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Vision
Public Health Nurses at Tri-County Health Department strive for
continued excellence in public health service and leadership within
our diverse and dynamic communities.

It is with great excitement that I share with you the 2014 Nursing Division Annual Report. These program
summaries for 2014 showcase all of the innovative work that the public health nursing programs and its
partners have accomplished. As the needs of our communities continue to change, we work to find new
and creative solutions to the multitude of public health problems facing the citizens of Adams, Arapahoe
and Douglas Counties.
In addition to programmatic work, 2014 brought number of unique opportunities and challenges for the
division. As our communities continue to move forward with changes related to the implementation of the
Affordable Care Act services provided by our program have adjusted to changing demand. There have
been many changes in the way we communicate with the populations we serve and the division has been
an active participant in agency efforts to develop a social media presence.
The division and the agency receive a great deal of financial and collaborative support from many
governmental and community partners. These partners and their commitment to Tri-County Health
Department are critical to the success of our programs and to the overall health of this community.
Our public health nursing staff continues to inspire me with their leadership and ingenuity in addressing
the needs of our community, especially in this changing landscape of public health. I’d like to thank them
for all the work that they do.

Jeanne North, MS, RN
Director of Nursing
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IMMUNIZATION PROGRAM
TCHD provides immunizations to clients of all ages. Immunizations protect clients from vaccinepreventable diseases. Immunization services are available in the Aurora, Castle Rock, Englewood, Lone
Tree and Northglenn offices, and are also provided at various community locations. Immunizations are
offered in both appointment and walk-in clinics. A Saturday clinic is available each month to help
increase access to immunization services. In addition to administering immunizations, program staff
identify and contact the families of children 0-36 months of age who are not fully immunized using phone
calls and post cards to encourage families to come in for needed immunizations. For uninsured or
underinsured children and adults, TCHD charges an administration fee of $21 per immunization that is
waived for families who are unable to pay. For clients classified as living in “other counties”, it is a
requirement of the grant to see all clients coming for services. Partial fees are accepted. The TCHD
Immunization Program has a variety of funding sources, including grants from CDPHE, client fees,
Medicaid reimbursement and the TCHD general fund.
Immunization Program 2014 Highlights
The total number of immunizations given in 2014 in the immunization clinics was 25,166 to a total
of 9,091 clients (Tables 1,3).
 The largest percentage (40%) of clients TCHD served was Hispanic (Table 4).


Table 1. Total Number of Immunizations Given in Immunization Clinics to Children and Adults,
TCHD, 2010-2014ª
2010

2011

2012

2013

2014

Children <18 years

41,960

31,958

26,422

22,753

19,422

Adults >18 years

12,543

8,733

7,033

6,016

5,744

Total Immunizations

54,503

40,691

33,455

28,769

25,166

Data Source: Insight, PCMS
ªDoes not include vaccines given in International Travel Clinic

Table 2. Age of Immunization Clients, TCHD, 2010-2014
2010

2011

2012

2013

2014

Children <18 years

13,061 (58%)

5,782 (39%)

7,256 (59%)

6,717 (65%)

5,791 (64%)

Adult >18 years

9,319 (42%)

9,148 (61%)

4,985 (41%)

3,694 (35%)

3,300 (36%)

14,930 (100%)

12,241 (100%)

10,411 (100%)

9,091 (100%)

22,380 (100%)
Total
Data Source: Insight, PCMS
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Table 3. Immunization Clients By County of Residence, TCHD, 2010-2014
2010

2011

2012

2013

2014

Adams

6,868 (31%)

4,467 (30%)

3,547 (29%)

3,041 (29%)

2,564 (28%)

Arapahoe

9,573 (43%)

6,431 (43%)

5,172 (42%)

4,538 (44%)

3,828 (42%)

Douglas

1,925 (8%)

1,411 (9%)

1,259 (10%)

768 (7%)

685 (8%)

Other

4,014 (18%)

2,621 (18%)

2,263 (19%)

2,064 (20%)

2,014 (22%)

Total

22,380 (100%)

14,930 (100%)

12,241 (100%)

10,411 (100%)

9,091 (100%)

Data Source: Insight, PCMS

Table 4. Immunization Clients by Race/Ethnicity, TCHD, 2010-2014
2010

2011

2012

2013

2014

White, Non-Hispanic

7,852 (35%)

5,497 (37%)

4,759 (39%)

3,362 (32%)

2,602 (29%)

Hispanic, all races

9,828 (44%)

6,284 (42%)

4,972 (41%)

4,185 (40%)

3,651 (40%)

African-American

1,527 (7%)

1,389 (9%)

1,045 (9%)

1,006 (10%)

1,089 (12%)

Other Race/Ethnicity

3,173 (14%)

1,760 (12%)

1,465 (12%)

1,858 (18%)

1,749 (19%)

Total

22,380 (100%)

14,930 (100%)

12,241 (100%)

10,411 (100%)

9,091 (100%)

Date Source: Insight, PCMS

6

CHILD CARE IMMUNIZATION AUDIT PROGRAM
The Child Care Immunization Audit Program is an interdisciplinary program created at Tri-County Health
Department with Nursing and Environmental Health (EH) inspection (proper sanitization, hand washing
and safe food preparation) Nurses assess the immunization records of children aged 0-4 years attending
child care in Adams, Arapahoe and Douglas Counties that meet the EH criteria for an on-site inspection
(Proper sanitization, hand washing and safe food preparation) Nurses work with the centers to set
standards that include 95% of children having immunization certificates on file. In addition, each center
must meet a standard of 85%children having documentation that shows that they are up-to-date (UTD) for
age-appropriate immunizations. Centers must meet both standards to receive an approval letter for their
health and safety inspection. The program is funded by inspection fees paid by the child care centers.
Table 1. Number of Centers, Children Assessed, and Centers Requiring Repeat Visits, Child Care
Immunization Audit Program, TCHD, 2010-2014

Number of centers assessed
Number of children impacted
Number of centers needing > 1 visit to meet
standard
Number of Children with signed exemptions
on file for one or more vaccines

