committee members will schedule a regular 
meeting to ensure continuity of planning.  
 
Results to Date 

I conducted one-on-one interviews with representatives from education and community 
service providers, as well as community figureheads and emergency preparedness coordinators. 
These interviews were to elicit recommendations and strategies to accomplish the objective of 
this project. These interviews provided insight into the greatest need for this project, which is 
money. My initial assessment of needs for this program to be successful was students. However, 
funding is necessary to provide the two largest components of success which are: 

 
 Publicity: Without a great, not just good, publicity campaign, the target population 

will not receive and/or be interested in joining the class. There currently exist 
gardening groups, canning classes, and nutrition courses, which are all available to 
the public at little to no cost, but they do not have large (or any) advertising budget.  

 Equipment: Jarring equipment is not relatively expensive, but it does require a 
sacrifice of funds, much larger than many families may be willing to make. If 
equipment can be purchased by the project committee, county, or other agency to be 
rented or checked out, it may encourage those to participate who might not have 
otherwise because of the investment. Also gardening tools and materials may not be 
much, but not having these items may also keep individuals from participating. It 
may be possible to provide starter kits which provide some of the basics to 
incentivize the project. 

 
Instructors for the course are available and some agencies have expressed their interest in 

partnering when the project is further along. 
The next step is to interview potential participants to learn what type of educational 

format (weekly or monthly course versus a few weekend “learning parties”) would be of interest 
to them. This will also inform me as to what types of material will be presented (outdoor 
gardening versus indoor gardening versus a mix of the two). 
 
Lessons Learned 

Small rural communities are often burned out. The same numbers of projects, 
committees, and classes that are in much larger cities are also in small rural towns, which means 
that there are fewer people to lead and participate. This finds many of the same people sitting on 
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two or more local committees, in addition to working, raising kids, and attempting to find time to 
have a social life.  

I have met many individuals who are excited about the project and can quickly identify 
potential partners, resources, and some really innovative ideas. However, all of that is tempered 
with experience to provide the response; as one individual said, “that is a really great 
idea….good luck.” It is my sense that potential partners want to see a substantial measure of 
success before a willingness to commit.  

As a leader, I have learned that vision and passion are not the sum of a successful project. 
Modeling, combined with initial success, provides a powerfully compelling force to join “a 
really great idea.” Hearing stories of successful and stalled community projects has illustrated 
that often results, however small, precede commitment. This underlined my exploration of 
feelings about how passionate I am about the project. If I am not passionate to commit to this 
alone, at least initially, then I am communicating my lack of passion to potential community 
partners. 

This answered many questions that I had concerning leadership where a recognizable and 
enforceable authority does not exist. To be clear, I am speaking of leadership practiced in 
coordinating activities/objectives where there is no other compulsion to join than “I want to.” I 
can now see clearly how a leader must actively demonstrate the commitment and passion 
(expressed as time, effort, and money) before individuals are willing to commit, though they may 
be just as passionate about the objectives and possible outcomes.  It comes down to how 
effectively I can demonstrate observable success, no matter how small. 
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Utilizing Web-Based Communications During Outbreaks and 
Routine Case Investigation 

Lori Kennedy 
 
 
Background and Importance of the Project 

“New” technologies, in the form of Web sites, blogs, and social media (referred to as 
electronic sites from this point forward), present a feasible, cost-effective, and exciting 
opportunity for public health practitioners to gain economies of scale with respect to sharing 
accurate information. As more people become “connected” through the internet, it is apparent 
that information is in abundance and that trusted resources for accurate and timely information 
are valuable. 

Good communication and timely information are key components of any successful 
outbreak investigation. Though outbreak investigators at Denver Public Health (DPH) aspire to 
communicate regularly and transparently with providers and the community, during an outbreak 
it is not feasible beyond the scope of those directly and indirectly associated with the outbreak. 
Simply put, staff resources are quickly depleted through countless hours on the telephone with 
cases and their respective providers conducting interviews, assessing for exposures, providing 
education on the prevention and spread of illness, and implementing control measures. This 
direct communication provides access to timely and high-quality information for the dozens of 
individuals involved in the outbreak. However, outbreak staff members refer cases to external 
Web sites, both state and national, for more information because there are no trusted, updated 
local Web sites specific to outbreaks in the City and County of Denver. Additionally, providers 
and community members not involved in the outbreak are often “left out in the cold” and may 
receive limited information only if the outbreak is large or interesting enough to garner media 
attention.  
 
Vision 

Establish an electronic site that gives providers, cases, and community members a trusted 
local information source during outbreaks and promotes Denver Public Health as a trusted 
resource for accurate information.  
 
Goal 

Develop a trusted site that (1) DPH outbreak team members can update and modify 
regularly and in real-time, (2) providers may access for up-to-date information on outbreaks 
within Denver, (3) cases may utilize to obtain information on outbreaks, prevention, and control 
measures, and (4) increases awareness and accessibility of information related to outbreaks 
within Denver, thus promoting the work of local public health. 
 
Project Timeline 

 Stage 1: Research and review electronic sites and tools used by other public health 
agencies. (Completed in November 2009.) 

 Stage 2: Meet with DPH outbreak team to present vision and goal; request feedback 
and assess for perceived barriers. (Completed in November 2009.) 

 Stage 3: Meet with key informants in public health and the computer sciences to 
discuss successful and unsuccessful attempts at implementing “technologically 
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progressive methods.” Discuss best practices and strategies for success. (Completed 
in December 2009.) 

 Stage 4: Conduct assessment with external stakeholders (healthcare providers, and 
infection prevention specialists) and request feedback on proposed project. 
(Timeline: In progress. Following much internal discussion, this step was modified 
so as to pilot the assessment with infection prevention specialists first.) 

 Stage 5: Analyze information received by external stakeholders and create 
preliminary requirements list; prepare and deliver presentation for internal 
stakeholders. (Timeline: In progress.) 

 Stage 6: Identify workgroup members for project implementation. Refine 
requirements list. (Timeline: August 2010.) 

 Stage 7: Build electronic site and develop content for non-outbreak periods and dark 
pages for use during outbreaks. (Timeline: September-December 2010.) 

 Stage 8: Develop invitation to distribute to providers; unveil the site and request 
their electronic contact information (e-mail addresses) for future outbreak 
notifications. (Timeline: January 2011.) 

 Stage 9: Collect, organize, and maintain database of electronic contact information. 
(Timeline: Ongoing.) 

 Stage 10: Utilize electronic site during an outbreak; manage content. (Timeline: 
Ongoing.) 

 
Resources Required to Successfully Complete Project 

Human resources: My time to manage the project, both in the workplace and dedicated 
time outside of the workplace; stakeholder time; workgroup time.  

Electronic site: I anticipate being able to utilize existing resources within our 
organization, though collaboration and sufficient access to those resources will be necessary. 
 
Risks and Analysis of Those Risks 

It may be difficult to get buy-in from internal stakeholders, particularly regarding 
administrative access by outbreak team staff to an electronic site. Without real-time access, 
information regarding outbreaks will be too outdated to be valued by providers and cases. In the 
words of one key informant, there is the strong possibility that internal stakeholders will “hold on 
to the way we have always done things.” Therefore, it is critical to create a shared vision early on 
in the project. It is of equal importance to complete a comprehensive assessment of the project 
and research options before presenting the project to internal stakeholders. 

It will also be important to create a shared vision among the workgroup team. I am not in 
an official management position, so it will be important for me to give people a reason to choose 
to work on this project with me.  
 
Communication: 

Meetings with internal stakeholders will be held in person and follow up will be 
conducted via e-mail. Communications with external stakeholders will be via traditional mail 
and e-mail. 
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Results to Date and Lessons Learned 
I am currently in the process of obtaining feedback with a pilot group of external 

stakeholders. I anticipate the pilot surveys to be returned and analyzed by the end of May. While 
I am receiving great feedback and getting buy-in from this external stakeholder group, I have 
faced challenges with members of positional authority within the internal stakeholder group. 
While this has considerably slowed the project’s progress and has challenged and tested my 
leadership skills, it has made me much more aware of my role as someone who “leads from the 
bottom.”  

Through a lot of work with my coach and through what I can only describe as “trial and 
error leadership from the bottom,” I have identified barriers that have been critical to the success 
of my project. The barriers have largely been due to relationships and organizational culture. I 
have been challenged to re-evaluate the barriers that I can influence, and those that are related to 
organizational culture and will take years, if not decades, to change. As such, I am re-evaluating 
my project timeline to be extended and flexible.  
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Changing the Conversation about Family Planning Through a 
Statewide Branding and Social Marketing Campaign 

Greta Klingler 
 
 
Background and Importance of the Project 

Nearly half of all pregnancies in Colorado and the United States are unintended, either 
because they are mistimed, unplanned, or unwanted. Unintended pregnancy rates in Colorado are 
higher among those who live at or below 200 percent of the federal poverty level. Among this 
population, more than 50 percent of pregnancies are unintended. For women ages ten to twenty-
four, the rate jumps to over 60 percent.  

Unintended pregnancy is a drain on the physical, mental, social, and economic health of 
everyone involved. Pregnancies that are unintended increase the likelihood that the mother will 
not obtain timely or quality prenatal care or initiate breastfeeding and that she will experience 
increased stress, financial instability, post partum depression, relationship instability, and poorer 
physical and mental health. Increased risk of preterm birth, low birth weight, infant mortality, 
child abuse and neglect, and cognitive impairment for the child are also more likely. All of these 
negative outcomes carry a high economic cost. Improving family planning services is the easiest 
and most effective way to help mitigate those costs. There are several factors that must be 
addressed when discussing the need to increase family planning services in order to increase the 
proportion of pregnancies that are intended.  

There are close to 185,000 women of reproductive age in need of family planning 
services in Colorado who are not accessing these services. The Title X program in Colorado 
provides family planning services on a sliding fee scale. This program served over 60,000 in 
2009. The Title X program has been able to expand services by a significant amount in the last 
18 months by increasing clinic hours and adding new clinic sites. This increase is expected to 
continue in the coming years through expanded Medicaid coverage for family planning services. 
Several barriers have been mitigated: the cost for services, the cost for highly-effective 
contraceptive methods, and the location of services. Two major barriers remain that limit the 
number of men and women who are able to effectively plan their reproductive lives: (1) 
awareness that these services exist for little or no cost and (2) the stigma attached to issues of 
reproductive health.  

Family planning providers at the local level express concern at the lack of awareness that 
exists in their communities regarding the availability of family planning services. Local family 
planning programs across the state face numerous challenges when trying to increase outreach 
efforts, especially those in more conservative and/or rural communities. There is often resistance 
from agency directors, county commissioners, and local board of health members when anything 
having to do with reproductive health is discussed. In addition, most of these programs do not 
have the resources to develop or place quality branding or marketing materials. The goal for this 
project is to develop branding materials in conjunction with the development of a social 
marketing plan that will increase awareness of the availability of free or low-cost quality 
reproductive health services and shift the general perception of reproductive health from a 
political, religious, and moral issue to a health issue integral to overall well-being. 
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Vision 
For all pregnancies in Colorado to be intended; to ensure that every Coloradoan has 

access to quality reproductive health services; to create safe conversations about reproductive 
health and family planning as integral parts of overall health and well-being. 
 
Specific Goal  

To develop a branding and social marketing plan that decreases stigma associated with 
family planning and reproductive health issues and increases knowledge and utilization of family 
planning services in Colorado. 
 
Project Timeline 

 Stage 1: November-December 2009. The Colorado Family Planning Program will 
conduct a Strengths, Weaknesses, Opportunities, and Threats (SWOT) Analysis. 
Identify and contact stakeholders to identify partners and consider strategies for 
audience segmentation. Develop a detailed timeline. Define scope of work and 
tentative budget needs for development and implementation of the branding and/or 
social marketing campaign. Map out existing financial resources available and 
investigate additional sources if necessary. 

 Stage 2: January-February 2010. Meet with interested stakeholders to gather ideas 
and work to identify potential consumer representatives from across the state that 
would be willing to participate in the project. Contact potential contracting agencies 
to discuss collaboration with formalizing a plan, as well as the creative development 
and implementation strategies. Collect focus group data on community needs, media 
placement, and current perceptions of reproductive health services. 

 Stage 3: March-April 2010. Formalize contract with marketing firm and begin 
creative development of branding/marketing messages and materials. 

 Stage 4: April-May 2010. Conduct focus groups and begin pilot testing 
branding/marketing messages and materials. 

 Stage 5: Summer 2010. Refine and retest messages and materials. Expand pilot 
testing to limited communities. 

 Stage 6: October 2011. Roll out full implementation of branding and marketing plan 
on a statewide basis. 

 
Resources Required to Successfully Complete the Project 

This project will require significant financial resources. For the development of a social 
marketing plan related to the impending Colorado Reproductive Health Medicaid Waiver, 
$105,000 has already been awarded to the family planning program. This money can be applied 
to this project assuming that the objective and outcomes align. Additional funding from a 
confidential donor may be available to support this project. Investigations in the next two months 
will determine exactly how far the available funding can take this project and determine whether 
additional funding will need to be sought. 

In addition to financial resources, this project will take a great deal of coordination and 
cooperation of stakeholders across the state. To make this successful, representatives of family 
planning providers and consumers must be involved in each step of the process. 
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Risks and Analysis of Those Risks 
Project Risks: Activities focused on reproductive health always run the risk of inciting 

controversy. Efforts to change the perception of family planning require a paradigm shift that 
some may find unacceptable. While the goal of this project is to eliminate the dissent, stigma, 
and controversy attached, it may lead to unwanted attention for our clinics and potentially 
jeopardize support of our program. 

There is also a risk of increasing the demand for services beyond what family planning 
providers have the capacity to meet if the project is overwhelmingly successful. The passage of 
the Medicaid Waiver is expected to dramatically increase the number of providers that will be 
able to offer subsidized family planning services, but it is unknown at this point exactly how 
many will choose to participate. 

Finally, the majority of funding for this project is part of a larger grant to expand family 
planning services in Colorado. If the outcomes of this project are not positive, it could endanger 
future support for all of the other activities supported by the grant. 

Personal Risks: This project is going to challenge the comfort level of many people who 
work above me at the state level. For many years the family planning program has existed under 
the mentality of lying low and drawing as little attention as possible. While this project aligns 
with my position description, I am risking the trust and confidence that my colleagues and local 
partners have in me. I will also be challenging myself to successfully lead my superiors through 
a process with which they are unfamiliar and uncomfortable. 
 
Communication System Among Those Involved in the Project 

Communication during this project will be primarily via telephone and e-mail, although 
face-to-face meetings will be conducted when necessary and whenever possible. There will also 
be a secure collaboration room application created on the state family planning Web site that will 
allow stakeholders to post discussion items, comments, and questions as well as to share 
documents and communicate with each other in a centralized location.  
 
Results to Date (May 2010) 

Stage 1 has been completed and Stage 2 is partially completed. The timeline that was 
originally created for this project was really ambitious and has been reworked several times as 
the project team deals with new challenges. We are aiming to launch the campaign in the late fall 
or early winter. The core team moving things forward is totally committed and enthusiastic about 
making this outreach campaign successful. As we move forward, more and more partners are 
becoming engaged. At a recent regional meeting, family planning champions from all over 
Colorado, Wyoming, Montana, North Dakota, South Dakota, and Utah discussed the need to 
reframe reproductive health and promote where and how to get family planning services. This 
project was identified as a possible model for a region-wide branding and social marketing 
campaign. 

The team has identified three potential marketing firms and is preparing to make a final 
selection in the next month or so based on two separate requests for information. Family 
planning outreach and education specialists have been identified around the state and will 
convene to assist in making the final decisions regarding the plan details. This group will also 
work with the marketing team to identify focus group participants and to collect local data on 
wants and needs of this outreach campaign. I have found that the leadership principle, inspiring a 
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shared vision, has been absolutely integral to this process. Leading the group back to the shared 
vision has allowed us to overcome several roadblocks in the process. 

Another exciting development is that there are several other projects in the works that are 
going to link into this project, including the implementation of a new life-plan tool for women 
and the creation of a set of Reproductive Health Colorado Clinical Care Guidelines for providers. 
Also, the passage of healthcare reform has given us an immediate option to expand Medicaid 
eligibility for family planning services under a much better structure than the wavier program. 
With the convergence of all these things, the roll-out of our branding and social marketing 
activities could not be better timed. 
 
Lessons Learned 

About Myself: I have definitely learned that I am not always as patient as I like to think I 
am. At points when this project has stalled, I have found myself frustrated with the lack of 
action. Previously, in similar situations, I would just take everything on myself in order to get it 
done. However, taking some of the leadership and communication tools that I have gained, I 
realize that there can be value in these pauses; that value may be simply refocusing on the 
common goal or identifying a new and better direction in which to move. When the process 
stops, it means that something isn’t working. Rather than plow over it just to get something done, 
identifying what happened will lead to a better outcome for all in the end.  

I learned that I often underestimate myself in terms of my ability to lead. During this 
project, I also learned that my passion, optimistic approach, and push for innovation are really 
effective tools to inspire and energize others and, in so doing, make them comfortable to step 
outside the box. Going through this process and really forcing myself to think about what has 
been successful and what has not has given me self-confidence and made me aware of my 
capacity to lead. 

About Leadership: Working on this project has taught me all kinds of leadership lessons. 
This project really got going once there was a clear shared vision of what we wanted to 
accomplish. I learned the importance of sharing ownership of the process and the outcome. What 
it really comes down to is that being a leader is not about ME, it’s about US. As a leader, I have 
learned that I need to be flexible and open to being wrong. Being a leader means that I am 
responsible for creating an environment that brings out the best in the people with whom I am 
working so that their ideas and innovation can guide the process rather than simply setting my 
own goals and directives. Also, by creating a safe and dynamic space, the people involved are 
much more successful and productivity increases. 
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Increase Public Awareness of Heart Disease Among Women 
Sabine Kortals 

 
 
Background and Importance of the Project 

Heart disease and stroke are America’s No. 1 and No. 3 killers among women. According 
to the American Heart Association (AHA) and the National Heart, Lung and Blood Institute 
(NHLBI), these diseases cost an estimated $475.3 billion. More specifically, heart disease is the 
No. 1 killer of women 20 years of age and over, killing approximately one woman every minute. 
However, only one in five women considers heart disease a threat. Interestingly, 1 in 29 women 
die from breast cancer and 1 in 2.4 women die from heart disease—yet most women view cancer 
as their biggest threat.  

While the Centers for Disease Control and Prevention say that Colorado is among the 
“leanest” states in the country, almost 19 percent of Coloradans are still considered obese. And 
while women ages 35 to 64 have lower blood pressure and better overall blood chemistry than 
men of the same age, they are almost three times more likely to have a stroke, in part because 
they have more abdominal fat than men.  

Additionally, more and increasingly younger women are experiencing heart problems, 
likely due to stress factors from juggling jobs and care-giving at midlife and a natural tendency 
to put themselves last. Economic stresses are also a factor in the climbing numbers of strokes and 
heart attacks among women. Many women can’t afford healthcare or medication, and fatty fast 
foods are less expensive than healthier, more wholesome foods. The good news is that 80 percent 
of heart disease is preventable with improved lifestyle habits.  
 
Vision 

The Pacific/Mountain Affiliate of the AHA has embarked on a public awareness 
campaign, Go Red For Women, aimed to increase understanding of heart disease and stroke in 
women and to inspire women to take preventive action to ensure heart health. As part of the 
AHA’s national campaign, the Colorado effort helps to elevate awareness of the issues, promote 
a compelling call to action, and raise funds to support education and research.  
 
Specific Goal 

The AHA aims to reduce coronary heart disease and stroke risk by 25 percent this year. 
For my RIHEL project, I have taken on the role of voluntary Public Relations Chair of the 
Colorado Go Red For Women campaign to help achieve the same percentage reduction 
statewide.  

In this capacity, and in working together with local AHA staffers Michele Matyasovsky, 
Director, Colorado Go Red For Women, and Sara Tobin, Director, Colorado Communications, I 
helped develop and implement a Go Red For Women public relations (PR) strategy; in 
particular, the program’s media coverage and fundraising components, which culminated in the 
campaign’s annual luncheon and heart-healthy expo on November 5, 2010, at the Westin Tabor 
Center in downtown Denver. The event is expected to draw some 450 participants to its free 
health screenings, exhibitor booths, and educational breakout sessions with community-based 
health and nutrition experts.  

Media coverage and social media participation will help increase public awareness of 
heart disease among women, thereby also moving forward the AHA’s most ambitious 
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fundraising campaign in the history of its Denver-based chapter. This year, the local Go Red for 
Women campaign is dedicated to raising $250,000 to educate more than 2,000 Colorado women 
about cardiovascular diseases and stroke (2009 fundraising totaled $113,000).  

Note: Nearly 40 percent of the funds raised by the AHA are spent on public health 
education, more than 23 percent goes to research and 13 percent is earmarked for educating 
healthcare professionals. Less than 8 percent of the money raised is applied to administrative 
costs. 
 
Project Timeline 

 By December 2009: Assemble PR team, including Matyasovsky, Tobin, and 
volunteer and heart disease survivor Sherri Foote, and establish media and 
fundraising goals. Identify who we want to reach (including younger women and a 
Spanish-speaking initiative), how we want to reach them, what are the messages, 
and who are the messengers. Status: Completed. 

 January to March 2010: Collect survivor stories and conduct research and analysis 
of media opportunities, including soliciting and reviewing proposals from both 
established media outlets (e.g., Channel 7 and Colorado Public Radio) and newer 
media models (e.g., Colorado News Connection and Colorado Public News). 
Develop and distribute news releases relevant to the Go Red For Women campaign 
kickoff, including announcements of community leaders, sponsors and partners that 
are involved with this year’s campaign, and funding goals and commitments to date. 
Status: Completed. 

 April-November 2010: Finalize PR strategy and benchmarks (April), and implement 
supporting activities. For example, develop materials to promote upcoming health 
and education events (e.g., 2010 Start! Denver Heart Walk on June 5) that lead up to 
the main corporate fundraising and health expo event on November 5, pitch to the 
media, including social media, make announcements (e.g., Mad Greens Salad 
Promotion in May), release a series of survivor stories and regular insights from 
health professionals focused on heart disease and heart health, etc., using print and 
multimedia formats. Status: Ongoing. 

 November 2010: Review and analyze qualitative and quantitative results, identify 
lessons learned, and hone 2011 PR strategy, including media and fundraising 
activities, accordingly. Possibly follow up with participants in the health expo via an 
online survey to gather information on how to strengthen the reach and impact of 
the local AHA chapter in future. Status: TBD.  

 
Resources Required to Successfully Complete the Project 

The most important resource that this project requires is time. I am grateful that my 
employer, The Colorado Trust, is allowing me the time to meet and work with AHA staff and 
volunteers on a regular basis in order to accomplish planning and execution of primarily media-
generating activities that support fundraising, public awareness, and community-building goals. 
 
Risks and Analysis of those Risks 

Project Risks: Initially, the AHA was hopeful that my employer would come through as a 
sponsor of the Go Red For Women campaign. However, the Trust declined this opportunity 
given that our grant-making is specific to developing and implementing policies, programs, and 



 

RIHEL Project Reports 2010/60 

services that expand health coverage and improve and expand healthcare. While this created an 
awkward moment and a potential conflict of interest at the start, I reconvened with the AHA to 
identify my role as a volunteer specific to this leadership project.  

Another project risk is that although the AHA has a limited budget for Go Red For 
Women, the campaign director is wonderfully ambitious to the point where her fundraising goals 
may not be entirely achievable in this her first year with the AHA; there is also some personal 
and professional conflict to navigate between the communications director and the campaign 
director. I believe that part of my role is to manage expectations and to help direct our 
communications efforts away from being event- or fundraising-specific, to being more 
strategically focused on longer term relationship and community building.  

Personal Risks: As a volunteer in any capacity, I have often allowed my “passion for the 
cause” to run unchecked. In the past, I didn’t set limits. As a result, I’d ultimately end up feeling 
burned out and unfulfilled by the experience. I am grateful for this opportunity to exercise my 
own leadership skills while also drawing on insights learned from The Power of a Positive No: 
How to Say No and Still Get to Yes, by William Ury, that I read for our leadership research report 
and discussion in January. 
 
Communication System Agreed Upon Among Persons Involved in the Project 

The aforementioned PR committee stays in touch via e-mail regularly (weekly) and meets 
at least twice per month to discuss current and future activities in pursuit of our agreed upon 
goals. All members of the committee are copied on all correspondences and invited to all 
meetings.  
 
Results to Date (April 2010) 

The primary print sponsor is 5280 Magazine and the primary first-time broadcast sponsor 
is Channel 7; both are supportive of our focus on prevention strategies and the important role of 
communities (both the larger, general community and the health provider community) in 
promoting prevention and heart health. Other media outlets soon to be on board for the first time 
are Entercom, Viva Colorado, the largest Hispanic publication in Colorado, and EFE News 
Agency, a leading Spanish-language, multimedia outlet.  

News releases and stories are being developed and pitched to media and, to date, nearly 
50 participants have signed up for the first-ever Go Red Team as part of the 2010 Start! Denver 
Heart Walk on June 5. As well, due in part to regular tweets, the month-long Mad Greens Salad 
Promotion, which encourages the purchase of a heart-healthy Mad Greens Salad with a 
percentage of proceeds going to the campaign, has drawn participations from all eight store 
locations (including Boulder and Fort Collins). Specifically, one dollar from every sale of a 
regular sized Da Vinci Salad will be donated to the campaign during the month of May. 

Finally, the campaign has received nearly $95,000 in local commitments, including 
sponsorships and in-kind support from a range of local businesses—from banks to restaurants—
as well as partnerships among health providers and others.  
 
Lessons Learned About Leadership and About Myself 

About Leadership: In communications leadership, the SOCO model we learned from 
Norm Hartman is key—identify and stay consistent with the Single Overriding Communications 
Objective. But even more important was the learning opportunity to deliberately, and sometimes 
experimentally, apply the leadership concepts that we discussed early in the RIHEL program. In 
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particular, I learned, and continue to learn, the nuances of collaborative leadership and how to be 
supportive and inclusive in sharing “power.” 

About Myself: With the help of my RIHEL coach (Joyce Williams), the aforementioned 
book by Ury and The Leadership Challenge we discussed, this project taught me how to 
communicate the positive “no” (including delegating), enable others to act, and encourage the 
heart. Face-to-face interactions, trusting others, working from a “we” perspective, and allowing a 
spirit of reciprocity cannot be underestimated; in addition, this project has helped me to re-
confirm the value of getting personally and directly involved in a project, and collectively 
celebrating “wins” along the way. Now that these and other insights have been brought into 
focus, I look forward to putting them into practice more frequently and more intentionally. 
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Mind the Gap: Refining Orientation Protocols for Boulder County 
Public Health Supervisors 

Jennifer Kovarik 
 
 
Background 

Boulder County Public Health (BCPH) is an agency that has recently undergone a great 
deal of change. As we move towards more consistent orientation practices and have new staff 
providing orientation experiences, there is a need for a written orientation curriculum that would 
be consistent across all divisions within the agency. Currently, all staff must attend a Boulder 
County orientation as well as a BCPH orientation. Though excellent, these orientations provide a 
general roadmap and do not provide specific orientation for supervisors. 

Supervisors have a great deal of responsibility for program budgets, for their direct 
reports, and for the customer service that is provided to the community. Transition time is often 
limited, and the learning curve can be steep. In an effort to provide the very best in service for 
our communities, BCPH’s coordinators must be quickly and consistently oriented to the policies 
and protocols that guide our work; thus, another level of orientation for supervisors is often 
necessary. 

Recommendations would include a consistent core of orientation that could be added to 
in order to meet each Division’s specific needs. The Buddy Model has been implemented in 
several other organizations across the nation and would provide a new staff person with a mentor 
from another Division that could help navigate through the orientation process. 
 
Project Timeline 

 Stage 1: Review existing orientation protocols. (March 2010) 
 Stage 2: Conduct key informant interviews with staff across all Divisions. (March 

2010) 
 Stage 3: Present results of the initial assessment to Management Team and discuss 

next steps, including a request for staff time towards development of new modules. 
(Moved to June 2010) 

 Stage 4: Convene a meeting of supervisors to develop orientation modules for new 
and current supervisors. Complete a baseline assessment of supervisor orientation 
practices. (*Requires permission from stage 3.) (Fall 2010) 

 Stage 5: Present recommended modules to management team and request approval. 
(December 2010) 

 Stage 6: Implement recommended orientation changes. (January 2011) 
 Stage 7: Conduct an evaluation of the protocol shift success. (June 2011) 

 
Required Resources 

Staff buy-in: Without the support of other supervisors, and evidence of a clear need, this 
project would be impossible to complete. Staff participation is critical to produce a representative 
set of recommendations. 

Leadership support: Such a comprehensive initiative, requiring extensive staff time, 
cannot be developed at BCPH without the support of the full leadership team. 

Funding for staff time: When the recommendations are incorporated into the culture of 
BCPH, paid staff time will be required. 
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Risks 
Project Risks: This project requires a great deal of buy-in and support from other staff.  
Personal Risks: This project is in addition to my increasing work load. I will have to 

balance carefully, at the risk of both burning myself out and adding additional stress to my 
program staff. 
 
Communication System 

Generally, this project requires consistent e-mail and in-person communication between 
myself and other staff. 
 
Results to Date 

Stages 1 and 2 are complete. Stage 3 is in progress. Though a little behind in terms of 
original timeline, this project seems to be well accepted by leadership and well received by other 
supervisors. 
 
Lessons Learned 

Leadership: Perhaps the biggest lesson I have learned about leadership from this project 
is the power of trust. When I approached some of the agency directors about this project I wasn’t 
sure that they would support this initiative. Their trust in me, and in the talent and capacity of 
other staff, was overwhelming and inspiring. 

Myself: Oh, how I wanted to run with my initial coaching project. Timing and need 
dictated a shift towards an orientation program, and I had to put a new coaching program on the 
shelf. I caught myself negotiating with myself about the project change, and realized that I am 
wildly over-committing in many areas of my life. I hesitated to write this final description, 
because my project is not as far along as I would like it to be—reminding me that I need to 
practice being more vulnerable about my work and more patient with myself. 
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Family Planning in Douglas, Wyoming 
Pamela Leetch 

 
 
Background and Importance of the Project 

The statistics are familiar: thirty-four percent of teenage girls will become pregnant at 
least once before they are twenty years old; only one third of teenage mothers receive their high 
school diploma; less than two percent of teenage mothers will get a college degree by the time 
they are thirty. The statistics for sexually transmitted diseases (STDs) are just as serious: over 
two million new chlamydia infections are diagnosed each year; untreated chlamydia and 
gonorrhea can lead to pelvic inflammatory disease in up to forty percent of the women who 
contract the diseases; pelvic inflammatory disease can lead to infertility. 

We have all heard these statistics, or similar ones, and can see these are definitely 
problems that need to be addressed. But in many cases, the biggest issue is access to healthcare 
for concerns like pregnancy, sexually transmitted diseases, and general health support. That is 
the case in Douglas, Wyoming, where the only healthcare options are a doctor who is employed 
by the local hospital or driving sixty-five miles to a larger town that has a family planning clinic. 
At one time the town of Douglas, Wyoming, had a family planning clinic, but after 
mismanagement of funds and a change in local government, the program lost funding. Since 
then, Douglas has seen an increase in its teen pregnancy rate as well as increased incidence of 
STDs. It is difficult for people without insurance to pay the costs associated with hospitals, 
physicians, and/or laboratory fees, and, therefore, many people do not get the healthcare they 
need in reference to family planning situations.  
 
Vision and Goal 

I would like to make a small Title X clinic in conjunction with our local public health 
department that would allow people the opportunity to obtain the healthcare they need. Ideally, 
this would include a move to a larger building for the public health department, which is needed 
anyway. The plan would be to have one day a week that was limited to family planning clients 
and one day a month when a nurse practitioner would come to do exams and prescribe necessary 
medications. By doing this, I feel like the population of our small town would be adequately 
covered for their current needs. If the demand were to increase, it would be a plausible option to 
add additional days.  
 
Project Milestones and Timeline 

 Stage 1: Obtain and remodel building to adequately meet needs for a family 
planning clinic in association with the local public health department.  
 Timeline: September 2009-February 2010.  

 Stage 2: Obtain needed clearances, paperwork, grants, etc., and a nurse practitioner 
to complete the family planning needs.  
 Timeline: March-April 2010. 

 Stage 3: Get needed education and materials for nurses to begin administering birth 
control.  
 Timeline: March-April 2010. 

 Stage 4: Open doors to Douglas, Wyoming, Family Planning Clinic!  
 Timeline: June 2010-ongoing. 
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Resources for Success 
Most of the resources needed for success are already in place in Converse County Public 

Health. We will need to find an architect/builder to remodel the building and a nurse practitioner. 
The rest of the staff will include the nurses and staff who are already employed by Converse 
County. An additional resource that may be needed is a grant writer, or someone who 
understands Title X funds. I am also sure there are more resources necessary than I am aware of 
currently, but I am willing to use any and all resources I can find to help towards the family 
planning goal.  
 
Project Risks 

One of the largest risks of this project is actually failing completely. The community of 
Converse County is rather conservative and static, which may lend a difficult hand in the 
completion of the project. However, I believe once the community sees the office in a good light, 
they will support it. If it were to fail, it is likely people would comment, “It didn’t work then, 
why try again.” Along those lines, there is the political risk in a conservative community like 
this, but it is a risk worth taking.  
 
Communication System 

Since this is largely a community project, most of the communication will be made by 
phone calls, e-mails, or face-to-face meetings. Some correspondence will be needed with grants 
and fund allocations, but that will be handled by mail and e-mails.  
 
Results to date (May 11, 2010) 

To date, we have found a building that would be suitable for our needs and the county has 
actually bought it for us. We are in the process of talking to architects and trying to get the 
remodeling to begin. It seems to be more difficult than originally thought because of a lack of 
funding, since the drop in the economy. 

Surprisingly, my timeline isn’t too far off. So far we have put the plans out for bid and 
bids will be opened on May 20, 2010. Construction is scheduled to start on June 1, 2010, if 
everything goes as planned. Currently we are looking at about a three month construction period. 
We are already getting some clients, due to increased STD and HIV testing. A nurse practitioner 
has been contacted about doing our family planning one day a week; it looks like everything is 
working smoothly so far.  
 
Leadership Lessons Learned 

One of the important leadership lessons that I have learned is the patience needed to 
make something on this large of a scale happen, especially when dealing with government 
agencies. I was expecting this to be something we presented, and then, after getting the go-ahead, 
to begin construction. As it turns out, and as many people already know, this is not how 
government works. There have been about four different times that this project has been 
uncertain just because the commissioners wanted to re-discuss it and make sure it was the right 
decision. After they had been convinced this was a needed service, they then had to have many 
discussions on costs, expectations, and timelines. Finally, all of that had been discussed and we 
were able to put out the plans for preliminary bids. I had no idea this was so involved! I thought 
the hardest part would come after we got the building remodeled and ready. 
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Another lesson that was made clearer to me in the process was how important it is to 
have a collaborative environment between community entities that support one’s goal. There are 
many groups who see the definite need to have a family planning service in Douglas, Wyoming, 
and they have been very helpful in promoting the project. 

To sum up the leadership lessons learned these words come to mind: patience, flexibility, 
collaboration, enthusiasm, and persistence all pay off!  
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Creating a Virtual Job Bank for Students at Regis Jesuit High 
School (RJHS) Using a Parent-Driven Resource 

Jan Lowery 
 
 
Rationale 

 Regis Jesuit High School (RJHS) students need and want jobs for 
summer/winter/spring break. 

 Students would benefit not only from paid jobs or internships but also from career 
and professional mentoring as they begin to make decisions about future areas of 
study in college. 

 No systems are in place at RJHS to assist students in finding job or mentoring 
opportunities. 

 RJHS parents likely have opportunities to employ students (part-time) or to provide 
internships at their place of employment. 

 Creating a job bank facilitated by parents would provide an opportunity for RJHS 
parents to become involved in the RJHS community and to mentor RJHS students. 

 
Vision 

To create and maintain a parent-driven resource for high school students at RJHS for job 
opportunities, internships, job shadowing, and career mentoring. The vision is to tap into the 
expertise of parents of current and former RJHS students to facilitate career opportunities and 
mentoring for students. This project adopts the “it takes a village” philosophy: it asks parents to 
share in the mentoring and teaching of students other than their own and, in doing so, provides 
an opportunity for working parents to contribute positively to the overall Regis student 
community. 
 
Specific Goal 

Develop an internet accessible database for RJHS students that contains information on 
job opportunities, internships, and mentoring provided by and/or facilitated by RJHS parents. 
 
Specific Tasks 

 Develop survey to elicit information about employment or internship opportunities 
that parents can offer to students.  

 Administer survey to parents, by mail or online.  
 Develop database to collect and store information.  
 Make database available to students.  
 Maintain and update information in database.  

 
Project Timeline 

 Develop proposal for project. (November-December 2009) 
 Present proposal to RJHS principal. (January 2010) 
 Identify other key stakeholders (e.g., IT specialist, RJHS president) and share the 

vision. (February 2010) 
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 Solicit interest from other parents and identify key players who may be able to 
contribute jobs/opportunities and/or assist in moving the proposal forward. (March-
April 2010)  

 Present idea at Parent Club meeting to garner support and elicit feedback. (May 
2010) 

 Secure approval from RJHS principal and develop timeline for moving forward over 
the summer to (1) send out inquiry to parents to measure interest of broader parent 
community, (2) develop data elements for database, (3) establish proposal for 
maintaining and updating database by students/parents/RJHS staff (?), and (4) 
launching database in fall 2010. (May-August 2010) 

 
Resources Necessary to Complete the Project 

 Access to key stake holders (principal, parent leaders, IT specialist, broader parent 
community). 

 My time and persistence. 
 Parent volunteers and RJHS staff with necessary skills to implement and maintain 

project. 
 
Project Risks 

 Garnering interest and support of key stakeholders. The project will not move 
forward without the commitment of key stakeholders in and outside RJHS. Start-up 
will be easier than long-term maintenance of the database. Project leader must 
address how to sustain project over time or it will not be viable.  

 Limited time of project leader. 
 
Communication System 

E-mail, telephone, and in-person meetings.  
 
Results to Date 

 Developed written proposal. 
 Presented proposal to RJHS principal. 
 Shared proposal with RJHS president and lead IT staff member. 
 Shared ideas with parents and elicited serious interest from four to six other parents 

to help implement proposal. 
 Spoke with chair of Parents Club about presenting proposal at meeting. 
 Developed draft of key data elements. 

 
Lessons Learned 

 Persistence pays; contacts are key. 
 Need to identify key players who can get things done, not just those who like your 

idea. This is critical for moving a project forward. 
 Sharing the vision is easy; getting other people to commit in a meaningful way is 

not. 
 Try multiple angles; be creative about ways to engage others in the periphery who 

may have influence on decision-making, i.e., leverage other people’s position.  
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 Pursue opportunities for collaboration in order to establish one’s self as capable in a 
community if you think you may need/want to work with that community or 
specific community members in the future—establish your reputation. People are 
more likely to work with you on new projects if they have had a good experience 
working with you in the past. 
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Summit Pharmaceutical and Personal Care Product Campaign  
Jean MacKenzie 

 
 
Background 

The importance of individuals directly contributing to the combined load of chemicals in 
the environment has been largely unrecognized. We now are aware of the immediate connection 
between the actions of individuals with their environment due to the use of pharmaceuticals and 
personal care products (PPCPs). People introduce pharmaceuticals into the environment when 
medication residues pass out of the body into sewer lines, when externally applied drugs wash 
down the shower drain, and when unused, unwanted, and outdated drugs are placed in the trash 
or flushed into the sewer. Fifty to ninety percent of active ingredients in medicines are not 
absorbed by the body, resulting in over one-hundred different pharmaceuticals being identified in 
drinking and surface water. Other major sources of drug introduction include veterinarians, 
hospitals, dentists, and nursing homes. Personal care products (PCPs) are released in the 
environment from excretion, bathing, and disposal. PPCPs are part of a larger group of chemicals 
including endocrine disruptors, many acting as weak estrogen sometimes causing deformities 
and reproductive effects in fish and birds. Sewage systems are not equipped for PPCP removal 
because there are no treatment plants engineered specifically to eliminate these chemicals. This 
illustrates the need for further research, study, and evaluation of PPCPs in our environment. 
 