2010

2011

2012

2013

2014

193

197

204

179

185

12,295

12,989

13,332

12,372

13,692

68

*

65

69

81

N/A

176

195

211

284

Data Source: TCHD, DHD system

Immunization Audit Program 2014 Highlights
A total of 185 child care centers were assessed (Table 1) that met criteria for an on-site inspection by
environmental health.
 In 2014, 55 centers reported they have a staff immunization policy.
 A total of 80 children were immunized after notification by a TCHD RN that immunizations were
needed.
 Providing access information and encouraging the use of the Colorado Immunization Information
System (CIIS) has helped centers achieve the program standard of 85% up-to-date records on file. In
2014, 22 child care centers reported using CIIS to access immunization records and 449 up-to-date
immunization records were found by accessing CIIS.
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TCHD CALL CENTER
The TCHD Call Center is staffed by the TCHD Immunization Program, but covers a variety of programs
within the Nursing Division. The call center allows clients to call one phone number, wait in a call queue
rather than leave a message, and get information or make an appointment for Immunizations, Family
Planning, PEAK and Presumptive Eligibility for both pregnant women and children. Staff are highly
trained to understand the guidelines and procedures of each program. The call center makes appointments
for these programs at all TCHD locations, so that program staff can concentrate on client services. The
call center staff answers a wide variety of questions and provides referral options for services TCHD does
not provide. For clients who are non-English, non-Spanish speaking, Language line Services are used.
Primarily the other languages requiring assistance from the Language Line is Vietnamese, Russian and
Arabic. The call center received a total of 35,358 calls in 2014.

Data Source: Internal Program Data

REFUGEE SERVICES
Refugees are people who have fled their home country due to persecution involving race, religion,
national origin, or political beliefs. They become refugees when they cross borders to seek safety in
another country. Those whose life, liberty, safety, health, or human rights are at risk in the country where
they sought refuge, may be considered for resettlements in a 3rd country. The United States accepts
76,000 refugees each year, approximately 2,600 of these refugees arrive in Colorado each year.
TCHD has provided vaccination services to Refugee clients for many years. In early 2013, TCHD
become a designated Civil Surgeon, specifically for completion of form I-693, Report of Medical
Examination and Vaccination Record. A completed I-693, along with the green card application, is a
requirement for Refugees to become permanent US citizens.
Refugees entering the United States have many obstacles to overcome, including language barriers and
financial hardships. The Immunization Program at TCHD provides culturally sensitive services with these
challenges in mind. TCHD uses the AT&T language line for translation services, provides I-693 form
completion, and administers State Funded or Medicaid reimbursed vaccines when possible. The
Immunization Program staff at TCHD are committed to providing compassionate care to this unique
population.
Refugee Services 2014 Highlights
In 2014, 1,064 I-693 forms were completed.
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INTERNATIONAL TRAVEL CLINIC
The International Travel Clinic (ITC) provides services for clients planning a trip outside of the country,
including those who travel for vacation, business, missions and international aid. Clients meet with a
nurse to receive health and safety information specific to the client’s destination country, and then are
offered recommended immunizations and medications for malaria if needed. Funding for this program
comes from client fees.
Due to an increasing number of International Travel Clinic Opportunities in the Tri-County area, effective
March 1, 2015, Tri-County Health Department will no longer offer International Travel Clinic
consultations, vaccinations or prescriptions for travel related medications. The Immunization Program
will continue to offer routine immunizations for adults.
International Travel Clinic 2014 Highlights
The majority (43%) of international travel clinic clients resided in Douglas County (Table 2).
TCHD gave clients a total of 870 prescriptions for anti-malarial medication.




Table 1. Total Number of ITC Immunizations, Clients, and Total Clinics, TCHD, 2010-2014
Immunizations

2010
5,927

2011
4,991

2012
5,163

2013
4,581

2014
3,658

Unduplicated Clients

3,038

2,402

2,566

2,446

2,086

257

258

259

256

274

Total Clinics

Data Source: TCHD, Internal Program Data

Table 2. ITC Clients by County of Residence, TCHD, 2010-2014
2010
252 (8%)

2011
213 (9%)

2012
262 (10%)

2013
230 (9%)

2014
193 (9%)

Arapahoe

1,060 (35%)

794 (33%)

784 (30%)

770 (31%)

642 (31%)

Douglas

1,335 (44%)

978 (41%)

1,062 (42%)

1,049 (43%)

902 (43%)

Other

391 (13%)

417 (17%)

458 (18%)

397 (16%)

349 (17%)

Total

3,038 (100%)

2,402 (100%)

2,566 (100%)

2,446 (100%)

2,086 (100%)

Adams

Data Source: TCHD Internal Program Data
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CARDIOVASCULAR DISEASE AND CANCER
SCREENING AND PREVENTION PROGRAM
The Peak Wellness Program was developed on the evidence-based Wise Woman model developed by the
Centers for Disease Control and Prevention. The Peak Wellness program provides breast and cervical
cancer screenings and cardiovascular disease (CVD) screenings at no cost to women age 40 to 64 who are
uninsured or under-insured, have income at or below 250% of the federal poverty level, reside in
Colorado and have documentation to prove lawful presence in the United States. This program strives to
promote and improve the health of the target population through an integrated and comprehensive
approach to cancer and CVD screening. This includes guided lifestyle interventions that directly target
reducing primary risk factors associated with cancer and CVD. Annual screening exams consist of clinical
breast exams, mammograms, pap smears, pelvic exams and screenings for blood pressure, body mass
index, cholesterol, and blood glucose. The program provides nurse case management services for followup on cervical and/or breast abnormalities which may include diagnostic mammograms, ultrasounds,
biopsies, breast surgeries and entry into cancer treatment. Nurse case managers provide clients with risk
reduction counseling related to CVD risk factors and make a medical referrals to primary care facilities
for clients with elevated values. A registered dietitian and health educator provide lifestyle interventions
for participants which include one-on-one counseling, individualized goal setting, follow-up phone calls,
tailored letters and quarterly newsletters.
The Cancer Screening Program is funded through the Women’s Wellness Connection (WWC) program
administered through CDPHE. Women who do not meet WWC eligibility criteria can receive breast
cancer screening services with supplemental funding provided by the Susan G. Komen Breast Cancer
Foundation Denver Metropolitan Affiliate. Funding for CVD screening is provided by the Cancer,
Cardiovascular Disease and Pulmonary Disease grants program administered through CDPHE. For clients
classified as living in “other counties”, it is a requirement of the grant to see all coming for services.
Peak Wellness 2014 Highlights
The Peak Wellness program staff offered assistance for patients with the Affordable Care Act
implementation by providing education, navigation and resources for enrollment into health insurance
and Medicaid.
 The Peak Wellness program staff also provided case management services to provide linkage to care
for additional health issues such as finding a medical home and mental health care needs.
 The Peak Wellness program provided 6 cooking classes in coordination with Share Our Strength's
Cooking Matters and successfully graduated 66 participants.
 The Peak Wellness program was able to identify 185 patients with intermediate and alert CVD
screening values and facilitate a medical referral to a primary care provider for further evaluation.
 The Peak Wellness program provided 685 breast and cervical screenings which lead to the detection
of 3 cervical cancers and 8 breast cancers.
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Table 1. Cancer Screening Clients by County of Residence, TCHD, 2010-2014
2010