Project Goal 

Reduce the entry of PPCPs into the environment in Summit County by introducing 
proper purchasing, usage, and disposal practices for PPCP’s; providing education, information, 
and guidance on environmental stewardship and pollution prevention; and supplying drug take 
back boxes to local pharmacies. 
 
Timeline 

 Formulate team and obtain support for program.  
 Summit Water Quality Committee Members, King Soopers, High Country 

Conservation (HCC), Denver Water, Summit Medical Center, Blue River 
Watershed Group, EPA Laboratory. (November 2009) 

 Spread the word by introducing the Summit PPCP Campaign.  
 Draft news release and correspond with Summit Daily. (November 2009) 
 Devise mailing and evaluate resident survey. (January 2010) 
 Perform additional outreach efforts. (March 2010)    

 Obtain financial contributions needed to fund contract for drug collection and 
disposal. (November 2009) 

 Acquire grant funding for outreach via HCC. (January 2010) 
 Install “Take Back Boxes” in two City Market stores in Dillon and Breckenridge. 

(November 2009) 
 Develop and implement monitoring effort, draft sampling, and analysis plan. 

(October 2009) 
 Conduct water quality sampling and analysis. (January 2010 and June 2010) 
 Organize and conduct PPCP panel discussion. (March-April 2010) 
 Develop PPCP Environmental Quiz Show. (April 2010) 
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 Participate in Earth Day Action Fair. (April 2010) 
 Measure success and prepare written report. (May 2010, August 2010) 

 
Resources Required to Successfully Complete the Project 

Partnerships to support the program, funds for boxes (EPA), funds for transporter 
contract (Summit Water Quality Committee), funds and expertise for summit outreach (HCC). 
 
Risks and Analysis of Risks 

One major risk is that the public does not respond favorably to the PPCP campaign 
because they believe it may be extreme eco-oriented. They may also expect to either see 
immediate results or they may misinterpret the sample data presented. To counter these risks, we 
intend to prepare fact sheets and present the campaign and our goals clearly and simply so the 
public understands the need but also the limitations of our work.  
 
Communication System 

After the team is formulated, primary communication within the team will be conducted 
through phone calls, e-mails, and bi-monthly face-to-face meetings. Communication with 
stakeholder groups will be through phone and face-to-face meetings. Communication with the 
public will be through television, radio, mail, and public information meetings.  
 
Results to Date 

Obtained financial support for take back boxes and transporter contract; devised fact 
sheet, public notice, and survey; installed take back boxes; initiated project; prepared sampling 
and analysis plan; conducted water quality sampling; developed PPCP Environmental Quiz 
Show; participated in Earth Day Action Fair; and organized PPCP panel discussion. 
 
Lessons Learned 

I accomplished many different tasks on this project. One of the most important things I 
learned was how much you can do if you and your partners are passionate about your project. I 
was lucky in so many ways because the people I worked with were interested in this program 
and really supported it. I also learned to be a bit more patient with individuals who I first 
approach because initially they may be a bit defensive that my project extends over to their 
expertise. I was successful, however, because I made it clear that we were all a team and the 
project would not work if it wasn’t for the collective resources of each member. If I had to do it 
over, I would have worked harder on marketing the panel discussion and would have done more 
upfront work such as picking the date more strategically, making sure it didn’t follow a large 
event, spreading the word out with a variety of different media, and making sure I coordinated 
more closely on announcing the discussion to the local audience. I would also have prepared 
environmental quiz show materials a little more in advance so that I didn’t run out of labels, but 
it wasn’t a big deal and we were able to improvise, and we had a lot of participation and fun with 
the game. I really enjoyed leading and managing this project and intend to continue with this 
effort and working toward expanding it to other areas of Colorado. 
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Establishment of Influenza Sentinel Surveillance Training 
Modules 

Reggie McClinton 
 
 
Background and Importance 

Influenza (the flu) is a contagious respiratory illness caused by influenza viruses. It can 
cause mild to severe illness and at times can lead to death. Between 5-20 percent of the 
population contracts the flu each year in the United States. According to the Centers for Disease 
Control and Prevention (CDC), more than 200,000 people are hospitalized from flu-related 
complications each year in the United States and about 36,000 people die from flu-related 
causes. The United States influenza surveillance system is a collaborative effort between the 
CDC and its partners (i.e., state, local, and territorial health departments). The Wyoming 
Department of Health (WDH) Sentinel Surveillance System is one component of the national 
influenza surveillance system.  

The influenza sentinel providers are local healthcare providers within a community that 
monitor and report influenza-like illness (ILI) activity. The Wyoming Influenza Sentinel 
Surveillance Program is a partnership between the CDC, the WDH, and the local clinicians that 
conduct surveillance for ILI. The sentinel provider program consists of two major components: 
weekly ILI reporting and laboratory specimen collection. The data provided by sentinel 
providers are critical for monitoring the impact of influenza and are used nationally to guide 
prevention and control activities, vaccine strain selection, and patient care. In addition, this 
program is an important part of our surveillance efforts to track how much and what types of 
influenza is circulating in our state.  

To assess the effectiveness of the sentinel surveillance system, a survey was distributed to 
Wyoming’s sentinel providers. The survey results indicated only 22 percent of the sentinel 
providers correctly applied the ILI case definition. Therefore, the recommendation is to institute 
an annual influenza sentinel provider training to ensure accurate and consistent use of the ILI 
case definition with the end goal of improving sensitivity of the system and reporting practices of 
enrolled providers. 
 
Vision 

To have an accurate surveillance representation of ILI activity among Wyoming’s 
network of influenza sentinel providers.  
 
Specific Goal 

To work with the CDC to create training modules for influenza sentinel providers. 
 
Project Timeline 

 Stage 1: Conduct and analyze a survey of Wyoming’s Network of Influenza 
Sentinel Providers. 
 Timeline: Reviewed and completed by November 2009. 

 Stage 2: Develop and evaluate a training module for Wyoming’s Network of 
Influenza Sentinel Providers. 
 Timeline: Reviewed and completed by March 2010. 
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 Stage 3: Contact the CDC to discuss implementing a training module for influenza 
sentinel providers for the 2010-2011 influenza season. 
 Timeline: Completed by April 2010. 

 Stage 4: Meet with other state influenza coordinators at annual meeting to discuss 
and critique the training module. 
 Timeline: June 2010. 

 Stage 5: Implement the training modules for the 2010-2011 influenza season. 
 Timeline: September 2010.  

 
Resources Required to Successfully Complete the Project 

This project requires an agreement from the CDC and state partners to produce and 
disseminate training materials to individual state networks of influenza sentinel providers. This 
project will also require time and other resources from state and territorial health departments. 
The individual state or territorial health departments are responsible for recruitment and the 
initial reporting to the CDC. In the state of Wyoming, we are currently working with the 
Information Technology Department (IT) of the Wyoming Department of Health to conduct the 
training using a Web-based format.  
 
Risks and Analysis of Those Risks 

Project Risks: A major risk to the success of this project is a lack of interest and/or 
commitment from the CDC. The Wyoming Department of Health is willing to implement the 
training to Wyoming’s Network of Sentinel Providers even without the support of the CDC. 
There are different policies and practices in each state and territorial health departments. It may 
be impossible to implement this project on a national level. Therefore, it was designed for the 
influenza sentinel providers in the state of Wyoming. Analysis: We have assurance from the 
Wyoming Department of Health to commit resources to the project. 

Personal Risk: As a surveillance epidemiologist with the Wyoming Department of 
Health, I am responsible for the surveillance of multiple vaccine preventable diseases. I also 
serve as the influenza coordinator, which includes recruitment and evaluation of influenza 
sentinel providers. I am required to work with my colleagues on outbreak investigations that are 
essential to the health of our citizens. Analysis: Influenza seasons are unpredictable and with the 
uncertainty of vaccine preventable disease activity, resources may be allocated to other projects. 
Additionally, in the event of an outbreak, I may not have sufficient time to devote to this project. 
 
Communication System Among Persons Involved in the Project 

The majority of communications will be through e-mail, conference calls, and Web casts. 
As the project progresses, I hope to utilize our annual conference for a live meeting of state and 
territorial influenza coordinators. If the project is successful, the CDC and state partners will 
distribute training materials via the postal service. Additionally, we can utilize Web casts to 
present this training to the sentinel providers. Currently, we are working with the IT department 
of the WDH to conduct the training using Microsoft Outlook Live Meeting.  
 
Results to Date 

Stages 1, 2, and 3 have been successfully completed. The remaining steps will be 
completed during the next few months. 
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Lessons Learned About Leadership and About Myself 
About Leadership: I learned that effective leadership is not a gift bestowed upon a lucky 

few, but that it is the culmination of hard work and determination. I believe there are certain 
characteristics to an effective leader and to effective leadership. Two of those characteristics 
include growing during transitions and leading by example. These concepts are important to me 
because they are a part of my core leadership beliefs.  

About Myself: First, I learned that if I want to be an effective leader, I have a lot of 
growing to do. I realize that I have not invested enough time or resources into honing my 
leadership skills. Second, after going through RIHEL’s Advance Leadership Training Program, I 
have witnessed growth in my leadership skills and increased my focus towards becoming a better 
leader. Finally, I realize that I was truly blessed to be a part of such an excellent program. 
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Downsizing with Grace: Transitioning a Statewide 
Membership Association from Full-Time Executive Director to 

Part-Time Administrative Support 
Marsha McMurray-Avila 

 
 
Background and importance 

Although I originally submitted a proposal for a project to work on a Community 
Leadership Institute for Public Health Leadership, major changes in my organization forced me 
to drop that idea and focus on the extremely urgent situation facing the New Mexico Public 
Health Association (NMPHA) and my own employment. 

The NMPHA has been in existence since 1917. After decades of functioning totally with 
volunteer support—primarily from the board of directors—they hired their first paid executive 
director in 2002. When I was hired in 2007, that part-time position became full-time with the 
support of capacity-building funding from the Kellogg Foundation through the American Public 
Health Association (APHA). The intent of the capacity-building initiative was to develop 
infrastructure in the state affiliates, including a heavy emphasis on resource development, 
planning, and implementation. Theoretically, it was hoped that this infusion of funding would 
help state affiliates develop sustainable funding sources to allow them to grow and continue after 
the APHA funding ended. However, several factors limited the ability of NMPHA to identify 
and put in place that theoretical sustainable funding, primarily:  
 

 The downturn in economic climate, leading to decreased availability of funds from 
private and public sources and increased competition among non-profit 
organizations.  

 The executive director time was diverted into event planning and other 
administrative tasks previously supported by volunteers, leaving little time for 
resource development.  

 Increased pressure on the volunteer board members in their “day jobs,” which 
decreased the time available for volunteer effort on their part (including event 
planning, administrative tasks, and resource development). 

 
We were hoping for a major grant to come through in February that would have allowed 

us to actually expand our staff, but it did not happen. Up until that time, the board found it 
difficult to plan ahead and envision the “worst case scenario,” which for them included losing 
me. As the executive director, I have always tried to share leadership with the board of directors. 
But in this situation I found it necessary to step up and present a proposal to the board that 
eliminates my position and replaces it with a part-time administrative support person beginning 
in June 2010, since it was clear that none of them wanted to be the person to make that proposal. 
They accepted my proposal (with reluctant relief) and we are now fully into the transition 
process. 
 
Vision 

A strong, sustainable, statewide membership association with increased leadership from 
the board of directors, supported by part-time administrative staff. 



 

RIHEL Project Reports 2010/76 

Specific Goal 
To guide the board of directors in taking on more leadership in the transition from a full-

time executive director with extensive leadership responsibility to a part-time association 
manager with only basic administrative functions.  
 
Process Objectives 

 Assure that all written documentation is in place for the board volunteers and 
administrative support staff to easily take on the day-to-day tasks of running the 
association, to include: 
 Financial policies and procedures.  
 Personnel policies and procedures.  
 Board orientation notebook.  
 Outline for a “case for support” for the resource development plan.  
 Updated bylaws (or at least an annotated version showing what needs to be 

updated).  
 Membership database cleaned up and ready to be easily maintained.  
 Web site updated and ready to be easily maintained.  
 Inventory all NMPHA equipment and software licenses. 

 Assure that new board of directors is complete, including committee chairs and 
priority area representatives.  

 Organize office space so that new support staff can function.  
 Guide hiring process for new support staff person.  

 
Project Timeline 

My last day as NMPHA Executive Director is May 28, 2010. So all objectives need to be 
completed by that time (or finished up by me on a volunteer basis afterwards).  
 

 April 12-16, 2010  
 Recruit for new administrative support position. 
 Organize financial notebooks, policies, and procedures. 
 Clean up membership database. 
 Meet with current executive committee to discuss the plan for new board to 

come on in May, the process for hiring new staff, and other transition details. 
 April 19-23, 2010 

 Continue recruiting for new position. 
 Complete board orientation notebook. 
 Make sure personnel policies and procedures are complete. 

 April 26-30, 2010 
 Begin interviewing for new position. 
 Clean up office and computer files. 
 Inventory equipment and software licenses. 

 May 3-7, 2010 
 Prepare for and hold NMPHA Annual Conference (May 5-7, 2010). 
 Present transition plan to the full membership. 
 Inspire new board members (some appointed, some elected at conference) to 

take on leadership role. 
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 May 10-14, 2010 
 RIHEL retreat. 

 May 17-21, 2010 
 General follow-up on undone tasks and final APHA training in DC. 

 May 24-25, 2010 
 Finish cleaning up office, files, and notebooks. 
 Train new staff person. 
 Meet with new executive committee for final transition details. 

 
Resources Required to Successfully Complete the Project 

The primary resources I need during this difficult transition are energy and grace.  
 
Risks and Analysis of those Risks 

Project Risks: There is a risk that the board will not “pick up the slack” in terms of 
increased leadership needed from them. That is where my leadership ability to improve their 
leadership ability is key. There is also the risk that the board and/or the membership at large will 
respond negatively to this change, circulating comments that engender feelings of guilt, 
resentment, blame, or other common human reactions to what they perceive as a crisis situation. 
An additional risk is that the organization will lose credibility in the eyes of the broader public 
health community. 

Personal Risks: One of the major risks I face is not being able to maintain my energy 
and/or falling into a pattern of regret/guilt regarding my inability to acquire the funding to keep 
this position going, which would severely impact my momentum in trying to get everything in 
place for the transition, as well as my ability to keep a healthy atmosphere with the board as they 
take on this enhanced role. However, my RIHEL coach has been incredibly valuable in helping 
me prevent that slide to the “dark side” and I’m sure will help me through this.  
 
Communication System 

Our communication is a combination of e-mail (lots of it), along with teleconferencing. 
There will be a face-to-face meeting of all of the new board at our annual conference on May 5-
7. We will also be able to get plenty of one-on-one and public feedback from the NMPHA 
membership and the broader public health community participating in the conference.  
 
Results to Date (May 2010) 

The board has been extremely supportive in helping the organization and me personally 
make this difficult transition. We have hired a new association manager who will handle the day-
to-day administrative tasks on a part-time basis until future funding is secured. Several of the 
clean-up tasks listed in the timeline will be completed in the last two weeks of May as I orient 
this new person to her work and the organization. 

The 2010 Annual Conference held May 5-7 was a test of how well the board, 
membership, and public health community are responding to this change. Based on the 
individual interactions I had with many people and the public displays of support from the board 
and all conference participants, my subjective perception is that we have succeeded in making a 
healthy and graceful transition, with an incredible amount of support and good will. Whether or 
not I get all the files sorted and office organized doesn’t really matter at this point. My “project” 
was definitely a success. 
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Lessons Learned About Leadership and About Myself 
I have been in major leadership roles for the last twenty-five years and learned a lot about 

the mechanics of leadership during that time—how to work with teams to develop programs, 
plan strategically, set goals, etc. However, this experience has been totally different. I feel that I 
moved to a higher level of understanding about leadership that can’t be described in work plans, 
timelines, or organizational charts.  

What I really learned in this process is that leadership is about choices. We choose how 
we want to respond to particular situations and we choose how we would like to frame those 
situations to be able to lead others toward a response. I easily could have chosen to be angry or 
resentful, turning my feelings outward to blame others. I could also have chosen to blame 
myself, label myself a failure, and wallow in my own guilt. But fortunately, being in the RIHEL 
program helped me to reframe the entire situation as a leadership challenge and to make different 
choices. I chose to make this a healthy and graceful transition, and to not allow myself to become 
a martyr in my own or anyone else’s mind. Avoiding the toxic emotions that often accompany 
this kind of organizational change has made it possible to maintain my own health in an 
extremely stressful time and to maintain the organization’s health as well. 

I must really give a lot of credit to the coaching process in helping me reach these 
insights. My coach didn’t tell me any of this. But having her on a regular basis as a sounding 
board to talk through what I was feeling and thinking, and to ask those wonderful pointed 
questions, truly helped me to organize my thoughts and focus on what I wanted and needed. It 
was an incredible gift at a time when I definitely needed it. Thank you, RIHEL! 

P.S. I don’t have a new job yet and have no idea what I’ll be doing a month from now. 
But I will carry these lessons learned with me into whatever I end up doing 
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Development of a Demographic Atlas of Denver County 
Christie Mettenbrink 

 
 
Background and Importance 

Despite many efforts, the rates of sexually transmitted infections (STIs) continue to 
remain above our 2010 goal. STIs affect almost 12 million Americans each year, eighty-six 
percent of them between the ages of fifteen and twenty-five. It is estimated that the annual cost 
of treating, tracking, and reporting STIs in the United States exceeds 3.5 billion dollars. In 
addition to the cost on taxpayers, those who have STIs can face many complications including 
sterility, ectopic pregnancy, blindness, pelvic inflammatory disease (PID), fetal and infant death, 
and a multitude of birth defects.  

Despite our extensive knowledge base, there are still many barriers to getting our 
message out to those in the most need. It is this group, those without a background in statistics 
and who are unable or unwilling to wade through complex tables and charts to find the 
information they need, that we must find a way to reach. This is where the Geographical 
Information System (GIS) can help to promote more effective communication.  

Maps are a form of storytelling, and as we begin to use a GIS for community 
development, we begin to consciously or unconsciously tell visual stories. When policy makers 
and citizens interpret and react to these visual stories, they will set in motion particular 
responses: optimism or pessimism about changing the problem situation, a limiting or an 
expansion of policy alternatives, and expansion or a narrowing of empathy for those 
experiencing problems, and an increase or a loss of perspective on social problems. With 
knowledge they can understand at their fingertips, we can begin to see community 
empowerment, which has been the heart of many recent policy developments. 

There are many additional reasons for focusing on location, or “place.” The two most 
pressing arguments are (1) the continuation of poverty across generations seems to be growing 
stronger for all races, especially for African Americans, and (2) a focus on place brings policy 
makers closer to the people’s everyday experiences. Most communities have areas where growth 
and economic activity occur naturally and other areas where nothing seems to go right. Mapping 
and understanding the forces underlying these dynamics will be the first step toward remediating 
community problems. 

In addition, scientific evidence increasingly supports behavioral interventions, with a 
major shift of focus from provider-delivered messages to involvement of the community in 
developing a tailored prevention plan. When targeting a community for intervention rather than 
the individual or group, we are able to influence social factors such as community norms and 
community empowerment, which in turn influences changes in individual behavior. The first 
step in such an approach is to identify the disproportionately impacted communities within an 
area. 
 
Vision 

Increased knowledge for Denver neighborhood residences regarding the burden of STIs 
in their area. 
 
 
 



 

RIHEL Project Reports 2010/80 

Specific Goal 
To create a comprehensive STI atlas of Denver County utilizing a GIS. All maps will be 

neighborhood specific, giving local residence the advantage of the burden in their particular 
areas. 
 
Project Timeline 

 Stage 1: Review existing STI atlas projects.  
 Timeline: Review completed by November 1, 2009. 
 Status: Completed. 

 Stage 2: Conduct a comprehensive assessment of available data sources and 
determine the best possible data for project. 
 Timeline: Assessment completed by November 15, 2009. 
 Status: Completed. 

 Stage 3: Create a brief, bulleted list of maps that will be produced. 
 Timeline: List completed by December 1, 2009. 
 Status: Completed. 

 Stage 4: Begin to develop overall demographic and profile maps of Denver County. 
 Timeline: Demographic maps completed by March 1, 2010. 
 Status: Completed. 

 Stage 5: Begin to develop individual STI maps of Denver County. 
 Timeline: STI maps completed by May 30, 2010. 
 Status: Completion date extended due to data entry time lag at the Colorado 

Department of Public Health and Environment (CDPHE). Date extended to 
June 30, 2010. 

 Stage 6: Assess maps and write dialogue. 
 Timeline: Dialogue completed by June 15, 2010. 
 Status: Completion date extended to July 30, 2010. 

 Stage 7: Compile maps and dialog into PDF document and distribute to key 
stakeholders for review. 
 Timeline: Document compiled and stakeholder review completed by July 1, 

2010. 
 Status: Completion date extended to August 15, 2010. 

 Stage 8: Conduct ongoing monitoring and feedback from stakeholders and review 
atlas as necessary. 
 Timeline: As needed. 

 
Resources Required to Successfully Complete the Project 

All of the software needed to complete this project is already available for use within 
Denver Public Health. Up-to-date demographic and profile data for Denver County has been 
previously purchased and is available for use on this project.  

All STI data for Denver County will need to be obtained from the CDPHE for analysis. 
Denver Public Health currently has a data share agreement with CDPHE; however, due to the 
time-lag of data entry, which is manual, complete 2009 data will not be available for analysis 
until the end of May 2010. 
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Risks and Analysis of Those Risks 
Whenever geographically referenced data is aggregated, the potential for error arises. 

What we may observe at one level of aggregation (census block) does not necessarily hold true 
for a higher level (census tract/neighborhood). Thus, a detailed analysis of the advantages and 
disadvantages of each way to display data will need to be evaluated to find the best possible 
solution. 

While the imperative for including the public in decision making has become stronger in 
recent years, there is little agreement on the exact form and extent of public participation. On one 
hand, a GIS can provide better information, but on the other, in many of the areas citizens are 
concerned about, professional expertise may be required to digest the wealth and complexity of 
the information the GIS makes available. A GIS may change the nature of the local government 
policy—changing the problem from too little information controlled by too few people to too 
much information to use. 
 
Communication System Among Those Involved in the Project 

Most ongoing communication for this project will be via e-mail. As neighborhood maps 
start to be made available, periodic live meetings may be desirable to obtain real-time feedback. 
 
Results to Date (May, 2010) 

Stages 1, 2, 3, and 4 have been completed at this time. The final stages have been delayed 
due to final data available from the CDPHE. 
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Emergency Preparedness for the Maternal Child Health Population 
in Wyoming 

Karen Meyer 
 
 
Background and Importance 

The Association of Maternal and Child Health Programs (AMCHP), with the support of 
the United States Department of Health and Human Services, Health Resource Service 
Administration, Maternal Child Health Bureau, and with resources from WISP: White Ribbon 
Alliance for Safe Motherhood’s Women and Infant Service Package, published the report “State 
Emergency Planning and Preparedness Recommendations for Maternal and Child Health 
Populations,” in November 2007. This report has been instrumental in the identification of 
emergency preparedness among states, particularly in planning for the Maternal Child Health 
(MCH) population. While Wyoming has increased funding and resources for the implementation 
and improvement of emergency preparedness for the communities within Wyoming, there have 
not been specific planning efforts given to the MCH population. 

The MCH population has been pushed to the forefront because so much has been written 
and studied regarding emergency preparedness since the disasters of Hurricanes Katrina and 
Rita. It has become clearer that the MCH population needs to be emphasized for its specific 
circumstances and needs, and now particularly in light of the pandemic flu (H1N1) outbreak.  

At the time of a disaster, pregnant women are at a high risk for increased stress and for 
developing medical complications. Poor nutrition and lack of water can increase premature labor 
and delivery, infection to mother and baby, and low-birth-weight neonates, all of which 
contribute to a higher incidence of morbidity and mortality. Women who require new or repeat 
cesarean sections have an increased risk of hemorrhage and infection. These effected outcomes 
from a disaster go beyond the short term, these consequences can last a lifetime.  

Newborn infants may require thermal regulation, blood sugar monitoring, proper 
nutrition, and oxygenation support, along with daily formula, water for mixing formula, diapers, 
clothing, and a safe area for sleeping. Lower birth weight infants are at higher risk for sepsis 
(infection) which requires immediate treatment of IV antibiotics, and jaundice, to name just two. 
Also during a disaster, a mother breastfeeding can have a decreased milk supply due to stress and 
lack of proper nutrition and water. Trying to re-establish breastfeeding is extremely difficult 
without support from knowledgeable nurses, lactation consultants, and support of a family or 
friend.  

Children are not to be considered “little adults.” Children’s blood volume is less and their 
skin surface to body ratio is less than an adult. They will react very differently when exposed to 
chemicals on the skin or in the air, as well as to pandemic virus or bacterial infections. 

Children with additional healthcare needs will be affected in a disaster. Several 
conditions and factors can be involved; examples are: 
 

 Respiratory support, which may include oxygen for asthma and cystic fibrosis. 
 Ventilator support requiring ongoing electricity.  
 Medications for specific diseases; for example, insulin for diabetes. 
 Children may have feeding tubes which require particular notional requirements. 
 The list can go on. 
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Women and children can be targeted when there is a lack of law and order because of 
their vulnerability. They are at risk for sexual assault and sexually transmitted disease. Birth 
control, particularly condoms, will need to be readily available. MCH emergency response 
requires much planning and collaboration with partners to address the specific needs of this 
population. 
 
Mission and Vision 

 The Public Health MCH Emergency Preparedness committee will provide guidance 
for pregnant women, infants, toddlers, and children with special healthcare needs, 
through education, advocacy, and collaboration within our communities in the event 
of an emergency situation.  

 We envision the full inclusion of MCH populations into community emergency 
response planning through community education and advocacy. 
 Public health will begin to collaborate with emergency response and other 

community partners that work with the MCH population. Public health can play 
a vital role in the identification and definition of the MCH populations, what 
their unique needs are, and what training is recommended for the emergency 
response team. We also want to ensure that public health nurses are prepared to 
provide education on disaster preparedness to the MCH population during 
home visitation and office visits. 

 
Specific Goal 

To provide education and recommendations to the state Public Health MCH nurses to 
implement emergency preparedness into home visiting and office visits of MCH clients. The 
form of this education will come as a pamphlet that will address specific MCH needs: 
 

 Where are the local resources? 
 What is recommended to families regarding medical history and identification 

forms? 
 A seventy-two hour preparedness kit for home use specific for pregnant women, 

moms and babies, and children with special healthcare needs. 
 
Project Timeline 

 Stage 1: Review existing research on MCH emergency preparedness.  
 Timeline: October 2009 and ongoing. 

 Stage 2: Assemble a statewide MCH emergency preparedness committee that 
includes MCH nurses, public health response coordinators, and state liaisons.  
 Timeline: Completed in October 2009. 

 Stage 3: Begin committee conference calls. 
 Timeline: Completed in October 2009. 

 Stage 4: Identify and define the MCH population. 
 Timeline: December 2009-January 2010.  

 Stage 5: Identify and define a mission and vision statement of the MCH committee.  
 Timeline: January 2010-February 2010. 
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 Stage 6: Conduct a needs assessment of current partnerships with public health 
response coordinators (PHRC), MCH nursing, and community partners. Determine 
gaps. 
 Timeline: February 2010-May 2010. 

 Stage 7: Based on determined goals, develop a template and pamphlets that can be 
used throughout the state. These education tools can be used by the public health 
preparedness response coordinators in the collaboration with partners to address the 
MCH population. Public health nurses will also be able to use these pamphlets for 
MCH client education. 
 Timeline: May 2010-October 2010. 

 
Resources Required to Successfully Complete the Project 

A MCH preparedness committee that includes MCH nurses from around the state of 
Wyoming and ongoing collaboration with state PHRCs to ensure that the MCH population is 
included in local preparation. The State of Wyoming Department of Health has given their 
blessing for this project and supports our committee. I have discussed funding with the state of 
Wyoming’s preparedness director and will be asking for approximately $10,000 to publish 
pamphlets. 
 
Risk and Analysis of Those Risks 

Some of the risks have come to the surface already. Currently, the committee is being 
restructured to include MCH nurses only. The PHRCs will remain as a collaborative partner. 
Potential duplication of services has been another risk. There is an organization, Unable to Self-
Evacuate, that the PHRCs feel will be responsible for the evacuation of the MCH population. At 
this time this committee is not considering evacuation as part of their responsibility. In the 
beginning, the management at the Wyoming Department of Health felt they should be chairing 
this committee. It was explained that this committee is for public health nursing in particular, to 
guide them in the “how to” prepare the MCH population during their home visits.  
 
Personal Risks 

Support the PHRCs within the state and the State of Wyoming Department of Health that 
this project is to augment their efforts. It has become evident that the two groups within the 
committee, the PHRCs and the PH MCH nurses, are very specialized; this has caused conflict, 
particularly in defining goals and forward progression. Through my coaching sessions and 
additional discussions with members of the committee, I decided to restructure the committee. 
This has the potential to be political suicide. All of the entities have come to a solution, the 
working committee will consist of MCH nurses and PHRCs will collaborate as needed. 
 
Communication System among Persons involved in the Project 

Our communication system will primarily consist of telephone conference calls and e-
mails. There may be occasional individual telephone calls for clarification on a particular issue.  
 
Results to Date 

Stages 1 through 5 have begun and are completed. The research portion will continue as 
the project progresses. The needs assessment and then the specifics to include in the educational 
pamphlets are to be completed. 
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Lessons Learned About Leadership and About Myself 
I have learned to ask for help and to listen to others. I usually go into a project knowing 

what I want to accomplish. What I have learned is that by listening to other input or questions, I 
see a bigger picture of the project. Learning to motivate others without being pushy is another 
area that I need to be aware of. I have also learned that leading a diverse committee can be 
difficult. I have learned to conduct difficult conversations and that having a coach to help work 
through this is invaluable.  
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Development of Environmental Clubs in Local Area High Schools 
Peter Monahan  

 
 
Background and Importance 

There is a need to educate the next generation in protecting human health and the 
environment, and this process begins with educating our children. I want to encourage high 
school students and teachers to develop and become involved in an environmental club. This will 
enrich the student’s high school experience and, more specifically, pique an interest for a career 
in the environmental health field. Many teenagers join clubs that revolve around their career 
interest; many clubs focus on specific career fields that help students understand the requisites of 
those careers better. Participating in an environmental club is an excellent way for high school 
students to learn about environmental issues while providing measurable benefit to their 
community. 

Research has shown that students involved in clubs and activities typically have better 
grades and excel in the areas of performance. In addition, activities and clubs help contribute to 
student’s self-respect, increase self-esteem and confidence, and emphasize the value of 
teamwork. Activities and clubs also tend to sustain motivation in school.  

Most environmental clubs focus on issues close to their school. Some begin with 
activities like starting a recycling program, organizing carpools for students who drive, and 
asking school officials to print all documents double-sided. Other worthy ideas include river 
clean ups, restoring degraded wildlife habitat, and planting vegetation to control erosion. 
 
Vision 

To create new generations of environmental leaders by empowering them to take action 
on environmental issues around their community. 
 
Specific Goal 

To develop environmental clubs at select high schools in the Denver-metro area. 
 
Project Timeline  

 Stage 1: Identify existing clubs at local area high schools.  
 Timeline: Review completed by February 2010. 

 Stage 2: Select and contact schools where there is a need to establish an 
environmental club. 
 Timeline: March-April 2010. 

 Stage 3: Identify and procure sponsor’s commitments at selected schools. 
 Timeline: By the end of May 2010. 

 Stage 4: Develop a plan to educate sponsors in creating an environmental club.  
 Timeline: Plan completed by June 2010.  

 Stage 5: Implement training for sponsors. 
 Timeline: Start in summer/fall of 2010. 

 Stage 6: Develop an outline of activities and identify focus projects. 
 Timeline: Fall 2010.  

 Stage 7: Implement program for the 2010-2011 school year.  
 Timeline: Fall 2010.  
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 Stage 8: Conduct ongoing evaluation of environmental clubs for improvement and 
development. 
 Timeline: Ongoing. 

 
Resources Required to Successfully Complete the Project 

 Interested high school students who want to start an environmental club.   
 An adult sponsor (teacher) who is willing to help support the efforts of the club. 
 Other organizations/entities/individuals present in the community that might be 

willing to help with activities (e.g., technical assistance, transportation assistance, 
mentoring). 

 Other existing school clubs that we could join forces with. 
 Linking with an existing group could strengthen our efforts and prevent us from 

“reinventing the wheel.”  
 
Risks and Analysis of Those Risks  

Project Risks: A potential lack of interest and/or commitment from sponsors and 
students. Some high schools with environmental clubs and many teachers feel disconnected from 
others of similar interest and are discouraged by the general student body’s response to 
environmental concerns. Additionally, the teachers are overwhelmed, often untrained, and 
without the time needed to find speakers or create environmental community projects.  

Personal Risks: I will need to adequately manage my time between my regular job duties 
and developing this project. I can see this project taking some time away from the office when 
it’s necessary to visit potential high school sponsors and teachers. 
 
Communication System Among Persons Involved in the Project 

I will be using the internet, e-mail, and making phone calls to identify and solicit 
potential schools and sponsors. I will be setting up and attending meetings with sponsors and 
students. 
 
Results to Date (January 2010) 

Some initial research into what clubs/activities are in nearby high schools. 
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Ameliorating Tobacco Burden in Weld County 
Chima Nwizu 

 
 
Background 

Tobacco use is a habit that is easily picked up for various reasons, which may include 
peer pressure or a simple act of curiosity, yet is a habit that is extremely difficult to give up. 
Three quarters of young people who use tobacco daily continue to do so because they find it hard 
to quit. 
 
Tobacco Facts 

 Every eight seconds someone in the world dies from a tobacco related 
illness/disease.  

 Smoking is the #1 preventable cause of premature death in the United States.  
 On average, smokers die nearly seven years earlier than nonsmokers. Smoking is 

responsible for one out of five deaths in America.  
 In the U.S., smoking kills more people than cocaine, heroin, alcohol, fire, 

automobile accidents, homicides, suicide, and AIDS combined.  
 Reports from the surgeon general conclude that smoking cigarettes causes heart 

disease, lung and esophageal cancer, and chronic lung disease. Cigarette smoking 
contributes to cancer of the bladder, pancreas, and kidney. Furthermore, 
consequences of using smokeless tobacco include cancer of the gum, mouth, 
pharynx, larynx, and esophagus.  

 Men who smoke increase their risk of death from lung cancer by more than 22 times 
and from bronchitis and emphysema by nearly 10 times. Women who smoke 
increase their risk of dying from lung cancer by nearly 12 times and the risk of 
dying from bronchitis and emphysema by more than 10 times. Smoking triples the 
risk of dying from heart disease among middle-aged men and women.  

 About 10 million people in the United States have died from causes attributed to 
smoking (including heart disease, emphysema, and other respiratory diseases) since 
the first surgeon general’s report on smoking and health in 1964; two million of 
these deaths were the result of lung cancer alone.  

 Smoking puts friends and families at risk. Approximately 3,000 non smokers die of 
lung cancer because of second-hand smoke.  

 Ninety percent of adult smokers are addicted to tobacco before they reach the age of 
18 and fifty percent before the age of 14. Currently the average age of initiation to 
tobacco is age 11.  

 In March of 2010, nearly eight percent of high school students (thirteen percent 
male and two percent female) used smokeless tobacco products.  

 Forty-eight million adults smoke in the U.S. (22.9 percent of the overall population). 
Thirty-three percent of youth currently smoke.  

 According to a survey by the Centers for Disease Control (CDC), there are 
1,136,900 smokers in New Jersey (19.5 percent of the state population). Thirty-eight 
percent of youths in grades 9-12 smoke in New Jersey.  
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The smoking-attributable mortality (SAM) rate in Colorado from 2000-2004 for adults 35 
years and older is 237.6 per 100,000 of the population, and the smoking-attributable productivity 
losses for adults over 35 years of age for the same time period was 1,053,564,000. The smoking-
attributable expenditure (SAE) in 2004 was 1,347,000,000.  

This project is a school-based project that will target students in Weld County School 
District 6 with a goal of educating school children on the dangers of tobacco use and 
empowering them with knowledge and information on Tobacco. 
 
Vision  

 A tobacco-free Weld County.  
 A successful pilot project to be used to achieve a tobacco-free Colorado. 
 A tobacco-free nation. 

 
Specific Goal 

To prevent a young generation from starting to use tobacco and, consequently, reducing 
the population of tobacco users at the turn of each new decade. 
 
Project Timeline 

 Stage 1: Collaborative efforts with the state Tar Wars program.  
 Timeline: End of February 2010. 

 Stage 2: Gather project materials and resources.  
 Timeline: End of March 2010. 

 Stage 3: Contact the Weld County School District 6; present the nature, aims, and 
objectives of project as well as the education materials to them.  
 Timeline: end of April 2010.  

 Stage 4: Implementation stage. Half-an-hour to one-hour scheduled presentations 
during lunch hour on Fridays.  
 Timeline: Beginning in August 2010 and then during each subsequent school 

year. 
 Stage 5: Annual evaluation of program success though questionnaires administered 

to seniors.  
 Timeline: End of 2010-2011 school year and yearly thereafter. 

 Stage 6: Data analysis from response to the questionnaires administered to the 12th 
graders to take place every summer.  
 Timeline: Beginning summer of 2011. 

 
Resources Required for Successful Completion of Project 

 Posters, stickers, and other materials that will help convey the message to students 
about the dangers of tobacco use.  

 Collaborative work between the state Tar Wars, District 6, the individual schools, 
and the project managers. 

 
Potential Risks and Back-Up Plan 

Burn out is a potential problem that may impair or limit the sustainability of this project. 
This may be mitigated by incorporation of additional project managers. During the initial stages 
of this project, which will involve one project manager, funding may not be a significant factor. 
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However, as the project size grows through the recruitment of additional project managers, the 
need for additional funding will be imperative. The million dollar question will be: Will there 
eventually be a tobacco fund available to enable the expansion and sustenance of this project 
throughout the state? This will certainly be a future challenge of this project!  
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Colorado Air Pollution Control Division Inspection Database 
Scott Patefield 

 
 
Background and Importance 

The Colorado Department of Public Health and Environment (CDPHE), Air Pollution 
Control Division (APCD), is contracted by the U.S. Environmental Protection Agency (EPA) to 
conduct inspections of stationary sources of air pollution in the state of Colorado. The APCD has 
prepared a compliance monitoring strategy (CMS) that lays out the frequency of inspections. The 
inspection frequency is based on the size and amount of emissions a source emits. Major source 
inspections (sources with more than 100 tons per year of criteria pollutants) are inspected on a 
minimum rotation of once per every two years. Synthetic minor sources are inspected on a 
minimum rotation of once per every three years. Minor sources are not scheduled to be reported 
to the EPA. 

The APCD database flags each facility in the state as one of the three classes discussed 
above. In order for the APCD to meet the minimum requirements, an inspection list is created at 
the beginning of each inspection season, ensuring the inspection frequency is met for each 
facility. Unfortunately, this database is fraught with errors, creating uncertainty in whether the 
APCD is meeting the requirements of the CMS. 

In addition to meeting the CMS, it is important that the APCD has an accurate database 
to ensure inspections of the larger (major and synthetic minor) sources occur on a more frequent 
basis in order to protect public health and the environment. It is these larger sources that emit the 
majority of air emissions in the state, thus it is important that these facilities are maintained and 
operated in the cleanest manner possible. 

There have also been errors found in inventory data pertaining to emissions from 
different source categories of air pollution emitting equipment. These errors have hindered the 
APCD’s ability to accurately represent data in regulatory reviews in the process of targeting 
certain sources of air pollution emitting equipment when creating regulatory standards for such 
equipment. Correcting the database will enhance the APCD’s ability to effectively reduce 
emissions in the State of Colorado. 

It is the intention of this project to work with the inventory group to work together to 
correct the errors in the APCD database. In the past, there has been some apprehension on the 
part of the inventory group to allow others to interfere with the current data, even though there 
are glaring needs for improvement. 
 