2011

2012

2013

2014

Adams

384 (33%)

406 (35%)

257 (34%)

293 (32%)

214 (31%)

Arapahoe

569 (48%)

523 (45%)

376 (50%)

397 (45%)

304 (44%)

Douglas

131 (11%)

153 (13%)

102 (14%)

121 (14%)

69 (10%)

Other

92 (8%)

77 (7%)

14 (2%)

77 (9%)

98 (14%)

Total

1,176 (100%)

1,159 (100%)

749 (100%)

888 (100%)

685 (100%)

Data Source: TCHD Internal Program Data

Table 2. Number of Cancers Detected, TCHD, 2010-2014
2010

2011

2012

2013

2014

Breast Cancers Detected

14

15

15

18

8

Cervical/Uterine Cancers Detected

7

2

8

5

3

Data Source: WWC e-Cast Database

Table 3. Number of clients, repeat clients, and referrals, CVD Screening Program, TCHD, 2010-2014
Clients
— Repeat Clients
Referrals*

2010

2011

2012

2013

2014

855

734

749

888

621

381

321

373

391

279

379

231

247

313

185

Data Source: TCHD Internal Program Data
*includes clients who refused referral, reported own MD, and those referred to a partner medical provider

The Peak Wellness Program Changes Lives
“I came to my Peak appointment last year for the mammogram because I was having breast pain. If I
hadn’t come to the Peak appointment I would have never known that I had high cholesterol or that I had
risk factors for a heart attack.” At her first Peak Wellness appointment Robin* learned that her total
cholesterol, LDL cholesterol, triglycerides, and blood glucose were all higher than recommended and put
her at risk for developing heart disease and diabetes. At her appointment she received information
regarding the benefits of exercise. She was encouraged to pack her lunch with healthy choices several
times per week instead of eating out daily. She was also given tips regarding making healthy choices
when eating out. During her visit, she was given a medical referral to access care at a partnering clinic
due to her risk factors for cardiovascular disease. She was seen by a primary care physician within 30
days who reinforced her risks of developing heart disease and diabetes and the benefits of changing her
lifestyle. At her second Peak appointment she reported that she had made multiple healthy lifestyle
changes over the year. She began packing her lunches more often instead of eating out. She began
choosing to healthy snacks and cutting out high fat meats in her diet. She also got out of her old habit of
drinking a pot of coffee and 3 Pepsi’s per day. She also goes to the gym five times per week for about an
hour each visit. She was happy to see that her total cholesterol decreased by 30 mg/dL, her triglyceride
decreased by 88 mg/dl, her LDL decreased by 12 mg/dL and her glucose was within the normal range, all
due to making healthy eating choices and increasing activity. Her new goal is to be an example of
healthy eating to her family and friends.
*names have been changed
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Heart Healthy
Tri-County
HEART HEALTHY TRI-COUNTY
Heart Healthy Tri-County was developed as an in reach program in 2013 in order to provide diabetes
screening, education and lifestyle intervention to clients in our Family Planning (FP) and Women, Infants,
and Children (WIC) programs. Heart Healthy Tri-County provides glucose testing, medical referrals if
needed and lifestyle intervention to women over age 18 in these programs as an additional service. An
assessment of risk factors for developing diabetes is integrated into either their routine family planning
appointment or their routine WIC appointment. If they have an increased risk of developing diabetes they
will receive the following services:
 Speak with a nutritionist and discuss any nutrition or physical activity concerns or questions
 Free glucose test and Hemoglobin A1c (if indicated)
 Medical referral for elevated glucose or A1c
 Group or individualized counseling on her risk of developing diabetes or pre-diabetes
 Monthly healthy newsletters
 Invitations to free cooking classes
Table 1. Clients Screened by County of Residence, TCHD, 2013-2014
2013

2014

Adams

103

96

Arapahoe

115

115

Douglas

37

63

Other

60

84

Total

315

358

Data Source: TCHD Internal Program Data

TCHD has continued to partner with Colorado Heart Healthy Solutions to implement a community based
cardiovascular disease screening and lifestyle intervention program. Using a community health worker
model, services are targeted to underserved men in the Aurora community of Arapahoe County. The goals
of the program include:
 Cardiovascular screening of new clients
 Retest of at-risk clients to evaluate change
 Follow up contact with client to provide on-going lifestyle intervention
 Development of action plans, medical referrals and lifestyle referrals for at-risk clients
The program is funded by a Cancer, Cardiovascular, and Pulmonary Disease (CCPD) prevention program
from CDPHE. For clients classified as living in “other counties”, it is a requirement of the grant to see all
clients coming for services.
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FAMILY PLANNING

Family planning is a public health issue. Nearly half of all pregnancies in Colorado are unintended. By
averting unintended pregnancies, the TCHD Family Planning (FP) program greatly reduces not only negative health consequences for both mother and child but reduces a major public cost burden as well. All
fertile sexually active women are at risk for unintended pregnancy if they don’t have access to highquality family planning services.
 Nationally, for every public dollar spent on family planning services, $7.09 is saved in Medicaid costs
for pregnancy-related services and newborn care.
 Unintended pregnancies have been associated with: birth defects, low birth weight, elective abortion,
maternal depression, increased risk of child abuse, lower educational attainment, delayed entry into
prenatal care, higher risk of physical violence during pregnancy and reduced rates of breastfeeding.
 Teen mothers are less likely than their peers to earn a high school diploma or GED.
 Family planning clinics often serve as an entry point into the health care system for women and families who otherwise lack access to health care services. A 2014 client satisfaction survey showed that
more than 90 percent of TCHD FP clients consider the FP clinics as their primary source of care.
The overall goal of the TCHD FP program is to reduce unintended pregnancy by ensuring access to
affordable, quality contraceptives and reproductive health services.
The TCHD Family Planning Program provides reproductive healthcare to clients regardless of residency
or income, per federal guidelines. This program targets teens and clients with a household income less
than 150% of the federal poverty level. Clinic fees are based on a sliding scale according to income and
ability to pay. The Family Planning Program offers contraceptive counseling and supplies, reproductive
health exams, pregnancy testing, STI and HIV testing, and preconception counseling for those clients
planning a pregnancy. This program operates under the Federal Title X grant guidelines and is partly
funded by a Federal Title X grant and funds from the Colorado Department of Public Health and Environment. Additional funding includes client fees, client donations, Medicaid reimbursement and TCHD general fund dollars. For clients classified as living in “other counties”, it is a requirement of the grant to see
all clients coming to the program for services.
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Family Planning Program 2014 Highlights
The program prevented approximately 1,800 unintended pregnancies.
The program provided 651 long acting reversible contraceptives to women, approximately a 10%
increase from 2013.
 The program served 1,063 clients 19 years old and younger.
 Ninety-six percent of all clients served were at 150% or below of the Federal Poverty Level.
 In 2014, 169 presentations educating high school teens and community organizations about sexual
health, birth control and prevention of sexually transmitted infections were provided, reaching 3,874
individuals.
 The program saw an increase of over 100% in revenue generate from Medicaid billing.



Table 1. Total Number Family Planning Clients, Visits, and Average Number of Qualifying Visits
per Client, TCHD, 2010-2014
2010ª

2011ª

2012

2013

2014

Number of Clients

8,425

8,489

8,139

7,731

7,184

Total Visits

18,857

19,210

18,456

17,302

15,768

2.23

2.26

2.27

2.23

2.19

Average Number of Visits
per Client

Data Source: TCHD internal program data
ªTitle X Qualifying Clients only

Data Source: TCHD, Internal Program Data
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Table 2. Total Number of Family Planning Clients by Age, TCHD, 2010-2014
2010ª

2011ª

2012

2013

2014

< 18 years

619 (7%)

679 (8%)

640 (8%)

525 (7%)

492 (7%)

18-29 years

5,125 (61%)

4,924 (58%)

4,606 (57%)

4,196 (54%)

3,741 (52%)

30-39 years

2,071 (25%)

2,216 (26%)

2,209 (27%)

2,255 (29%)

2,207 (31%)

> 40 years

610 (7%)

670 (8%)

684 (8%)

755 (10%)

689 (10%)

8,425(100%)

8,489 (100%)

8,139 (100%)

7,731 (100%)

7,129 (100%)

Total

Data Source: TCHD internal program data
ªTitle X Qualifying Clients only

Data Source: TCHD, Internal Program Data

Table 3. Total Number of Family Planning Clients by County, TCHD, 2011-2014
2011a

2012

2013

2014

Adams County

3,220

3,082

2,831

2,680

Arapahoe County

3,278

3,130

3,040

2,842

583

510

480

376

Other County

1,507

1,417

1,380

1,286

Total

8,588

8139

7,731

7,184

Douglas County

Data Source: TCHD internal program data
ªTitle X Qualifying Clients only
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Colorado Family Planning Initiative
Between 2009-2014 the TCHD Family Planning program received private funding from the Colorado
Family Planning Initiative (CFPI) allowing the program to provide low and no cost long acting reversible contraceptives (LARC) to clients. In Colorado between 2009 and 2014, 30,000 women chose
LARC’s as a form of contraception. LARC’s are the most effective birth control available. Of those
30,000 women, 9.6% were TCHD Family Planning clients. The results of this successful statewide program are tremendous; 40% decrease in unintended pregnancies , 42% decrease in abortion rates, immense cost savings to the tax payers. The Colorado Department of Public Health and Environment
(CDPHE) estimates Medicaid saved between $49 million and $111 million in related birth costs. If this
program were not available some families would likely have fallen further into poverty. The success of
this program shows the enormous impact direct client based public health services can have on the outcomes in the health of the population.

Table 4. Total Number and Percentage of Family Planning Clients Receiving LARC, TCHD, Fiscal
Year (FY) 2007-2014
Total Number of
LARC’s
% of Clients Using
LARC

FY 07-08

FY 08-09

FY 09-10

FY 10-11

FY 11-12

FY 12-13

FY 13-14

89

375

585

534

533

644

592

1.12%

5.09%

7.10%

6.33%

6.27%

7.91%

7.65%

Data Source: TCHD internal program data

Table 5. Percentage Family Planning Clients Receiving LARC by County of Residence, TCHD
2011-2014
2011

2012

2013

2014

Adams

38%

38%

37%

37%

Arapahoe

38%

39%

39%

40%

Douglas

7%

6%

6%

5%

Other

17%

17%

18%

18%

Total

100%

100%

100%

100%

Data Source: TCHD internal program data

16

HIV/STI PREVENTION AND OUTREACH PROGRAM
The mission of the HIV/STI Prevention & Linkage to Care program is to provide individuals and
communities with education, prevention, testing, support, and linkage to care for HIV, sexually
transmitted infections (STIs), and viral hepatitis. The program was formed in 2008 with the goal of
building a better infrastructure for expanded clinical services and outreach to populations
disproportionately affected by HIV/STIs within Adams, Arapahoe, and Douglas counties.
In 2012, the program began offering Linkage to Care (LTC) services to connect community members
living with HIV who were newly diagnosed or lapsed in care to critical health and social support services.
The LTC program provides blood draws for confirmatory testing as well as CD4/viral load counts,
referrals to community resources and support services, assistance with applying for financial assistance
programs, education and support in understanding lab results and treatment plans, and accompaniment to
medical visits to provide support and answer questions.
In addition to LTC services, the program offers weekly walk-in testing for HIV, chlamydia/gonorrhea,
and Hepatitis C at the Tri-County North Broadway, Northglenn, and Aurora offices. Additional testing
clinics are offered at the Tri-County Englewood office as well as a number of community locations
serving those affected by the HIV/STI epidemic. Prevention staff also provide educational presentations
to nursing students as well as community members, participate in a number of outreach fairs each year,
and serve on committees working to increase access to critical prevention, testing, and care services.
Funding for this program comes from CDPHE, Denver Public Health and TCHD general funds. For
clients classified as living in “other counties”, it is a requirement of the grant to see all clients coming for
services.