Vision 

An APCD database with no errors, enabling accurate data queries and scheduling of 
inspections. 
 
Specific Goal 

To analyze and correct data errors in the APCD database. 
 
Project Timeline 

 Stage 1: Pull data query to review existing database.  
 Timeline: Review completed by February 2010. 

 Stage 2: Compare existing data to current major source permit log.  
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 Timeline: June 2010. 
 Stage 3: Work with the APCD inventory group to make corrections to the database. 

 Timeline: June 2010. 
 Stage 4: Explore other areas of the inventory database in need of data correction. 

 Timeline: July 2010. 
 Stage 5: Continue work with the inventory group to further the database corrections 

in other areas. 
 Timeline: Ongoing beginning in July 2010. 

 
Resources Required to Successfully Complete the Project 

Resources required will include time on my part, as well as any additional support I can 
get from the oil and gas team to review the existing database and compare it to permitting data in 
order to uncover errors. The inventory group will also be called upon to pull data queries and 
lend additional support. 
 
Risks and Analysis of Those Risks 

Project Risks: The main risk will be unwillingness on the part of the inventory group to 
participate in the project. It will take an agreement with them to make the corrections necessary 
to enhance the inventory information. 

Personal Risks: My relationship with the inventory group could be tested. In the past this 
group has been unwilling to allow others to interfere with their systems and data. So far, I have 
had good dialogue with this group and it sounds like there is a willingness to make these 
changes. Hopefully, the initial stage of this project will go smoothly and we will be able to 
continue cooperatively and make future corrections as well. 
 
Communication System Among Persons Involved in the Project 

Stages 1 and 3-5 will involve me working with the inventory group on pulling queries 
and entering the correct data once I have compared the database to other APCD information. 
This will be verbal and written communication with the inventory group. 
 
Results to Date (May 2010) 

So far, I am still in Stage 1 and continue to work with the inventory group. I have a 
commitment from them to work with me on initially pulling an inventory query as well as 
correcting any issues found during this initial stage.  
 
Lessons Learned About Leadership and About Myself 

About Myself: I have learned that listening to others talk about the resistance the 
inventory group has in allowing others to work with their data system should not prevent me 
from working with them to solve this issue. So far, by working with this group and maintaining a 
positive attitude, and explaining to them what my intentions are, they have been willing to work 
with me on this project. 

About Leadership: I learned that communication is vital in gaining support and comfort 
in a project that may not be the most popular. In clearly discussing my intentions and 
empowering others to contribute in their way, we are working as a team. I am confident that we 
will be able to help each other achieve success in this project. 
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Making Personal Health and Environmentally Sustaining Choices 
the Norm 

Nicole Rolfe and Rainey Wikstrom 
 
 
Final Project Summary  

Participants come to the Advanced Leadership Training Program at RIHEL with a shared 
value system for public and environmental health issues. Although the ALTP participants are 
highly educated in the area of public and environmental health issues, it seemed to us that 
making decisions that positively impact one’s personal health is as much of a challenge for 
public health professionals as it is for citizens who are not so well educated in the field of public 
and environmental health. The question we were interested in answering was how participants’ 
high level of knowledge and awareness in these areas impacts their personal choices. In addition, 
we found it ironic that the environment/structure/requisites of the ALTP seminar weekends—
designed for health and environmental leaders—sometimes made it difficult for individuals to 
make healthy personal choices, to include adherence to suitable recycling habits.  

Although we face a national obesity epidemic, as a group, in Aspen, the ALTP Fellows 
ate and drank as if we were all exempt from any concerns regarding the obesity epidemic. 
Although the Florissant weekend seemed to have balanced offerings, in Aspen, the breakfast 
trays rolled out with the very kinds of foods that made it easy to over-consume items that were 
laden with sugar and excessive fat. Desserts were also in abundance and had a disproportionate 
presence on the buffet table. The afternoons were met with generous helpings of candy and 
cookies; some RIHEL participants were seen nodding off in their seats…was it a sugar crash? To 
compound the deleterious effects of these highly delectable but difficult to resist foods, the 
weekend seminars require multiple sedentary days. 

Given our roles as public health leaders, we were curious about whether the RIHEL class 
saw the irony among our profession and the food offerings, the lack of physical activity, and the 
minimal recycling options. Our proposal to the RIHEL Fellows was to allow us to run an 
informal experiment by making some healthy additions and subtractions to the menu, increasing 
recycling and sustainability options, and increasing physical activity during the day. The class 
readily agreed to be our subjects during the next two sessions. The RIHEL staff also willingly 
adopted our recommendations, with the caveat that we remained within the budget limitations of 
the venues. 

The premise of this experiment was the view that when healthy offerings are made easily 
available (particularly when there is a captive audience, such as in a school, worksite or 
leadership training such as RIHEL), more healthy choices will be made more of the time. 
Therefore, we worked to create small and subtle changes that could have potentially large 
impacts on health, energy, and well-being of future RIHEL students and staff and the 
environment. 

While it is unclear whether our changes had any long-term effects on the health of our 
fellow participants, we do believe participants made more healthy choices because of the 
availability of more healthy options of food, physical activity, and recycling options. 

We made it easy for students and staff to make personal and environmental health 
decisions by doing the following: 
 

 Increased the proportion of fresh fruit and vegetable offerings at meals and snacks. 
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 Substituted less healthful options for more nutritionally dense foods. 
 Put fruits and vegetables at the front of the line so that they would be selected more 

often. 
 Reduced the number of dessert options available each day. 
 Eliminated sugar-sweetened soda offerings.  
 Offered an opportunity (albeit small) for physical activity at breaks. 
 Made recycling boxes available to encourage the recycling of paper. 
 Encouraged Fellows to bring their own cups. 

 
Our Pre-Survey at the Start of our “Experiment” 

At the start of our project, our pre-surveys indicated that RIHEL Fellows were (mostly) 
willing participants in our small study. Out of 33 surveys, we received the following responses: 
Note** Numbers bolded received a 51 percent or more “yes” response. 

 
Food 

 33 yes to modifications of food environment 
 29 yes to increasing fresh fruit and fresh vegetable offerings  
 23 yes to increasing protein offerings at snack time whenever possible  
 23 yes to reducing daily sweet offerings (be sure to include sweetened beverages in 

this equation) 
 23 yes to eliminating soda offerings 
 21 yes to increasing vegetarian offerings where possible 
 12 yes to including gluten free option 
 5 yes to reducing alcohol 
 0 yes to eliminating alcohol 

 
Physical Activity 

 31 yes for having time allotted for physical activity breaks during RIHEL 
programming 

 25 consider this important or very important 
 13 would like to see time allotted for group physical activities (before, during, or 

after) 
 10 would like to see time allotted in schedule for individualized activities (before, 

during, after) 
 Walking (27) and yoga (18) were the most favored group activities 

 
Recycling, Composting, Sustainability  

 15 yes to paying $55 additional out of pocket, 18 no 
 23 yes to paying $10 additional out of pocket for next 2 RIHEL events 
 25 yes to washing own dishes 
 30 yes to bringing own cups and mugs 
 31 yes to making it a priority to compost 
 20 yes to drinking straight from the bottle (yes, this was meant to be humorous)  
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Results of Second Survey Done at the Conclusion of the RIHEL 2010 Class Session  
At the conclusion of our session, we received largely favorable responses to our 

modifications of the environment. The majority of the respondents supported the changes we 
made to the environment and to food offerings. The two sacred areas for the class were retaining 
the option of alcohol and less than half of the fellows favored an interest in having a gluten-free 
menu option. 

Out of 33 surveys, we received the following responses: 
 

 33 supported the addition of more fresh fruits and vegetables to the menu 
 22 supported the inclusion of a protein item during snack-time 
 23 supported a reduction in the overall volume of sweets offered 
 23 supported the removal of soda as an offering during RIHEL events 
 21 supported the inclusion of a vegetarian option during mealtime 
 12 supported the offering of a gluten-free option during mealtime 
 5 supported the reduction of alcohol  

 
Notes on the Process 
 
Food 

 We have been able to have direct input into the menus regarding placement of 
foods, timing, and, in some cases, types of foods and beverages offered. The overall 
strategy has been to make healthy choices more prominent in the offerings and 
replace soda and sweetened beverages with water and cold/hot teas whenever 
possible. Also, we worked to increase fruit and vegetable offerings and reduce 
exposure to those less healthy and difficult to resist food products and beverages 
while still enjoying a mix of some highly pleasurable and healthy items. More fruit 
was included with sandwich offerings. Sweet offerings, when present, have been 
intentionally paired with mealtimes to support energy balance and help fellows 
avoid the afternoon crash. 

 Leanne and Kathy accommodated our requests when it was affordable to do so in 
helping shape these events. We also participated in the Sante Fe Bishop’s Lodge 
Wrap-Up with the staff. The head of the kitchen commented he was pleased to hear 
we had a plan and appreciated the thought given to creating healthy food 
environments. He wished more groups did the same. 

 A Chef error in Sante Fe led some to mistakenly attribute the vegetarian-only 
offerings to our project, which wasn’t the case. Otherwise our project has received 
favorable responses from the fellows. 

 We learned that hotel staff may use shortcuts (e.g., serving dessert in the afternoons 
for a snack) as a means to stretch budgets. When we suggested keeping dessert with 
the meal and offering more energy foods in the afternoon, they were open and 
willing to make accommodations for us. The Bishop’s Lodge in Sante Fe is also 
moving to a more sustainable model; soon they intend to begin including more 
locally grown foods on their menus (even from their own garden), and they were 
open to our ideas and suggestions. I also noted that RIHEL, given their buying 
power, has a unique opportunity to shape future events by making these types of 
requests in the future. 
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 Other: The chef in Aspen, when asked, called his food “mother’s milk” (utilizing a 
German term to describe his food). He said that this is the food that people want. It 
is rich, nurturing, and what people come back to Aspen to enjoy. However, when 
pressed, he indicated that he once held a vision for feeding people healthier food, 
but had resolved that it isn’t what people really want. However, he was intrigued 
with the idea of what we were proposing, and was warming to the possibilities. I 
hope that another RIHEL fellow will take up the cause in Aspen and work with him 
to develop offerings that nourish the body and mind, as well as deliver pleasure. 
Both are important. 

 
Physical Activity 

 We enjoyed a yoga break and one short walk break in Sante Fe. Both were well 
received and more were requested. We regret that we have been unsuccessful in 
convincing the staff to include designated time within the RIHEL schedule for 
physical activity. We tried! 

 
Greening 

After our second meeting in Aspen, we felt the need and importance of trying to 
implement a sustainability component to our future RIHEL meetings. I almost wish Aspen could 
have been our last meeting spot since this is where we felt we could have had the most impact.  
 

 The Bishop’s Lodge made it easy for us to encourage the sustainability concept 
because the facility itself was ahead of the game. The facility is involved in a 
number of eco-friendly initiatives, such as a water reclamation system that recycles 
all water onsite. The grey water is then used to water the landscape. Fertilizers and 
pesticides are NOT used on the landscaping. They employ efficient light bulbs and 
use timers to avoid wasting electricity. All paper from the offices is recycled and 
they allowed us to recycle our paper used during our session. In lieu of paper 
towels, napkins, plates, etc., they were able to provide linens and dinnerware. 
Again, all water used to wash the linens and dishes is reclaimed and used for 
irrigation. The RIHEL staff should be acknowledged for supporting this type of 
facility. 

 Through Sharepoint we were able to remind folks to bring their own water bottles 
and coffee mugs in order to reduce the amount of disposable cups. We felt some 
initial success because there were a significant number of fellows using their own 
water bottles in Santa Fe. Hopefully, we’ll see an even higher number of fellows 
with their own water bottles/mugs in the future. 

 In Saratoga, we hope to increase the sustainability concept and encourage recycling. 
The resort recycles their bottles and agreed to recycle ours. It’s doubtful that they 
will recycle our adult beverage bottles since we aren’t supposed to be bringing our 
own in. We will encourage fellows to pack out and recycle what was brought in. 

 Through coordination with Leanne, the Saratoga Resort and Spa is willing to use 
dinnerware and linens for meals and snacks in lieu of disposable products. 

 
We wish to express our gratitude to the RIHEL staff and our collegues who agreed to 

participate in our experiment. You risked your chocolate, beer, candy, soda, chips, and dessert. 
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We hope we didn’t contribute to your lack of pleasure. WE would like to extend a special thank 
you to Leanne who worked with us at the last two venues to accommodate our requests.  We 
hope we did make additional work for you (although we know that we probably did.) Thank you 
for your support!  We hope that this project will live on and others will benefit by making 
healthy choices every day—especially RIHEL Fellows, who also have the opportunity to emerge 
as leaders in this area. 
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Faith Fair 
Pamela R. Richard 

 
 
Background, Importance of the Project 

I conducted a needs assessment as a Fellow with the Black Aids Institute in July 2008 to 
ascertain the existing HIV/AIDS prevention education resources and support in Denver’s 
African-American faith-based communities. What I found was that traditional HIV/AIDS 
prevention and education services for individuals in Denver have been geared towards men who 
have sex with men (MSM), injection drug users (IDU), and high-risk heterosexuals. The specific 
needs of African-American women of faith are not routinely addressed and are largely ignored. 
This population has been underserved and/or unserved in prevention efforts geared toward 
combating the HIV/AIDS epidemic. Through the Colorado HIV and AIDS Prevention Program 
(CHAPP) funding, provided by the Colorado Department of Public Health and Environment, 
another needs assessment was conducted between January 2009 and June 2009 to address the 
unique needs of African-American women of faith ages 18 years and up. The funding provided 
resources to conduct forty individual interviews, four focus groups with forty African American 
women of faith (ages 18-29, 30-39, 40-49, and 50 plus), and to survey one hundred African 
American churches to ascertain the interest, concerns, and needs of African American faith-
based organizations in developing and implementing HIV/AIDS ministries.  

Some of the findings were that the specific needs of African-American women of faith 
were not routinely addressed and largely ignored. This population has been underserved and/or 
unserved in prevention efforts combating the HIV/AIDS epidemic. Many African-American 
women of faith experience a constant battle between their faith and their sexuality. The church 
has been the last entity to embrace HIV/AIDS education and topic-related discourse as a means 
to intervene and take responsibility for improving and saving lives. Faith-based institutions have 
long taught the idea of abstinence. However, this spiritual conflict between sexual activity and 
abstaining has caused many to make decisions that sometimes are in conflict with their spiritual 
teachings. In addition, the reluctance of many African-American churches or faith-based 
organizations to discuss or involve themselves in the issue of the HIV/AIDS virus, created a 
strong disconnect between secular and spiritual living. 

Historically, African-American faith-based organizations have not addressed the issues of 
HIV/AIDS within their ministries and community-based initiatives. Church staff is traditionally 
not equipped with the tools, education, or information to effectively disseminate information on 
HIV/AIDS, or to mobilize and coordinate member outreach. Four key barriers to mobilizing 
African-American faith-based organizations and leaders are:  
 

 The stigma attached to HIV/AIDS. 
 The lack of awareness about the magnitude of the HIV/AIDS epidemic in the black 

communities. 
 Insufficient knowledge of HIV/AIDS science, statistics, facts, and societal 

implications.  
 The lack of perceived efficacy.  

 
I believe that African-American institutions of faith should be utilized as a tool to direct 

its congregations to be particularly mindful of the HIV/AIDS epidemic. My original project idea 
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was to conduct a one-day workshop that would address the four key barriers to mobilizing 
African-American faith-based organizations and leaders. However, this was done on December 
1, 2009 with the Greater Denver Interfaith Alliance World AIDS Day event. On that day, I 
listened to the comments of participants in the workshops. Some of the commonalities that came 
from that day and also from the two prior focus groups surveys and interviews are listed below: 
 

 The goals and outcomes of the church must expand to include education and 
intervention, since it has been proven that the abstinence message does not extend to 
include sexual behavioral health and does not include the sexually active non-
married adults. 

 Churches want to do more to address the HIV/AIDS epidemic in the African-
American community but need training, information, and support in a secular, 
respectful, and non-intrusive manner. 

 The unchurched would like to be a part of a faith-based community and a Faith Fair 
would showcase the incredible variety of faith-based organizations that are 
available. 

 In the African American community, the church has served a significant function in 
social, political, financial, and civil matters, including faith-based healing methods. 
Members seek guidance in most aspects of their daily lives to obtain support and 
counsel.  

 Opportunities are needed for Denver’s interfaith faith-based organizations to 
network and learn more about the programs that are available, from each other to 
each other. 

 Address social determinants that affect HIV transmission and infection rates 
amongst African-Americans. 

 HIV/AIDS prevention and treatment education has to be innovative to reach the 
faith-based community. 

 The black church can utilize its social influence and range of reach to address 
HIV/AIDS as a critical topic that must be intervened upon one member at a time. 

 
My new project will be a Faith Fair, a combination of health fair with exhibitors being 

interfaith faith-based organizations. The Fair will be one day and held at a church that has 
enough asphalt for 10-30 interfaith faith-based organizations, exhibitors, and other vendors, 
inside rooms for breakout workshops, and the sanctuary for interfaith dialogue. The space should 
accommodate 200 people or more. There will be food and a concerted effort will be made to seek 
out non-traditional food vendors that provide healthier alternatives. In addition, entertainment 
and activities for children and youth will available. There will be breakout sessions on subjects 
pertaining to HIV/AIDs, such domestic violence, HIV 101, sexual health, health ministries, 
mental health, exercise, and proper nutrition, to name a few. HIV/Aids and STD screenings will 
also be available.  
 
Vision 

A faith-based community empowered to actively affect the HIV epidemic by reducing the 
infection rates through faith-based initiatives.  
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Goal 
To build collaboration amongst Denver’s interfaith faith-based communities regarding 

health issues that affect the African-American community and to work together to strengthen, 
empower, and inform the community.  
 
Project Timeline 

 Stage 1: Develop outline for meeting on December 7, 2009, with executive 
committee. 
 Timeline: Completed December 2, 2009.  

 Stage 2: Present project idea to executive committee for overview and support. 
 Timeline: Completed December 15, 2009. 

 Stage 3: Finalize project idea draft using recommendations and set up follow-up 
meeting with executive committee. Include budget and potential funders and 
funding sources. 
 Timeline: Completed by December 23, 2009. 

 Stage 4: Develop prospective committee list, contact prospective committee 
members, develop meeting agenda, and hold first of steering committee meeting. 
First meeting agenda items will include (1) an overview of project description, (2) a 
budget review, (3) identifying partners/sponsors, (4) deciding on location, (5) 
promotion/publicity materials, and (6) choosing a date. Meetings will be monthly 
until project completion. 
 Timeline: January 2010-September 2010.  

 Stage 5: Identify faith-based partners; identify state, city, and local funding sources, 
plus businesses and health suppliers for potential funding sources. Develop sponsor 
list, compose a one page letter, generate list of potential sponsors, and generate 
letters to each prospect; do prospect follow up. Develop list of goods and services 
needed to produce the festival with their associated dollar amount. 
 Timeline: February 2010-until all prospects have contributed or declined. 

 Stage 6: Obtain a media sponsor/partner to develop marketing plan. Meeting 
schedule for Sunday December 20th with a friend who happens to be a successful 
media person and has Denver name recognition.  
 Timeline:  December 2009-September 2010. 

 Stage 7: Develop list of food vendors, health screeners, exhibitors, faith-based 
speakers, and workshop providers. Mou’s if necessary. 
 Timeline: February 2010-August 2010. 

 Stage 8: Research licensing, permits, insurance, and waivers that might be needed. 
Check with local municipality immediately after deciding on a date and location in 
order to meet any established deadlines.  
 Timeline: December 2009-March 2010. 

 Stage 9: Continued follow up on progress of Stages 3-8. 
 Timeline: December 2009-September 2010.  

 Stage 10: Logistics, foul weather plan, site set up, electricity, and equipment. 
 Timeline: June 2010-September 2010. 

 Stage 11: List of potential tasks for volunteers, how many will be needed for each 
task and how many hours are required for each task. Set up volunteer and exhibitors 
orientation. Contact local waste management to set up trash pickup if needed. 
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 Timeline: July 2010-August 2010. 
 Stage 12: The Big Day. 

 Timeline: Completed by September 2010.  
 
Resources Required to Successfully Complete the Project 

Although the project is still in the planning stage, funding, sponsorships, and volunteers 
will be required to fully implement the project. Funding to cover expenses will come from the 
following: 
 

 Grants and contributions 
 Sponsorships 
 Vendor fees 
 In-kind donations 
 Entrance fees (?) 
 Church booth fees  

 
The current executive committee consists of faith-based organizations that meet for other 

projects and are fully engaged in faith-based HIV/AIDS education and prevention activities. This 
committee will be responsible for fundraising implementation and management of the Faith Fair. 
Each executive committee will also be responsible for one major area: 
 

 Administration 
 Programming 
 Sponsorship/fundraising 
 Marketing and public relations 
 Logistics and operations 

 
The Steering Committee will be comprised of a diverse group of individuals primarily 

engaged to assist with fundraising and promotion of the project.  
 
Risks and Analysis of Those Risks  

Project Risks: Some of the risks involved include a lack of church participation and not 
securing enough funding to successfully conduct the fair.  

Personal Risks: Making sure the project is as close to the original vision as possible, and 
wanting to insure that this project is well thought out, planned, and well orchestrated so that it is 
successful and can be an ongoing effort. Finally, making sure that as a leader I listen intently and 
fully, learn often, and laugh loudly.  
 
Communication System Among Persons Involved In The Project 

The ongoing communication will be through monthly meetings, telephone calls, and e-
mails. The Executive Committee meets monthly currently for other projects, this project would 
be added to that monthly meeting agenda initially. As the project progress additional executive 
committee meetings might be needed as well as other required meetings with the Steering 
Committee, partners, sponsors, and potential funders. 
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Seniors for Seniors 
Erin Scott 

 
 
Background and Importance 

As most of us know, homeless pets are a huge problem in this country (and all over the 
world, but that is outside of the project scope). Following Hurricane Katrina, an even greater 
number of homeless pets surged into shelters as they were transferred around the country. Many 
of the lucky ones found new homes or were reunited with their families. Of those that found 
homes, the vast number (80 percent according to one statistic) of them were young dogs and 
puppies. This statistic follows the trend across the rest of the country—any older or senior dogs 
that end up in a shelter will most likely meet his/her end there. At the same time, growing 
research is now showing the importance of pets on our mental health and well being. Studies 
have documented and increase in greater physical health when we obtain a pet. Even more 
recently, the trend in therapy dog studies has illustrated vast improvement in mental health and 
even cognitive improvements in the elderly as well as autistic children. Because older pets have 
so much to offer—they are already trained, they have lower energy levels and are more willing 
to go with the flow of daily life, they no longer chew, dig, or jump, and are typically 
housetrained—they make ideal companions for older people who want a friend but don’t have 
the energy or strength to train a dog, or keep up with the demands of a puppy. 

The importance and goal of this project are united: to pair older homeless dogs with older 
members of the community. Hence, the Seniors for Seniors program. The goal is to eliminate the 
needless euthanasia of older dogs in shelters, while providing elderly people with a companion. 
 
Project Timeline 

 December 2009-February 2010: Contact nursing homes, elder care facilities, and 
senior groups to enquire about potential Senior for Senior adoptions. Hold 
discussions with rescue groups about beginning the program. 

 Feb-April 2010: Finalize discussions and select a rescue group to work with on 
Senior for Senior adoption program.  

 May 2010-July 2010: Obtain first senior dog, start basic obedience training and 
evaluation. 

 August 2010: Put senior dog up for adoption thru the internet and specialized 
Facebook page and senior groups. 

 Continuation: Continue to grow the program and brainstorm media and sponsors. 
 
Resources Required to Successfully Complete the Project 

 Dog rescue groups  
 Updated Internet (Facebook?) page 
 Other advertising? 
 Senior groups 

 
Risks and Analysis of Those Risks 

Risk: The risk of this project is lack of resources. In addition, older dogs may require 
medical care, and they will require a foster home during training and behavioral assessment.  
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Analysis: As success with the program grows, so do resources. Awareness of the benefits 
of the program (media coverage, word of mouth, etc.) for senior family members will help to 
secure additional funding and media coverage.  

Risk: Lack of awareness on the part of seniors about the program.  
Analysis: Same answer as above. 
Risk: The senior passes leaving the elder dog homeless again. 
Analysis: The program has a caveat that the dog must be returned if the senior is no 

longer able to care for the dog or passes. 
 
Results to Date (May 2010) 

My project has shifted a bit since the inception. After talking with people at several elder 
homes, it is obvious that their preferred option is to partner with therapy dog groups that come in 
once or twice a week for a visit. That way, the care and cost of the dog is already handled outside 
of the facility. If there was an adoption program, many of the owners or managers of the 
facilities would be the one to care for the dog (walk the dog in the winter, food, etc.) and many 
of them are overwhelmed with compulsory duties already. A few also mentioned the problem 
that with not everyone wanting a dog, a visiting dog is a treat because it can visit whomever 
elects to visit the dog, while a live-in dog would be there forever. 

Thus, the project has shifted to elderly people who are not living in care facilities. It 
would target those in townhouses or apartments. 

I have already partnered with a rescue (BFF Rescue) to begin the program. We have just 
obtained one potential doggie candidate who is 6 years old and is undergoing temperament 
assessment and some basic obedience training before going up for adoption under the program. 

The adoption fees in the Senior for Senior program are reduced from the usual $150 to 
$75 (Colorado state law now requires at least a $50 adoption fee on all dog adoptions). 
 
Lessons Learned About Leadership and About Myself 

I need to see small advances as little wins in a project instead of feeling that I have failed 
if the project isn’t perfect or finished. I have learned that projects can be changed based on the 
unknowns of a project, and that that’s okay. Keeping the goal and the reason for the project in 
mind is important when you run into roadblocks. It is also important to involve others (inspire a 
vision) to evolve the project—something I realize, but haven’t yet put into practice. I’m still 
working on it! 
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Growing Public Health Thinkers in a Health Insurance 
Environment 

Cassidy Smith 
 
 
Background and Importance of the Project 

The Colorado Department of Health Care Policy and Financing (Department) administers 
Medicaid, Child Health Plan Plus (CHP+), and other public insurance programs. The 
Department currently covers over 550,000 clients, nearly 10 percent of the state’s population, 
and spends over 20 percent of the state’s budget to administer its health insurance programs. The 
central focus of health insurance as well as the health delivery system should be maximizing the 
health of populations served. Unfortunately, maximizing health is not how payers or delivery 
systems have been financed, incented, or structured. Insurers largely see themselves as payers of 
healthcare services rather than promoters of population health; likewise, the delivery system 
views health promotion and disease prevention as ancillary rather than as central elements of 
their structure.  

The Medicaid and CHP+ population is amongst the most vulnerable in society due to 
poor health indicators as well as a lack of access to and awareness of preventive care. Although 
Medicaid and CHP+ cover many preventive and wellness services, especially for pregnant 
women and children, more can be done to support risk factors and behavior change counseling 
and interventions that reach beyond the clinical setting and into community settings where 
healthy behaviors are shaped. Over the past year, the Department has spearheaded several 
initiatives aimed at preventing future higher-intensity, higher-cost healthcare needs and has 
focused on partnering with other state agencies, academic institutions, community-based 
organizations, healthcare providers, and consumer advocates to advance community-level 
interventions for tobacco use/exposure, obesity, and depression. The potential of these initiatives 
to positively impact the health of public insurance clients is promising; however, the 
sustainability of such efforts hinges on the commitment of the Department and its staff to 
promote client health, functioning, and self-sufficiency as its core goals. Staff acknowledgement 
and acceptance of responsibility for the health of public insurance clients is critical for the 
Department to successfully move towards a model of insurance that values health. 
 
Vision 

To infuse public health concepts, metrics, and programs into the administration of public 
health insurance programs.  
 
Specific Goal 

Increase awareness and understanding of public health and its connection to healthcare 
policy. Create a culture among the healthcare policy workforce that values the promotion of 
physical and mental health and the prevention of disease, injury, and disability for public 
insurance clients and themselves. 
 
Project Milestones and Timeline 

 Stage 1—Work Plan: Refine a work plan that outlines specific activities towards 
achieving organizational culture change. The focus of activities will be making the 
distinction between health and healthcare and accepting responsibility for client 
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health. Identify organizational change and public health experts to consult with and 
recommend strategies. Identify and engage Department change agents. Engage 
Department leadership in the development and implementation of the work plan. 
 Timeline: December 2009-February 2010. 

 Stage 2—Communication: Develop talking points and overview that describe the 
need for change. Recruit Department ambassadors to communicate health message. 
Offer “Public Health 101” workshop/brown bag session or series to all staff. Publish 
updates on health promotion and prevention activities in staff newsletter. Highlight 
activity successes at staff, manager, and Executive Committee meetings.  
 Timeline: October 2009-Ongoing. 

 Stage 3—Staff Involvement: Promote staff participation in and ownership of 
Department-led health promotion and prevention activities. Publically acknowledge 
staff work and accomplishments toward improving client health. Implement 
worksite wellness programs to encourage tobacco cessation, healthy eating, and 
physical activity among Department employees.  
 Timeline: September 2009-Ongoing. 

 Stage 4—Sustainability: Institute requirement that staff individual performance 
objectives include at least one client health outcome metric. Establish partnership 
with School of Public Health to offer Department internship/practicum opportunities 
for graduate students. Explore opportunity for Department staff to be involved in 
School of Public Health courses on health policy.  
 Timeline: January 2010-Ongoing. 

 
Resources for Success 

To ensure success, the support and active participation of the Department leadership team 
and Employee Council is required. Partnerships with the public health community including the 
School of Public Health are needed. The Center for Health Care Strategies will help identify and 
connect the Department to organizational culture change resources. 
 
Project Risks 

Project Risks: This project requires additional work of employees who are already 
working at capacity with limited resources. There are limited funds to pay for staff development 
activities, rewards, or consultants. Thoughtful talking points must be created to help avoid the 
perception that (1) this is a top-down approach, (2) staff is solely to blame for poor health 
outcomes, and (3) the Department is trying to supplant the work of public health agencies. 
Sustainability of the project depends on the successful integration of public health concepts, 
metrics, and programs into the overall administration of public insurance programs which is 
contingent upon continued staff buy-in. Staff turnover and changes in leadership could threaten 
the project’s success.  
 
Project Communication/Leadership 

A core team of three to five Department staff will convene at least bi-weekly. This team 
will be responsible for developing the work plan, communicating with Department leadership, 
and enlisting employee participation in implementation of the work plan.  
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Results to Date 
I left the Department at the end of February and started a new job at the Colorado Health 

Foundation March 1, 2010. I have stayed in touch with my former supervisor and the team 
working on this project. They have continued to work on activities outlined in Stages 1 through 
4. The Department’s Employee Council implemented wellness activities related to physical 
activity, healthy eating, and tobacco cessation. An organizational culture change consultant met 
with Department staff in April to discuss how to incorporate public health strategies into the 
Department’s day-to-day work. At least six employees have taken ownership of specific health 
interventions related to tobacco, obesity, and depression. One office within the Department has 
instituted the requirement that staff individual performance objectives include at least one client 
health outcome metric.  

My new supervisor is very supportive of me staying involved in this project. The team 
agreed that I should support the project by helping to establish a partnership between the 
Department and the School of Public Health. I met with Jan Gascoigne, MPH Practicum 
Coordinator, and Adam Atherly, Chair of Health Systems, Policy and Management, in April to 
discuss partnership opportunities. Together, we will work on the following activities this year: 
 

 Explore policy options for the School of Public Health to become formal evaluator 
for Department of Health Care Policy and Financing pilot projects and new 
initiatives.  

 Convene Department leadership and School of Public Health faculty to discuss 
student practicum requirements and Department participation.  

 Work with Center for Public Health Practice and students to develop “Public Health 
101” presentation for legislators and Department staff.  

 Develop communications strategy for Center for Public Health Practice community 
services (i.e., the center plans to offer grant writing support to community partners).  

 Arrange for School of Public Health staff and faculty to present to the Colorado 
Health Foundation staff and board. 

 
Lessons Learned About Leadership and Myself 

About Leadership: I learned that, in general, people want to help, especially if you 
approach them with a specific “ask.” Providing your team a mix of vision and concrete tasks 
leads to better outcomes. I have learned the value of both preparation and flexibility. I have 
learned I can still focus on my overall goal even if the environment changes. 

About Myself: I learned that I have very high expectations of whoever is my manager or 
supervisor. I expect them to teach, mentor, and coach, and do it well! This is an unrealistic 
expectation and often leads to unnecessary disappointment. I learned it is more productive to 
focus on how I can benefit from their particular skills and strengths. I learned that I see myself as 
a “doer” versus a “visionary,” so think I’m not considered a leader. I learned I have visionary 
qualities and doing is a key part of leadership.  
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EMBRACE: Denver’s Gay Men’s Movement 
Deryk Sanchez Standring 

 
 
Background and Importance of the Project 

According to the “HIV and AIDS in Colorado Surveillance Report (through March of 
2009)” published by Colorado Department of Public Health and the Environment’s (CDPHE) 
STI/HIV Section, newly diagnosed HIV/AIDS cases have remained constant since 1997. The 
report states that men who have sex with men (MSM) represent over 70 percent of the HIV and 
AIDS cases in Colorado. Additionally, the report indicates that in the year 2008 there were 284 
newly diagnosed HIV cases. In the “Priority Population Profile,” which was published by the 
STI/HIV Section in August 2009 and identifies prevention planning priority populations and sub-
groups, 236 urban MSM aged 29-49 years old were diagnosed with HIV in 2008. One hundred 
twenty-eight of these men identify as white MSM, twenty-five identify as African American 
MSM, and eighty-three of them as Latino MSM; urban MSM account for the majority of HIV 
and AIDS cases in the state of Colorado.  

In exploring the local HIV disease burden, it is equally important to understand the social 
and cultural burdens that influence MSM and HIV risk-taking behavior. The “Coloradans 
Working Together 2006 HIV Prevention Needs Assessment Report” indicates that there are 
several factors that lead to increased risk-taking behavior with MSM. Societal homophobia was 
an influence that was linked to most of the factors, in addition to other factors such as substance 
abuse/use, emotional well-being, HIV status disclosure, reasons for unsafe sex, and coming out. 
In the June 2003, Volume 93, of the American Journal of Public Health, Michael Gross wrote,  
“The Second Wave Will Drown Us,” an article about how both societal homophobia and the ever 
present threat of HIV erodes the psyche for MSM and leads to increased risk-taking behavior. In 
the same issue of the American Journal of Public Health, Vincent M.B. Silenzio asserted in his 
article “Anthropological Assessment for Culturally Appropriate Interventions Targeting Men 
Who Have Sex with Men” that in addition to traditional HIV prevention efforts, HIV 
programming needs to integrate social-level factors as well. Social-level factors include but are 
not limited to quality of life, resiliency, and future-life connectedness. 

Over the course of the last year, I conducted a formative evaluation with gay and bisexual 
men in the Denver-metro area. The main outcomes of this work are: 
 

 Gay and bisexual men who are out do not want to be called or labeled MSM. 
 Gay and bisexual men are whole and complete, even when engaging in high-risk 

behavior. 
 There are numerous HIV/AIDS organizations in the community. A new service 

organization does not need to be created. 
 Gay and bisexual men feel isolated in Denver, even though there are numerous 

social, political, and service organizations and clubs. 
 This isolation is often what drives risk-taking behavior. 

 Gay and bisexual men identified a need for a social network to assist in connecting 
men to groups and organizations that meet their social needs. 

 
The men who participated in the formative evaluation formed an advisory committee, and 

with my facilitation created EMBRACE: Denver’s Gay Men’s Movement (EMBRACE). 
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EMBRACE is a social network to connect men to groups and other social networks. Our 
approach with EMBRACE is to address both the disease burden experienced by at-risk men in 
Denver as well as to provide a social network that will offer a safe haven from homophobia and 
the stresses of HIV. The intent is to develop opportunities for connection and belonging for gay 
and bisexual men and decrease isolation. The distal outcome is to reduce HIV risk-taking 
behaviors. 
 
Vision 

EMBRACE: Denver Gay Men’s Movement. We celebrate our lives and gifts by creating 
space in which we learn, grow, build resilience, and know we are loved. 
 
Goals 

 By December 31, 2010, a minimum of 40 urban gay and bisexual men will be 
trained as popular opinion leaders (POLs) for EMBRACE, including the underlying 
theory and assumptions of the adapted POL model. 

 By December 31, 2010, POLs will infuse EMBRACE messaging with their social 
networks and engage 750 urban gay and bisexual men in peer-to-peer conversations 
regarding HIV-related risk behaviors, substance abuse/use, local community issues, 
and HIV risk-reduction. 

 By December 31, 2010, develop a tracking and referral system that identifies and 
catalogues a minimum of ten mental health providers and ten substance abuse/use 
treatment providers who work from a family system perspective and will 
incorporate families, including families of choice, in their services for urban gay and 
bisexual men. 

 By December 31, 2010, a minimum of 200 urban gay and bisexual men will 
participate with the EMBRACE program-related events, including recreation/social 
events, community meetings, small group conversations, etc., and explore issues on 
maintaining and fostering supportive social networks that include HIV risk 
reduction messaging. 

 By December 31, 2010, maintain a minimum of ten active urban gay and bisexual 
men as advisory committee members. 

 By December 31, 2010, a minimum of 3,500 urban gay and bisexual men and 
members of their social networks will be reached through EMBRACE health 
promotional activities. 

 
Timeline 

I have an eight-page timeline associated with this project. In order to save space, I am not 
posting it. However, I am happy to share the timeline with anyone who is interested in viewing 
it. Please e-mail me and I will send it to you. 
 
Resources Required to Successfully Complete the Project 

We have the following resources: 
 A social networking Web site. 
 A ten-module training plan for the mentors of EMBRACE. 
 EMBRACE branding. 
 Funding from the CDPHE to implement EMBRACE in 2010. 
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Risks and Analysis of Those Risks 
EMBRACE is designed to function with volunteers, the advisory committee, and with 

coordination and evaluation from me. Currently, EMBRACE’s volunteers and advisory 
committee are engaged and energized in regards to EMBRACE. A risk for EMBRACE is the 
waning of enthusiasm and commitment of our volunteers and advisory committee. We are using 
Peter Block’s sustainability model from his book, Community: The Structure of Belonging. This 
model stresses the need to be adaptable with the needs and changing priorities of community 
members, while also staying on task of organizational goals and objectives. 
 
Results to Date 

 We have implemented the first round of POL training. 
 We have identified substance abuse and mental health providers and have 

commenced making referrals. 
 We have conducted three outreach events. 
 We have fifteen men on the advisory committee. 
 We have fully launched the Web site. 

 
Lessons Learned about Leadership 

With EMBRACE, the focus of the network is on letting the men in the community drive 
the context of the programming under the umbrella of HIV prevention. The entire project is 
driven by volunteers. The efforts occur with some people quickly driving some parts of the 
project, while others take more time until someone’s interest is piqued. The advisory committee 
finds this process stressful and wanted to take over the work. My role was to keep reminding 
them of the vision and direction that they created. This was the biggest lesson for me—the 
realization that I needed to continually remind the advisory committee on the vision they created. 
I am the vision holder and need to continually put it out there because the others forget for 
various reasons.  
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Children’s Environmental Health Clinical Practicum 
Linda Sobeck 

 
 
Background and Importance of the Project 

Boulder County Public Health (BCPH) is committed to providing clinical and practical 
experience to Baccalaureate Nursing Students (BSN) attending University of Northern Colorado 
(UNC). The experience is provided to BSN students enrolled in the community/public health 
nursing course required during their final year of school. Historically, this clinical rotation 
provided observational experiences with a variety of disciplines in public health, including 
family health, consumer protection, tobacco prevention, and communicable disease. A recent 
evaluation of student and faculty satisfaction with the experience at BCPH highlighted the 
strengths and areas of concern for the clinical practicum for nursing students. The greatest 
strengths were the multidisciplinary experiences, department-wide collaboration, and 
enthusiastic desire among staff to share public health expertise, especially from the Children with 
Special Needs Program (CSNP) and Environmental Health (EH). Of concern to past students and 
faculty were the few hours spent with public health nurses and a dearth of relevant curriculum or 
common thread for the over-all clinical practicum.  