HIV/STI Prevention and Outreach Program 2014 Highlights
Began offering monthly HIV, STI, and Hepatitis C testing in the Englewood office, where we provided 41 HIV tests, 40 STI tests, and 6 Hepatitis C tests.
 Provided 10% of HIV testing services at offsite, community locations in order to reduce barriers to
accessing critical prevention, testing, and linkage to care services.
 Provided 37% of HIV testing clients their first HIV test of their lives.
 Received 74 referrals to the Linkage to Care Program. Of those referred, 30 were successfully enrolled in the program and 23 successfully completed their first medical visit.
 Provided 36 educational presentations at locations such as Center for Workforce Education and Employment, Community College of Aurora, Adams County Detention Center, Aurora Mental Health,
Tri-County office meetings, and nursing students during their rotation at Tri-County.
 Participated in local and national community awareness events such as National HIV Testing Day,
National Hepatitis C Testing Day, National Latino AIDS Awareness Day, National Women and Girls
AIDS Awareness Day, National Black HIV/AIDS Awareness Day, Denver AIDS Walk, and Denver
PrideFest.
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Table 1. Total Number of Interventions Completed for HIV Outreach, 2010-2014
2010

2011

2012

2013

2014

HIV Tests

547

922

708

939

928

Gonorrhea/Chlamydia Tests

520

1027

927

1014

1005

HCV Tests
Vaccines given (Hepatitis A or
B, or HPV or Tdap

0
264

0
575

18
194

78
361

72
180

Data source: TCHD Internal Program Data

Table 2. Percentage of HIV Testing by Race/Ethnicity, 2010-2014
2010

2011

2012

2013

2014

Hispanic

50%

50%

49%

42.8%

46.1%

Non-Hispanic

45%

42%

48%

52.8%

48%

Black

11%

14%

11%

17%

14.2%

White

45%

41%

54%

56%

59%

Data source: TCHD Internal Program Data

Table 3. HIV Test Positivity by Sex, TCHD 2010-2014
2010

2011

2012

2013

2014

Male

0.00%

0.76%

0.29%

0.23%

0.43%

Female

0.37%

0.00%

0.29%

0.00%

0.22%

Transgender/Unknown

0.00%

0.11%

0.00%

0.00%

0.11%

Total

0.37%

0.87%

0.58%

0.23%

0.75%

Data source: TCHD Internal Program Data

Table 4. Gonorrhea and Chlamydia Test Positivity Rates by Sex, TCHD, 2010-2014
Gonorrhea Men

2010
1.9%

2011
1.5%

2012
3.3%

2013
3%

2014
2.5%

Gonorrhea Women

1.3%

1.0%

1.4%

1%

1.2%

Chlamydia Men

18.9%

13.3%

16.2%

16.8%

12.3%

Chlamydia Women

14.8%

11.8%

14.9%

13%

10.1%

Data source: TCHD Internal Program Data
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HIV LINKAGE TO CARE PROGRAM
After receiving a referral, Linkage to Care Coordinators begin an extensive search to locate the client;
prior to designating the referred client as “unable to locate” Coordinators complete the following steps:
1)Two telephone calls to telephone number (if provided at time of referral); 2)White pages search for
updated phone number or address; 3)Comprehensive jail search; 4)Mail confidential letters to three most
recent home addresses available; 5)Drop by to two most recent home addresses available.
Table 1. Number HIV Linkage to Care Referrals and Outcomes, TCHD, 2013-2014
2013

2014

Clients Referred

60

74

Clients Enrolled

12

30

Clients Successfully Linked to care

12

23

Clients Unsuccessfully Linked to care

NA

44

Data Source: TCHD, Internal Program Data

ARAPAHOE COUNTY SENIOR DENTAL PROGRAM
The Senior Dental program at Tri-County Health Department (TCHD) provides services for low-income
senior residents who reside in Arapahoe County. The program provides exams, x-rays, extractions,
restorative procedures, dentures, and hygiene. TCHD dental clinic space in our Commerce City office is
leased to Kids in Need of Dentistry (KIND) at a low cost to support dental care for children.
Dental Program 2014 Highlights
 The Dental Program saw 399 patients in 2014 (Table 1).
Table 1. Senior Dental Care Program Clients and Visits, Arapahoe County, TCHD, 2010-2014

Total Patients
Total Visits

2010

2011

2012

2013

2014

330

398

385

384

399

1,021

1,161

1,170

1,438

1,782

Data Source: TCHD, Internal Program Data
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ADAMS COUNTY NURSE HOME VISITATION PROGRAMS

Since 1998, Adams County Human Services Department (ACHSD) has contracted with the TCHD
Nursing Division to provide case management services to families with young children enrolled in social
services programs. The programs focus on enhancing family function, increasing positive parenting
skills, prevention of unintended pregnancy and optimizing self-sufficiency, with the goal of decreasing the
need for public assistance in the future. ACHSD program staff have solicited public health nurses to
provide these programs because of the nurses unique assessment and client interaction skills. Nurses bring
specialized healthcare and parenting knowledge and approaches clients without value judgments or a
personal agenda. ACHSD staff have stated that nurses are more
trusted as a source of health and parenting education and believe that
nurses have better client outcomes than other professionals.
The programs are funded by Adams County Human Services
Department.

Mothers First and Brief Parenting Program Description
Program is designed for pregnant women or parents receiving
Temporary Assistance for Needy Families (TANF)
Families may receive nursing case management services for up to one
year, depending on risk factors and needs of the family. The goal
of the program is to enhance family function, expand parenting
skills, increase self-sufficiency, and improve pregnancy outcomes.

Adams County MOF/Brief Parenting Program 2014 Highlights
MOF enrolled 31 new clients and families in 2014 (Table 1).
The decrease in the number of families served, beginning in 2012, is due to reduced financial support
from ACHSD.




Table 1. MOF/Brief Parenting Program Home Visits, and Clients, TCHD, 2010-2014
2010

2011

2012

2013

2014

Home Visits

1332

1269

1070

701

443

Clients Enrolled

101

112

109

61

31

Data Source: TCHD, Internal Program Data
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Early Crisis Intervention and Nurse Support Program Description
The Early Crisis Intervention and Nurse Support Programs are a unique collaboration between TCHD
nurse case management services and ACHSD child welfare. Families who are involved with ACHSD
child welfare are referred to TCHD for a four to eight month intervention that includes nurse home visits
that are focused on parenting, prevention of unintended pregnancies and health issues. The goal of the
program is to keep children in the home, or, if removed, to expedite their return into the home. The
program also works on expanding parenting skills and increasing health knowledge to decrease the
likelihood of future ACHSD involvement.
Early Crisis Intervention/Nurse Support Program 2014 Highlights
Nurses attend a weekly team meeting with Child Protective Services staff designed to review all
referrals to Child Protective Services to determine if they meet the criteria for investigation.
 A total of 44 clients and their families were enrolled in the program in 2014.


Table 3. Early Crisis Intervention/Nurse Support Referrals, Home Visits, and Clients, 2010-2014
2010

2011

2012

2013

2014

Home Visits

217

233

203

287

413

Clients Enrolled

33

34

23

39

44

Data Source: TCHD, Internal Program Data

Home Visit Compliance Program Description
This program is targeted to families who are in jeopardy of losing their TANF benefits. Nurses evaluate
the family’s home situation, health status, and their need for community resources. The goal of this one
time nursing home visitation program is to educate families on available resources and to assist families
in complying with TANF requirements. The nurse makes referrals and coordinates with the ACHSD Job
Transition Specialists to assist families in retaining TANF benefits.

Home Visit Compliance Program 2014 Highlights
 The program had 248 referrals before the program ended in June 2014.

Table 4. Home Visit Compliance Program Referrals, Home Visits, TCHD, 2010-2014
2010

2011

2012

2013

2014*

Referrals

514

546

550

603

248

Home Visits

291ª

298ª

151

109

36

Data Source: TCHD, Internal Program Data
ªIncludes home visits, drop-by and attempted visits
*Data only January-June 2014
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Health and Parenting Classes Program Description
A TCHD nurse provides health classes for ACHSD clients being served at ACHSD and their contractor sites. These sites include Community Collage of Aurora,, Center for Workplace Education and
Employment, Adams County Workforce and Business Center, as well as Adams County schools and
community sites. Education is offered in birth control and sexually transmitted infections (STIs) and
parenting.
Table 2. Health and Parenting Classes, TCHD, 2010-2014
Classes Offered

2010

2011

2012

2013

2014

228

132

62

40

61

Data Source: TCHD, Internal Program Data

The Adams County Nurse Home Visitation Programs Changes Lives
Jane* was referred to the Mothers First program in January 2014 by her TANF case worker. Jane was
referred to the program because she was 39 weeks pregnant and needed support. She also has two
other children and their fathers were not involved. Jane was not employed at the time of referral, but
planned to continue with TANF and job search after baby was born. Jane lived in a subsidized
apartment with her children. Her sources of income include TANF and occasional child support. Jane
has graduated high school and has a massage therapist certificate.
Jane had a healthy pregnancy with occasional high blood pressure. She delivered a healthy baby girl
in January. Jane has a history of postpartum depression with her other children. After delivery she
began taking her antidepressant again as well as her medication for blood pressure. The nurse talked
a great deal about the importance of taking her medications regularly as the client was having a
difficult time remembering to take them. Jane continues to see her therapist and goes to regular
appointments. She had the non surgical, permanent method of birth control Essure placed after she
had her baby because she decided she did not want to have any more children.
When Jane left the program she had started a new job and was connected with multiple community
resources. She has a very supportive family and continues to be very strong independent woman who is
striving to make a supportive and healthy life for her children.
*Names have been changed
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ARAPAHOE COUNTY NURSE HOME VISITATION PROGRAMS
Arapahoe County Department of Human Services (ACDHS) began contracting with TCHD in November
2007 to provide nurse case management services to families with young children. This program focuses
on enhancing family function, increasing positive parenting skills, health promotion, and optimizing selfsufficiency, with the goal of decreasing the need for public assistance in the future. ACHSD program
staff have solicited public health nurses to provide these programs because of the nurses unique
assessment and client interaction skills. Nurses bring specialized healthcare and parenting knowledge and
approaches clients without value judgments or a personal agenda. ACHSD staff have stated that nurses
are more trusted as a source of health and parenting education and
believe that nurses have better client outcomes than other
professionals. These programs are funded by ACDHS.
Mothers First Program Description
MOF is a nurse case management program for pregnant or
parenting women with at least one child under six months of age.
Families may receive case management services as long as the
family is receiving TANF and up until the child is one year old,
depending on the needs of the family. The goal of the program is to provide parenting education,
enhanced life course development, prevention of unintended pregnancy and family health promotion.
Families are referred by Arapahoe Douglas Works, Colorado Works, and Community College of Aurora
(CCA).
MOF Program 2014 Highlights
 A total of 280 home visits were completed in 2014 (Table 1). This specific portion of the Arapahoe
County contracts has seen a decrease in the number of clients enrolled is due to continued funding
reductions from ACDHS.
Table 1. MOF Program, Referrals, Home Visits, and Clients, TCHD, 2010-2014
Home Visits
Clients Enrolled

2010

2011

2012

2013

2014

712
118

779
128

574
66

376
49

280
42

Data Source: TCHD, Internal Program Data

Nurse Support FIRST Program Description
This program began in September 2012 as a partnership with the ACDHS Child Welfare Division. The
program offers a one-time nurse home visit for families who have had a report placed with Child
Protective Services (CPS) but CPS has deemed the call to not meet child welfare criteria for
investigation. CPS does not contact these families, but feels, due to the nature of the report, that the
family could benefit from education, assistance and referrals from a public health nurse. Funding for this
program comes from ACDHS Child Welfare.
Table 2. Nurse Support FIRST Referrals and Visits, TCHD, 2012-2014
Sept-Dec 2012