The strengths of the past program include the skills of a diverse group of public health 
staff invested in working with students. Current assets include strong organizational support for 
innovation and collaboration with a focus on children’s environmental health. Recent national 
trends in nursing education and practice reinforce the importance of integrating environmental 
health and nursing practice. Building on this momentum, children’s environmental health will be 
the foundation of the new curriculum and practicum. The very nature of this focus calls for a 
multidisciplinary approach to learn the skills necessary to assess, evaluate, and intervene to 
promote a healthy environment at an individual, family, and community level. 
 
Vision 

Baccalaureate and master’s level students obtaining internships or clinical practicum in 
Nursing, Environmental Health, Industrial Hygiene, and Public Health will obtain basic 
competency in assessment, policy development, and assurance specific to children’s 
environmental health. 
 
Specific Goal 

BSN students completing a Public Health/Community Nursing clinical rotation at BCPH 
will incorporate aspects of community, family, and environmental health into their knowledge 
base and skill set via a children’s environmental health clinical practicum. 
 
Project Timeline 

 Stage 1: Identify existing resources and review best practices for environmental 
health education. 
 Timeline: Completed January 2010. Resources and technical assistance have 

been graciously provided by a variety of local and national nursing experts. The 
content mirrors, to a large extent, the Healthy Homes Training and the 
University of Maryland’s BSN environmental health nursing curriculum, 
available at www.enviRN.umaryland.edu.  
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 Stage 2: Convene team that will provide practical experiences. 
 Timeline: Began September 2009, will be ongoing. An inter-agency group, the 

Children’s Healthy Home Environment Team (CHHET), has developed a 
vision, mission, and operational plan that includes the new student practicum as 
a strategy to enhance collaboration and increase integration of environmental 
health concepts into maternal/child and home visitation programs throughout 
BCPH. Members of this team also act as preceptors for students. 

 Stage 3: Develop program specific to BCPH.  
 Timeline: First iteration developed January 2010 and included most of the final 

curriculum, though more work still needs to be done to refine and organize the 
flow and the content of modules. 

 Stage 4: Implement Children’s Environmental Health curriculum with BSN 
students. 
 Timeline: July-September 2010. Again, first iteration was implemented spring 

2010, with a goal of refining for fall 2010. 
 Stage 5: Conduct evaluation of first cohort. 

 Timeline: Completed March 2010. The first two students reported a dramatic 
increase in awareness of children’s environmental health issues and were able 
to identify specific opportunities to increase the effectiveness of the experience. 

 
Resources Required to Successfully Complete the Project 

Human capital in the form of the dedicated staff volunteering to work with students is the 
most important resource needed to successfully implement this project. Without dedicated 
nursing support, or funding for my time, or for a new job description that includes either work 
specific to children’s environmental health or work as nursing preceptor, this project is not likely 
to continue. That said: many opportunities have cropped up as a result of starting this project that 
may address this dilemma in creative ways. For example, my job description may shift focus 
away from educating student nurses and towards cross-training the BCPH staff on the 
importance of intentionally integrating concepts of EH and Environmental Justice (EJ) into more 
BCPH programming. 
 
Risks and Analysis of Those Risks  

Project Risks: Continued lack of interest and commitment from public health nurses at 
BCPH will jeopardize the nursing portion of this project. Analysis: Historically, the public health 
nurses at BCPH have been reluctant to work with BSN students. This may be due to the lack of 
cohesion and purpose of the previous preceptor model. The nursing staff have been interested in 
providing more support to fledgling nurses, though only one other nurse volunteered to provide 
experiences to students for the spring 2010 cohort. Interestingly, many volunteers from other 
divisions provided experiences for the students. The evolving collaboration between the Family 
Health and Environmental Health Divisions has raised interest in collaboration across other 
divisions within BCPH.  

Personal Risks: My role at BCPH is that of coordinator of the Children with Special 
Needs Program. The time I take to work with students has been of my own accord. This means 
that I must work in addition to get my typical week completed. This could lead to burnout if I 
cannot find a way to shift some responsibilities out of my purview. Further, I have recruited the 
help of many who are relying on me to exert influence. If this project does not go smoothly, I 
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face fractured relationships if I am not able to share my failures and learn as I go. In essence, my 
reputation as a newly emerging leader and educator could be on the line. Analysis: I have support 
from high-level management to continue to work with student nurses, as well as to explore how 
BCPH can integrate EH assessments in a multidisciplinary way. While I remain hopeful that 
BCPH will be able to implement a Clinical Scholar Model to gain financial support for my 
nursing education efforts, this is not likely due to a lack of support from the general nursing staff. 
However, as mentioned, a shift in focus seems to be occurring as I look to working within BCPH 
to educate and cross-train staff to integrate EH assessment and concepts into programming. 
 
Communication System 

The Children’s Healthy Home Environment Team (CHHET) has agreed to provide a 
forum for updates, feedback, and progress of this project. The CHHET has been an excellent 
opportunity to communicate about the students for a couple of reasons. First, this team developed 
as an offshoot of the collaboration about the multidisciplinary curriculum, so many of the 
members are invested in student education and workforce development. Second, many of the 
members of CHHET have a personal interest in integrating children’s environmental health into 
workforce development.  

A second opportunity developed after a group of clinical nurse educators agreed to be a 
sounding board for this project. This group, informally known as the Metro-area Clinical 
Scholars, is made up of other Public Health Nurses employed by local health agencies. As part of 
their role, these nurses also provide nursing education to student nurses under contract with local 
universities. The Metro-area Clinical Scholars has become an excellent resource to share ideas 
and glean valuable insight about student nursing experiences. Further, this group has become my 
biggest ally in furthering the inclusion of EH assessment into public health nursing practice. 
 
Results to Date 

With strong support from EH partners and the University of Northern Colorado (UNC), I 
was able to implement this in a rough form earlier than anticipated, although the curriculum 
continues to evolve based on feedback, continued growth, and education. Currently, this project 
will continue through the 2010 and 2011 academic years via a contract in place with UNC to 
provide clinical experiences to about four student nurses. The public health/community nursing 
clinical faculty at UNC has been incredibly supportive and helpful during the development of the 
project, and a new environmental health nursing module is included in the didactic portion of 
their public health/community nursing curriculum. 

While the scope of this project was focused on implementing a curriculum for student 
nurses at BCPH, a few side successes have sprouted as a result of networking and contagious 
enthusiasm around environmental health nursing. First, the School of Nursing at UNC is 
planning to submit a proposal to the Environmental Protection Agency (EPA) for a multi-year 
grant to incorporate environmental health into their nursing curriculum. Second, the Metro-area 
Clinical Scholars has decided to move forward with a partnership between the EPA Region 8 
Children’s Environmental Health Coordinator (Alicia Aalto) and the Rocky Mountain Pediatric 
Environmental Health Specialty Unit (PEHSU). This partnership developed as a result of a 
meeting I had with Alicia and staff from PEHSU. We developed a plan to identify the 
educational needs of student nurses, public health nurses, and academia through existing 
professional and informal nursing groups. The first phase began a few weeks ago with meeting at 
the EPA between key nursing leaders in the metro area, Alicia Aalto, the PEHSU outreach staff, 
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and me. While this process is in the early phases, there is now great interest across the state, and 
there is support from many local public health agency nursing directors to pursue large-scale 
education and training to infuse environmental health into current public health nursing in a 
“train-the-trainer” model across Colorado. Next week, a group of nursing leaders will meet at 
BCPH to outline the initial training for public health nurses, and we will discuss how best to 
develop and evaluation method to determine how this has impacted public health nursing impact. 
 
Lessons Learned About Leadership and About Myself 

About Myself: The act of recognizing and writing down strengths is a skill that I have 
lacked, and I struggle with acknowledging that any of the work I have done has resulted in some 
of the larger scale changes. However, I have learned that I do best when I “play to my strengths” 
while stretching beyond my usual role. By that, I mean that I do have strengths when it comes to 
creating excitement and communicating enthusiasm when I have an authentic drive from within. 
In the readings, the contemplation, the interview, and the process of this project, I see that my 
power and leadership come from authenticity and intention to serve that is in alignment with my 
own values and passion. 

I have also learned that I have an incredible number of blind spots! With my passion and 
enthusiasm, I face the very real risk of having clouded judgment, and I would benefit from 
having a mentor, coach, and peers that can hold up a mirror to reflect back what I need to see in 
myself or my plans or projects.  

About Leadership: I have learned that the best is yet to come as far as my learning curve 
and experience. As I practice concrete skills and work through old problems in newer ways, I 
find that the more I can lead as I live, the more authentic I feel and, therefore, do a better job all 
around. I look at my job with a set of eyes more congruent with what I feel in my heart, too. I 
think this entire process has given me permission to abandon the “do as I say” approach to 
leadership and find a middle ground that gets results but does so in a way that creates fun, 
excitement, and a sense of meaning. 



 

RIHEL Project Reports 2010/114 

Improvements to the Statewide Ammonia Emission Inventory in 
Support of Rocky Mountain National Park Initiative 

Curtis Taipale 
 
 
Background 

The Rocky Mountain National Park (RMNP) Initiative is a collaborative effort between 
the National Park Service (NPS), the Environmental Protection Agency (EPA) and the Air 
Division (Division) of the Colorado Department of Public Health and Environment with the goal 
of reducing nitrogen deposition in the Park. The Park is regarded as one of the crown jewels of 
the national park system and is recognized worldwide as a unique, high alpine, tundra ecosystem 
that spans the Continental Divide of the Rocky Mountains. Over two-thirds of the Park contains 
a fragile ecosystem comprised of shallow soils and granite bedrock that is extremely sensitive to 
the deposition of nitrogen. Extensive research, monitoring, and data collection on the east side of 
the Park has documented ecosystem changes involving the long-term accumulation of nitrogen 
(N) in surface waters, vegetation, and soils. Recent findings indicate that further accumulation of 
nitrogen will result in a shift from the extensive alpine tundra plant communities to more sedges 
and grasses. Essentially, the high-elevation alpine wildflowers that evolved under very low 
nitrogen conditions are now in peril of disappearing because the nitrogen deposition acts a 
fertilizer that favors a transition to species (such as grasses) that thrive under high nitrogen 
loadings. 

In 2007, in response to the documented adverse ecosystem impacts, the RMNP Initiative 
Agencies developed a Nitrogen Deposition Reduction Plan (NDRP), the first of its kind 
nationally, which establishes a critical load determination for nitrogen along with 25 year glide 
path for managing progress towards the resource goal. The first phase of the plan implements a 
variety of voluntary measures that are designed to achieve an interim nitrogen deposition target 
load by 2012. 

Monitoring data indicates two forms of nitrogen: nitrate (NO3
-) and ammonium (NH4

+), 
both equally contribute to deposition in the Park. Nitrate is formed from nitrogen oxides (NOx) 
emissions and ammonium is formed from ammonia (NH3) emissions. Sources of NOx are well 
documented and well inventoried; whereas, sources of NH3 are not well understood and poorly 
documented. 
 
Vision 

To reverse the nitrogen deposition trend and make progress towards the critical load that 
will help to restore the high-elevation alpine tundra ecosystem to a sustainable condition that 
preserves the extent and diversity of wildflowers in the Park. 
 
Goal 

To improve the ammonia emission inventory to better understand sources of ammonia 
that contribute to nitrogen deposition in the Park. Since half of the nitrogen deposition in the 
Park is associated with ammonia, this inventory improvement is necessary to gain a better 
understand of sources to ensure success in achieving the long-term goal. 
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Project Milestones and Timeline 
Until such time the Division can secure additional personnel to bolster NH3 emission 

inventory efforts, I am continuing to proceed with the review of all candidate source categories. 
Unfortunately, the time commitment for developing a complete NH3 emission inventory extends 
beyond the May 2010 RIHEL graduation date. Consequently, I will not have final results to 
present at the May graduation event. The following schedule provides the milestones and 
timeline: 

 
 Review additional candidate source categories for inclusion in NH3 inventory. 

 May 2010-September 2010. 
 Develop methodology for assessing NH3 emissions based on current research. 

 October 2010. 
 Calculate NH3 emissions based on most current readily available data. 

 January-February 2011. 
 Convert data sets to Arc GIS format for mapping. 

 February-March 2011. 
 Produce updated county-level NH3 emissions inventory. 

 March-April 2011. 
 
A full review of other source categories will proceed at a later date as additional time is 

available to allocate to this project. 
 
Resources for Success 

Allocation of sufficient work time to perform the tasks will be critical to completing the 
assigned tasks. Cooperation from representatives of the affected source categories is needed to 
properly characterize NH3 emissions. 
 
Project Risks 

Emission inventories undergo continuous improvements as the state of the science is 
refined and improved. Ammonia is a relatively new pollutant in the emission inventory context, 
so the work performed will likely need further improvement in the future as understanding of 
emissions and activity is better characterized. 
 
Project Communications and Leadership Lessons 

This project will necessitate coordination with several stakeholder groups including the 
NPS, EPA, Division staff, representatives of the agricultural industry including livestock and 
fertilizer, and the public. My outreach efforts will need to expand to other groups including 
publicly-owned treatment works (water treatment facilities), applicators of bio-solids, and 
sources using ammonia refrigeration. I will need to provide leadership in coordinating surveys 
and helping with reporting of data. Leadership must also be demonstrated when advocating for 
the acceptance of data/conclusions into common air quality planning and analysis practices. 

Results to Date: Currently, I am reviewing the technical literature to determine the 
appropriate source categories to include in the inventory effort. The Division is in the process of 
adding ammonia as a regular component to the statewide emission inventory program. Starting in 
2011, and future years ammonia emissions will be further refined as better methodologies are 
developed. 
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Improving Health Literacy as a Way to Address and Manage 
Chronic Illness within a Diverse Population That Receives 

Healthcare Services at Denver Health Medical Center 
Karen Valentine 

 
 
Background and Importance of the Project 

Denver Health, which is Colorado and Region 8’s largest safety-net healthcare system, is 
an essential healthcare provider and a major corporate contributor to the well-being of the state 
of Colorado. Denver Health is nationally recognized for its integrated healthcare system, which 
does a superior job of managing tax dollars and creating major efficiencies and cost savings. 
Denver Health contributes not only to personal, community, and public health but also 
contributes in significant ways to the economic health of the community, the healthcare industry, 
and the state. 

Each November, the Denver Health Board of Directors approves budgets for the 
upcoming year. Recently, the 2010 budget of $675 million was approved, and it was the largest 
budget approved in Denver Health’s history. Key components of the budget include:  

 
 Uncompensated care is projected to be $371 million in 2010, up from $360 million 

this year, which was an increase from $318 million in 2008. 
 Revenue equals $675,052,497, an increase of $36,219,442 over last year. Some of 

this new revenue is from the state’s new provider fee, which will help balance the 
$25 million budget cut from the state. 

 Expenses are $661,698,336, an increase of $38,592,180 over last year. 
 Total capital expense is $31,100,000; $384,438,077 of this expense was for 

personnel and is an increase of $23,647,345. 
 
Due to increasing healthcare costs, an increase in uncompensated care (those uninsured 

or underinsured), and the anticipation of healthcare reform, Denver Health is forced to work as a 
unified and focused team in order to continue providing integrated, efficient, high-quality 
healthcare. Finding unique and creative ways to provide high-quality healthcare in the most 
efficient and cost effective manner continues to pose challenges. 

One of the major areas to improve health outcomes and reduce costs that the Care 
Management program within Managed Care is looking at is health literacy. Our program is a 
free, voluntary program that utilizes health coaches to help members manage chronic disease(s) 
while focusing on behavioral change. Health coaches partner with members to provide 
education, information on community resources, and support in assisting with the challenges that 
often accompany complex medical conditions. Our goal is to promote health and wellness while 
utilizing healthcare in the most cost effective way possible. 

According to the American Medical Association, poor health literacy is “a stronger 
predictor of a person’s health than age, income, employment status, education level, and race” 
(Report on the Council of Scientific Affairs, Ad Hoc Committee on Health Literacy for the 
Council on Scientific Affairs, American Medical Association, JAMA, Feb 10, 1999). In the book 
Health Literacy: A Prescription to End Confusion, the Institute of Medicine reports that ninety 
million people in the United States, which is nearly half the population, have difficulty 



 

RIHEL Project Reports 2010/117 

understanding and using health information. As a result, patients often take medicines on erratic 
schedules, miss follow-up appointments, and do not understand basic instructions (e.g., “take on 
an empty stomach”). 

Health literacy, as defined by Healthy People 2010, is “the degree to which individuals 
have the capacity to obtain, process, and understand basic health information and services 
needed to make appropriate health decisions.” Low literacy has been linked to poor health 
outcomes such as higher rates of hospitalization and less frequent use of preventative services. 
Both of these outcomes are associated with higher healthcare costs.  
 
According to the National Adult Literacy Survey (NALS): 
 

 Sixty-six percent of adults in the U.S. age sixty or over have inadequate or marginal 
literacy skills. 

 Fifty percent of those receiving welfare/public benefits read below a fifth grade 
level. 

 Fifty percent of Hispanic Americans and forty percent of African Americans have 
reading problems. 

 Inadequate literacy was an independent risk factor for hospital admissions among 
3,260 elderly managed care enrollees. 

 Seventy-five percent of Americans who reported having a long-term illness (six 
months or more) had limited literacy. This may mean they know less about their 
conditions or how to handle symptoms. 

 Emergency room patients with inadequate literacy are twice as likely to be 
hospitalized as those with adequate literacy, even after adjusting for self-reported 
health, health insurance, and socioeconomic characteristics. 

 
The populations most likely to experience low health literacy are older adults, racial and 

ethnic minorities, people with less than a high school degree or GED certificate, people with low 
income levels, non-native speakers of English, and people with compromised health status. 
Education, language, culture, access to resources, and age are all factors that affect a person’s 
health literacy skills.  
 
Vision 

To improve the health literacy of the population served by Denver Health as a way to 
increase knowledge and understanding of health-related topics while improving health outcomes 
while reducing expenditures. As well, increase provider understanding of health literacy and 
provide strategies and tools for them to implement in the delivery of healthcare.  
 
Specific Goal 

Create a variety of opportunities for patients and providers to address basic literacy skills 
and health literacy, including a monthly Health Education Series, support groups, group visits, 
and a Web-based site with provider information and resources.  
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Project Milestones/Timeline 
 Stage 1: Review patient education materials currently used throughout the Denver 

Health hospital system. Identify other resources already in place that provide 
opportunities for health education so as to not duplicate efforts and possibly 
collaborate.  
 Timeline: August 2009. 

 Stage 2: Identify potential opportunities to incorporate health education for patients 
and providers, including support groups, Health and Wellness Education Series, 
Web-based resources (www.mydenverhealthmedicalplan.com), and an internal 
intranet site for staff. 
 Timeline: August-September 2009 and ongoing. 

 Stage 3: Develop marketing plan to disseminate information about health literacy 
and opportunities to increase knowledge and awareness (new Medicare/Medicaid 
orientations, provider staff meetings, Pulse, Provider Newsletter, and Web site). 
 Timeline: September 2009 and ongoing. 

 Stage 4: Implement diabetes support groups, monthly Health and Wellness 
Education Series, and group visits. Begin to identify/create opportunities for 
healthcare providers.  
 Timeline: October 2009 and ongoing. 

 Stage 5: Ongoing gathering of information and resources to improve health literacy 
to better understand its impact on the delivery of healthcare services, including the 
following: attendance at The Academy for Older Adults Wellness Conference, 
collaborate on the creation of mydenverhealth Web site, a Denver Health Web site 
for providers, and provider/member newsletters. 
 Timeline: January 2010-ongoing.  

 
Resources for Success 

Most of the resources needed to successfully improve health literacy at Denver Health 
already exist and are available for use; although we will utilize Denver Public Health staff, 
community resources, and ongoing educational opportunities as additional sources of 
information. A large number of Denver Health professionals and healthcare staff are willing to 
provide their time and expertise in the collaboration of ideas and projects, presentation of topics, 
creation of materials, and dissemination of materials around campus. Of course, we will utilize 
existing resources, materials, and information in the management of illness available from 
organizations like the Academy for Older Adult Wellness book, Living a Healthy Life with 
Chronic Conditions; the American College of Physicians Foundation’s materials, “Living with 
Diabetes: An Everyday Guide for You and Your Family”; and the Institute for Healthcare 
Advancement’s book, What to Do for Senior Health.  
 