2013

2014

Referrals

43

253

429

Telephone Consults or Home Visits Completed

21

128

245

Data Source: TCHD, Internal Program Data
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Nurse Support Program Description
This program began in March 2008 as a partnership with the ACDHS Child Welfare Division. The
program offers case management services to families at risk for abuse or neglect of their children. Nurses
work with families for four to seven months. Nurses provide resources, medical referrals, parenting
education and assistance accessing medical insurance and local primary care providers. Included in this
program is a Nurse Liaison position. The Nurse Liaison works with child welfare case managers to
provide nursing assessments, consultation, family education, and medical record reviews. Funding for
this program comes from ACDHS Child Welfare.
Nurse Support Program 2014 Highlights
 Seventy six clients participated in the Nurse Support Program in 2014 (Table 3).
 Case workers and nurses attend the initial Nurse Support home visit together to transition clients
smoothly into the program.
Table 3. Nurse Support Referrals, Home Visits, and Clients, TCHD, 2010-2014
2010

2011

2012

2013

2014

Referrals

121

80

125

88

405

Home Visits

558

395

370

408

406

Clients Enrolled

70

38

54

69

76

Data Source: TCHD, Internal Program Data

Adult Nurse Support Program Description
This program began in May, 2014 as a partnership with the ACDHS Adult Protection Division. The
program offers case management services to clients and their families at risk for abuse or neglect of an
adult . Nurses work with client for four to six months. Nurses provide resources, working with the client
on identified medical concerns barriers to care and/or safety ( ie. needs assistance navigating health care,
waiting HCBS services, consent for services, etc). Included in this program is an Adult Nurse Liaison
position. The Nurse Liaison works with adult protection case managers to provide nursing assessments,
consultation, client education, and medical record reviews. Funding for this program comes from ACDHS
Adult Protection.
Adult Nurse Support Program 2014 Highlights
 Between May-December 2014, 12 clients were enrolled and 143 home visits were completed.
Adult FIRST Program Description
This program began in 2014 as a partnership with the ACDHS Adult Protection Division. The
program offers a one-time nurse home visit for clients who have had a report placed with Adult Protective
Services (APS) but APS has deemed the call to not meet adult protection criteria for
investigation. APS does not contact these clients, but feels, due to the nature of the report, that the
client could benefit from education, assistance and referrals from a public health nurse. Funding for this
program comes from Adult Protection.
Adult FIRST Program 2014 Highlights
 In the first year of the program, 232 clients were referred and 260 home visits/phone consults were
completed.

24

Mini Nurse Support Program Description
This program began in November 2014 as a partnership with ACDHS Child Protective Division. The
program is designed to assist and support CPS intake caseworkers (CW) in successfully closing cases
within the initial 60 days. Nurses assist families with the issues/concerns the CW identifies.

The Arapahoe County Nurse Home Visitation Programs Changes Lives
Anna* was referred to the program while she was still in treatment for drug and alcohol addiction at a
local center and was pregnant. Her biggest concerns were finding a place to live once she was released.
Just days before her baby was born the nurse helped Anna to find housing. Upon discharge from the
program she had a happy and healthy baby boy who was thriving, Anna is drug free, and continues with
treatment, attends CWEE and is enrolled in computer school. She had lost custody of two of her older
children and through countless hours of support/resources, her children will return home in January.
*Names have been changed
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Nurse-Family Partnership® is an evidence-based community health program with three decades of
research proving it works. At its heart, the program empowers first-time pregnant, low-income women to
change their families’ lives for the better.
The transition to motherhood can be particularly challenging for young women living in poverty. Many
are socially isolated, experiencing adversity, and may have limited access to good parenting information
or role models. When a young woman becomes pregnant before she is ready to take care of a child, the
risk factors for the entire family can also escalate, often repeating difficult family backgrounds. NurseFamily Partnership provides a unique solution to these challenges; partnering first time mothers with a
registered nurse who will visit in her home or a safe place throughout pregnancy and until the baby is 2
years of age.
Nurses are trusted, respected professionals who join together with each mom to support her in reaching
her individual goals and dreams. The relationship is centered on the client’s needs and interests, is
strength based and addresses multiple aspects of personal and family functioning: personal and
environmental health, parenting, life course development, relationships with family and friends and
community connections. Nurses that bring specialized healthcare and parenting knowledge and
approaches her clients without value judgments or a personal agenda. As three randomized, controlled
trials show, this relationship of trust makes a measurable difference for the whole family.
NFP has three direct goals:
Improve pregnancy outcomes
Improve child health and development
Improve the economic self-sufficiency of the family






NFP is primarily funded by the Colorado Department of Human Services which administers a portion of
the state’s tobacco settlement dollars and is supplemented by Medicaid reimbursement. An additional 200
families are funded through a portion of the Affordable Care Act’s Maternal Infant Early Childhood
Home Visitation Program.
Nurse Family Partnership Program 2014 Highlights
 TCHD NFP received funds for expansion and is currently able to serve 565 clients in Adams,
Arapahoe and Douglas Counties.
 Fifty-seven (57) clients graduated from the program.
 Nurses received a week-long training and are incorporating a new tool that supports nurse assessment
of client risks, strengths and protective factors across all NFP domains.
 The program hosted a client celebration in both Adams and Arapahoe Counties for their mom/babies
as well as one celebration specifically for teen clients, all of which were a lot of fun and well
received.
 Nurses incorporated new educational strategies related to infant feeding with their clients and saw an
increase in breastfeeding initiation rates and duration of time spent breastfeeding their infants.
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Table 1. Number of NFP Clients by County, TCHD, 2010-2014
Adams County

2010
207 (54.5%)

2011
287 (59%)

2012
240 (56%)

2013
249 (58%)

2014
387 (56%)

Arapahoe County

157 (41.3%)

178 (37%)

168 (39%)

151 (35%)

258 (37%)

Douglas County

16 (4.2%)

21 (4%)

30 (5%)

32 (7%)

48 (7%)

Total

380 (100%)

486 (100%)

438 (100%)

432 (100%)