Project Risks 

Identifying only a few areas to focus on and improve will help keep this large 
undertaking manageable. There are so many opportunities to improve health literacy, particularly 
in a system as large as Denver Health, so it could be overwhelming. Staying focused and realistic 
will be necessary.  

Other risks may include getting administration and healthcare provider buy-in and 
interest in the effort to improve health literacy as an approach to addressing issues such as 
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healthcare costs, access, and effective and appropriate use of hospital resources. Measuring 
health literacy may be difficult to do, and without hard data, it could be difficult to justify 
ongoing efforts to continue with these interventions and projects. Also, it will take time in order 
to see the impact of improving health literacy in the bottom dollar and overall costs of 
healthcare.  
 
Project Communications and Leadership Lessons 

Initially, the efforts to improve health literacy will involve a small team in which I 
supervise and provide clinical oversight. Many of the Care Management Program staff is already 
involved in efforts to provide education to patients and providers about health literacy with the 
goal of increasing patient understanding of disease, the management of disease, and other related 
topics. We communicate as needed through face-to-face interactions, telephone, e-mail, and 
weekly team meetings. As an effort to reach out to the larger Denver Health community, we 
provide presentations to hospital and clinic staff on this topic as well as inform them on the 
opportunities available and how to access such resources. We continue to communicate via our 
internal intranet site and have many shared documents in a centralized location.  

Efforts to address health literacy also occur in collaboration with staff at Denver Public 
Health. Concurrently, they offer hospital-wide activities to improve health and wellness, such as 
yoga, health fairs, and other community events. We also partner with the dietary department that 
provides nutrition information and activities, such as cooking classes and demonstrations. 
Additionally, the social work department serves as a resource for identifying patients who need 
additional information in the management of illness. Communication with these folks also occurs 
through telephone, e-mail, and face-to-face interaction.  
 
Results to Date 

Beginning in November 2009, a monthly Health and Wellness Education Series was 
started and had an average attendance of 12-15 people per month. Topics included: 

 
 Advance Care Planning 
 Living with Diabetes: Self-Management Strategies 
 A Mind/Body Approach to Health Management 
 Sleep Hygiene: The Healthy Habits of Good Sleep 
 Medical Home: How to Get the Most out of Your Doctor Visits 
 Healthy Eating: Making it a Lifestyle Change 
 Stress Management 
 Fit for Life: How to Make Physical Activity a Part of your Life 

 
In January 2010, the Care Management Program staff will be a part of group visits at one 

of our community-based health clinic sites. Group visits will be co-facilitated by a physician 
assistant and health coach. 

As of May 2010, the www.denverhealthmedicalplan.com Web site was up and running 
and available to providers to obtain more information about the Care Management Program and 
services provided. This centralized site for information will serve as an ongoing resource.  
Quarterly article submission occurs for the Denver Health Provider and Member Newsletters on 
topics related to the management of illness.  
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Beginning in August 2010, staff attended training and will be implementing a four-week 
group meeting focused on diabetes education using Conversation Maps®. Merck, in 
collaboration with the American Diabetes Association and Healthy Interactions, created an 
interactive set of conversation tools intended to engage small groups of people with diabetes in 
an open and engaging discussion about their diabetes. Maps take diabetes education further than 
the traditional models of teaching and are a valuable way for adults to learn and ultimately 
change their behaviors to become better self-managers of their diabetes. 

Beginning in August 2010, staff will implement the Healthier Living Colorado™ six-
week Self-Management Workshop to patients in community health clinics. The Chronic Disease 
Self-Management Program is a preventative evidence-based program developed at Stanford 
University.  
 
Update (August 2011) 
 

As a result of the increasing need to examine and address health literacy in efforts to 
improve health outcomes and outreach, the Health Literacy Committee was established at 
Managed Care in October 2010. The Committee is comprised of a representative from every area 
within Denver Health Managed Care, including Finance and Claims, Compliance, Enrollment 
Services, Information Services (IS), Marketing, Member Services, Provider Relations and 
Medical Management (including Quality Improvement, Case Management, Pharmacy, and Care 
Management). The Committee established an Action Plan that provides structure and purpose to 
the efforts of the group. All Committee efforts have distinct purpose and measurements for 
outcome and success. The Action Plan consists of the following five priorities: 
 

 Improve the usability of health information. 
 Advocate for a plain language culture within managed care. 
 Use communication strategically to improve health literacy; that is, are we speaking 

clearly and listening carefully? 
 Design health literacy improvements within managed care that enhance access to 

health services. 
 Establish accountability. 

 
As of this date, the Health Literacy Committee has been able to accomplish a few 

objectives, and we are beginning to measure the impact of our efforts. Those include:  
 

 The 2011 Denver Health Adult Medicaid CAHPS results.   
 The PlanHealth AskMe3, a recent member mailing campaign to introduce members 

to the concept. It’s an evidenced-based approach improving communication with 
care providers.    

 The 2011 Readability Log for new documents—all proposed member materials 
follow the new process and show intent to reduce the reading level to be more 
consistent with our population. 

 The CHOICE_MBR808, a new policy and procedure detailing a process for 
readability of member materials.  
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Hepatitis C Care and Treatment for Colorado’s Refugees 
Candace Vonderwahl 

 
 
Background 

Hepatitis C is caused by the hepatitis C virus (HCV). There were an estimated 19,000 
new infections in 2006, and an estimated 3.2 million people currently living with chronic HCV 
infection in the United States (U.S.). The primary route of transmission for HCV includes 
contact with blood of an infected person through sharing of contaminated needles, syringes, or 
other injection drug equipment. Less common routes include sexual contact with an infected 
person, birth to an infected mother, and needle-stick or other sharp instrument injury. Persons at 
risk include: 

 Current/former injection drug users. 
 Recipient of clotting factor prior to 1987. 
 Recipients of blood transfusions/donated organs before 1992. 
 Long-term hemodialysis patients. 
 Persons with known exposures to HCV. 
 HIV-infected persons. 
 Children born to infected mothers. 

 
Testing is recommended for: 

 Current or former injection drug users. 
 Recipients of clotting factor prior to 1987. 
 Recipients of blood transfusion/donated organs before 1992. 
 Long-term hemodialysis patients. 
 Persons with known exposure to HCV. 
 HIV-infected persons. 
 Children born to infected mothers. 
 Patients with signs of liver disease. 
 Blood, plasma, organs, tissues, or semen donors. 

 
In the U.S., up to 85 percent of acutely (newly) infected persons develop chronic 

infection and up to 20 percent of acutely infected persons clear the HCV.  
Beginning July 2009, The Lowry Refugee Clinic (LRC) began hepatitis C testing for all 

new refugees > to age eighteen. Refugees meeting criteria are tested for hepatitis C on their first 
screening visit at LRC. Currently, if those results are positive, they are offered HCV counseling 
and a primary care referral for additional diagnostic blood testing. In December 2009, another 
refugee clinic, Colorado Asian Health Education and Promotion (CAHEP), was opened and has 
begun testing for HCV as well—criteria for testing are the same.  
 
Importance 

Although there are limited mechanisms (viral hepatitis surveillance) in place in the U.S., 
there are still various state surveillance programs that report chronic hepatitis C data to the 
Centers for Disease Control (CDC). This data helps to estimate and calculate past and present 
HCV infections in the U.S. Many of the countries where LRC and CAHEP refugees are coming 
from do not have viral hepatitis surveillance data or the ability to calculate HCV infections. 
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Additionally, many of these refugees have come from countries where blood products, organs, 
tissues, etc., have not been screened for blood-borne infections, and mothers have not been HCV 
tested. That said, many of these refugees may have been exposed to HCV during their lifetime 
but are unaware of the exposure or their HCV status. By the time the LRC/CAHEP screens them 
for HCV (with positive results) they may have significant liver damage due to the fact that they 
may have been infected for many years.  

Treatment for HCV is common in the U.S. and is started if the HCV infected patient 
meets specific criteria. Patients need to have liver function tests performed, genotyping, and 
possibly a liver biopsy or CAT scan of the liver. If patients are recommended treatment, duration 
of treatment depends on specific genotype and subtype results. Many of these patients may have 
a genotype/subtype that is easier to treat than the genotype 1 we see primarily in the U.S. 
Treatment duration may last anywhere from 24-48 weeks. 

I believe it is important to refer HCV infected refugees to physicians that can help 
determine whether or not they are a candidate for treatment, etc. All LRC and CAHEP refugees 
are given a Medicaid card upon screening that is good for eight months. Once the eight-month 
period is up, they may apply for another Medicaid card. Many, many times I have seen refugees 
get lost in the system. I don’t want to continue to see that happen with refugees that are infected 
with HCV or any other viral hepatitis. 
 
Mission 

To ensure that all HCV positive refugee patients presenting to the LRC or CAHEP are 
referred to medical facilities that accept Medicaid for follow-up care and possible treatment for 
HCV.  
 
Project Timeline 

 Stage 1: By January 31, 2010, meet with staff at LRC and CHEP to discuss project 
and feasibility. (Completed) 

 Stage 2: Meet with Denver Health and Hospital (DHH)/USHSC to discuss project, 
Medicaid criteria, protocol, and feasibility. (Completed)  

 Stage 3: By February, 28, 2010, develop protocol for referral. (Deferred to refugee 
staff at their request.) 

 Stage 4: By March 15, 2010, identify all positive HCV refugees. (Completed) 
 Stage 5: By March 31, 2010, meet with metro-area case managers regarding HCV 

treatment project. (In Process) 
 Stage 6: Begin “pilot” project. (Underway) 
 Stage 7: Ongoing project. 

 
Personnel 

Candace Vonderwahl: Project Director 
Collette Schantz, Leslie Douglass, Sue Franta: Refugee Clinic(s) Contacts 
UCHSC Hepatology Clinic: Established 
DHH Hepatology: Established 

 
Risks and Risks Analysis 

It may be difficult to get buy-in from case managers and DHH/UCHSC MDs. Alternative 
MD can be contacted if unable to find care through DHH/UCHSC. It may be necessary to work 
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with one of the metro-area’s “language lines” to provide referrals to patients if case managers are 
unsuccessful. 
 
Communication 

Meetings, e-mail, and phone conferences. 
 
Lessons Learned about Leadership and Myself 

About Leadership: When I started RIHEL, I truly felt that anyone could be a leader and 
that there are those lucky few who seemed to be born with leadership skills. As this year has 
progressed, I clearly see that leadership is really, really hard. While there are people who seem to 
lead naturally, they work extremely hard at it. They lead by example, they work within a team, 
they are committed to their goal, they are honest, they are true to themselves, and, most of all, 
they are genuine. I see various levels of leadership all around me. I see leadership styles that 
work well and those that don’t. I am working hard to utilize the leadership skills I see every day 
and those I have learned in this class.  

About Myself: Leadership is an ongoing and ever changing process and I have made it a 
priority to continue this learning process and do my best to be an effective leader. I have learned 
that I have a long way to go to becoming a successful leader, but that I have also come a long 
way. I am proud of the work I have put forth in the process, but also recognize the work I must 
do, and continue to do, in the future. This has been a wonderful experience and I have met many 
amazing people along my journey. I feel truly honored to be a graduate of this program. It has 
changed me forever. 
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The Resiliency Project  
Jesse Weaver 

 
 
Importance 

The current allocation structure for preparedness funding in the United States focuses 
dollars on programs that are incapable of supporting the public during a catastrophic emergency. 
It is not feasible to increase the capacity of response agencies and government organizations to a 
level that would allow them to provide support to their service jurisdiction in such an event. Only 
through increasing the resiliency of individuals and the capacity of communities can we establish 
a national infrastructure that can effectively absorb and recover from the effects of a catastrophic 
emergency. Government organizations are not structured or positioned to effectively complete 
this task. However, given funding, community-based non-profit organizations can provide a 
robust, well-positioned network to drastically increase community and individual resiliency and, 
thus, national preparedness. Currently, federal preparedness funds are not readily available for 
community-based non-profits.  
 
Background 

The United States funnels billions of dollars into national preparedness annually. These 
funds flow to state and local government agencies. Funding focuses on programs to train 
responders, purchase equipment, and exercise response scenarios, all predicated on thinking that 
a robust governmental response infrastructure can support the public during a catastrophic 
emergency. Unfortunately, very little in the historic record indicates that this approach is 
sustainable or effective in a catastrophic event—Hurricane Katrina being the most recent 
example. 

The national population continues to grow substantially while the number of responders 
does not, with ratios averaging 300 to 1. The percentage of the population with chronic diseases 
continues upward exponentially. Individuals with chronic diseases are far more likely to need 
substantial direct support from responders in an emergency. The need for food and water stays 
constant in an emergency but the delivery of these staples becomes increasingly reliant on fragile 
transport chains and mechanical delivery systems. No feasible level of training or funding can 
prepare response agencies to meet the level of need during a catastrophic emergency, and when 
response agencies fail, it falls to the individual and the community to fill the gap. Meanwhile, the 
skills for resiliency and the capacities inherent in community are quickly being forgotten.  
 
Mission 

Establish a mechanism to access federal preparedness funding and distribute it to 
community-based non-profit organizations to further individual resiliency, community capacity, 
and national preparedness. 
 
Project Timeline 

 Stage 1: Present project to the Colorado Department of Public Health and 
Environment (CDPHE) to establish feasibility and best course of action. 
 Timeline: Initial contact to be completed by January 2010. (Completed) 
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 Stage 2: Meet with individuals conducting work applicable to the Resiliency 
Project; meeting goals are informational as well as forging partnerships. (The 
following list still in development.) 
 CDPHE Distribution and Billing Issues 

 Rachel Coles, CDPHE 
 Lyle Moore, CDPHE 
 Chris Lindley, CDPHE 
 Natalya Verscheure, CDPHE 

 Chronic Disease Prevention 
 Corina Lindley, Kaiser Permanente 
 Leslie Levine, LiveWell Colorado 

 Community Food Initiatives 
 Denver Eats 
 Local Farm Collectives 
 Denver Urban Gardens (Community Gardens) 

 Timeline: End of January 2010. 
 Stage 3: Identify fiscal agent or establish non-profit to act as fiscal agent. Complete 

project proposal (fiscal structure and fiscal agency approach) to be presented to 
CDPHE. 
 Timeline: February-April 2010. 

 Stage 4: Identify individuals to serve on granting approval board (many will come 
from stage 2 meetings). 
 Timeline: May 2010. 

 Stage 5: Release micro-grant request for proposal. Begin to approach additional 
funders (corporate, foundation, etc.). 
 Timeline: June 2010. 

 Stage 6: Review grant applications and distribute funds. 
 Timeline: End of August 2010. 

 Stage 7: Continue to identify funders and begin evaluation of funding projects 
 Timeline: Ongoing. 

 
Resources to Successfully Complete the Project 

Personnel Resources 
 Project Manager (initiation): Jesse Weaver. 
 Grant Review Board: 5 members from varying organizations in Denver area. 
 Fiscal Agent: Organization to act as fiscal agent. 
 Project Manager (future)? 
 CDPHE Support: Fiscal (billing) support.  

 
Financial Resources 
 Sufficient funding to provide micro-grants and pay a full- or part-time employee to 

act as project manager to sustain the project. The main resource restraint for this 
project is funding. Without funding the project will be unable to proceed. 
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Risks and Analysis of Those Risks 
The biggest risk to this project is that the state funding hurtles will be too great to 

overcome in a way that makes the project feasible. In this case, alternate funding sources could 
be explored or the project goals may be revised to work within the restraints.  
 
Communication System Among Those Involved in the Project 

Live meetings (especially initially), e-mail, and phone. 
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Social Justice and Environmental Collegiate Tobacco Marketing 
Campaign 

Julie Weissbuch 
 
 
Background and Importance 

The National College Health Assessment (NCHA) data from the fall of 2007 states that 
19 percent of college students smoked within the last 30 days. NCHA data also reports 4 percent 
of college students use smokeless tobacco (ACHA, 2008). Colorado’s college students are 
comparable with the national average; the 2008 Colorado Tobacco Use and Attitudes Survey 
(TUAS) data states that 24 percent of respondents currently use tobacco (19 percent of 
respondents are smokers). 

Colorado’s TUAS provides in-depth information about the behaviors of Colorado college 
students, allowing us to more directly approach the specific tobacco control needs unique to each 
Colorado campus. According to the TUAS, 14 percent of current Colorado collegiate smokers 
stated that they began smoking in college. Interestingly, of those who use tobacco, 40 percent use 
more now that they are in college, and 32 percent use the same amount of tobacco as they did 
before entering college. Collegiate young adults are educated about tobacco, its effects on health, 
and the effects of secondhand smoke. Ninety-two percent of all TUAS respondents (93 percent 
of tobacco users and 92 percent of non-tobacco users) believe that tobacco use has harmful 
health effects and 89 percent of all respondents (83 percent of tobacco users and 90 percent of 
non-tobacco users) believe that secondhand smoke is harmful to other people. Colorado college 
students are educated about tobacco, yet they continue to use tobacco, start to smoke, or increase 
the amount they smoke while in college. This indicates that knowledge does not necessarily 
equal low-use rates. 

College students have heard from a very young age that “tobacco is bad,” “tobacco isn’t 
healthy,” and “don’t use tobacco.” Unfortunately, as stated above, those messages have not 
worked. I want to engage college students in tobacco control work with different and innovative 
messaging. I would like to develop a marketing campaign surrounding tobacco issues and social 
justice and environment. 
 
Vision 

To engage college students in tobacco control work and lower tobacco usage rates among 
college students. 
 
Goal 

To implement a marketing campaign that is innovative and looks at tobacco in terms of 
social justice and environment.   
 
Project Timeline 

 May 2009: Develop vision for the project. 
 June 2009: Gain state approval for the project. 
 August 2009: Contract with marketing firm for the project. 
 September 2009-March 2010: Craft the message and image. 
 April 2010-June 2010: Develop Web site and print materials. 
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 August 2010: Provide training for campuses on the campaign. 
 August-September 2010: Disseminate first message to campuses. 
 October 2010: Evaluate campaign thus far developed. 
 November-December 2010: Disseminate second message to campuses. 
 January-February 2011: Disseminate third message to campuses. 
 April-May 2011: Disseminate fourth message. 
 March 2011: Evaluate campaign that was delivered to student bodies. 

 
There were some larger issues that needed to be addressed during the 2009-2010 

academic year (primarily funding), so this project got pushed to the back burner for a while. At 
this point, we are able to pick up the project and move it forward to a fall 2010 launch date. 
 
Resources Required to Successfully Complete The Project 

The primary resource needed is funding to develop and distribute campaign materials. 
Our funder, the State Tobacco Education and Prevention Program, approved this expenditure at 
the end of the last fiscal year. Just as necessary for this project is campus participation. If the 
campuses don’t buy into the message, the campaign will not be distributed. Finally, collaboration 
between our marketing company and our organization is essential. 
 
Risks and Analysis of Those Risks 

Project Risks: It is a risk for the organization to take on a campaign that is different from 
anything they have ever done before. They may fear for their reputation if the project is not a 
success. It is also a similar risk to the funding agency to be affiliated with the project. 

Personal Risks: This is the first time at this organization that I have pushed hard for a 
project. It is different from anything the organization has ever done before. I have gotten 
permission to move forward with the project. But if it is not a success or I can’t show good 
evaluation results, then I risk the organization not trusting me to take on another big project.  
 
Results to Date (May 2010) 

As mentioned above, the project has been put on hold much of this academic year for 
reasons beyond anyone’s control. To this point, the concepts and messages have been developed 
and approved by my organization and our funding organization. Meetings have started in regard 
to Web site development. Numbers of posters, educational materials, and incentives have been 
decided. The messages were introduced to our campuses with a great response. 
 
Lessons Learned About Leadership and About Myself 

About Leadership: I think the biggest lesson learned is that even good, innovative 
projects get put on hold when more important things come along. I have also learned that even 
after getting approval to move forward on a project there still can be many “hoops to jump 
through” to keep the project moving forward. Leadership doesn’t end at getting approval for the 
project. Leadership is needed all the way through the project to ensure its success.  

About Myself: That even in tough times, such as budget cuts, there are still some projects 
that excite me and make me want to come to work in the morning. This is one of those projects. 
This was a hard project to get approval for and I have learned the value of persistence and 
organization in getting that approval. 
 