693 (100%)

Data Source: NFP National Service Office—TCHD Outcome Report 2014, Quarter 4

Table 2. NFP Client Breastfeeding Initiation and Duration, 2014
TCHD NFP
97.3%

Colorado NFP
94.2%

National NFP
86.8%

Clients breastfeeding at 6 months

47.3%

42.4%

35.4%

Clients breastfeeding at 12 months

25.3%

29.1%

23.2%

Clients who initiated breastfeeding at birth

Data Source: NFP National Service Office—TCHD Outcome Report 2014, Quarter 4

Table 3. Workforce Participation for Clients who were 18 Years or Older at Intake, 2014
6 months following baby’s birth

TCHD NFP
47.3%

Colorado NFP
44.3%

National NFP
46.8%

12 months following baby’s birth

56.5%

50.4%

54.9%

18 months following baby’s birth

66.7%

55.8%

60.9%

24 months following baby’s birth

57.1%

60.1%

62.4%

Data Source: NFP National Service Office—TCHD Outcome Report 2014, Quarter 4

The Nurse-Family Partnership Changes Lives
Here’s what our clients are saying about their experiences in the program:
“Thank you for always being there for us. You have helped guide me to learn how to become a mom and
in turn have helped my husband and our baby. We appreciate what you do and are so blessed to have
you.”
A client’s baby choked on a piece of food. The client had her family call 911 while she tried to dislodge
the food. When paramedics arrived the client had dislodged the food and she told them, “My NFP nurse
taught me how to save my baby if she ever choked.”
A teen client enrolled in the program late pregnancy and never missed an appointment. She graduated
from high school and went to school to become a Certified Nurse Assistant. Her goal is to become a
nurse and is taking nursing pre-requisite courses in college. She stated she liked having “the extra
support (that NFP provided) because the world can be cruel at times so it is nice to have another support
system.”
“This program is so great. I just knew if I could connect with you (my nurse) again, you would be the one
that would help me navigate through all of this.”
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HCP (Health Care Program for Children with Special Needs) provides services to children and youth with
special health care needs from birth to 21, who have, or are at risk for, physical, developmental,
behavioral or emotional conditions.
The HCP team at TCHD believes that all families deserve opportunities to promote the maximum
potential for their children and this program promotes communication between families, providers and
community resources by connecting children and youth to the care they need.
HCP, in collaboration with community partners, continues to focus on improving systems of care within a
medical home frame work with a focus on early childhood systems and young adult health care transition.
Examples of collaboration efforts: HCP staff serve as partners with community organizations such as the
Early Childhood Partnership of Adams County (ECPAC) which targets early childhood developmental
screening within a coordinated system of care. In addition, HCP staff are active members of the NICU
Consortium which is a coalition of local public health staff, NICU staff, primary care providers, and
community agencies seeking to ensure that best practices are being followed for premature and high risk
infants and their families as they transition home from the NICU.
Funding is primarily from the federal Maternal Child Health block grant (Title V) through CDPHE.
HCP Program 2014 Highlights
 A program organizer was provided through HCP for the NICU Consortium which resulted in an
increase consortium membership from 15 to over 130 and an increase in the number of NICU Denver
metro area Hospital’s represented from 1 to 8 hospitals. Quarterly educational meetings are held
within a webinar format and plans are in place to reach out to other NICU staff in the metro area.
 The HCP registered dietitian, in collaboration Jefferson County, held a nutrition conference, entitled:
Nutrition Counseling in the Community Setting which targeted other dietitians in the state and focused
on topics for working with children with special health care needs.
 HCP staff continue systems building efforts through collaboration with the Aurora Public School
District’s Brain Injury Resource Team, the Newborn Intensive Care Unit (NICU) Task Force and
TCHD’s Lactation Standards Committee.
Table 1. HCP Clients Served by County, TCHD 2010-2014
Adams

2010a
536 (45%)

2011
88 (37%)

2012
116 (40%)

2013
111 (39%)

2014
142 (43%)

Arapahoe

466 (38%)

122 (50%)

151 (52%)

144 (51%)

153 (47%)

Douglas

177 (15%)

22 (9%)

22 (8%)

16 (6%)

27 (8%)

Other

23 (2%)

8 (4%)

4 (2%)

10 (4%)

8 (2%)

Total

1,202 (100%)

240 (100%)

293 (100%)

281 (100%)

330 (100%)

Data Sources: TCHD Internal Program Data
a
Data includes clients contacted for program services and the practice ended in 2010.
**Service numbers decreased in 2011 from 2010 due to changes in the program administration statewide.
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ACCESS TO CARE PROGRAMS
The Access to Care Program is a combination of the Healthy Communities program and the Presumptive
Eligibility program for Pregnant Women & Children. The goals of these programs include finding eligible
children and families who are not enrolled in Medicaid or Colorado’s Child Health Plan Plus (CHP+),
assisting them with the enrollment process to obtain public health insurance, connecting families with
resources to obtain access to the benefits of Colorado Medicaid and CHP+ and helping families stay
enrolled in Colorado Medicaid and CHP+. The Healthy Communities program is funded by the Colorado
Department of Health Care Policy and Financing. The Presumptive Eligibility program is funded by
TCHD general funds and Medicaid reimbursement.
Table 1. Number of Medicaid Children & CHP+ Caseload by County Human Services, 2010-2014
2010

2011

2012

2013

2014

Adams

52,366

57,608

64,365

69,969

80,830

Arapahoe

45,890

50,623

56,655

62,549

71,999

Douglas

6,757

7,848

8,752

9,636

12,626

Data Source: Colorado Department of Health Care Policy and Financing

Presumptive Eligibility
Presumptive Eligibility (PE) provides at least 45 days of guaranteed Medicaid or CHP+ coverage to
eligible children and pregnant women while their application is being processed through the county
Human Services office for final determination of eligibility. This allows the client to seek health care
immediately. Family Health Coordinators provide valuable information, assistance and advocacy so that
every client submits the most complete and accurate application possible and receive referrals to meet
their needs. Application assistance is provided in five TCHD offices.
When the application visit includes a pregnant woman, a public health nurse performs a comprehensive
prenatal assessment. The nurse educates each woman on the importance of early prenatal care, substances
that can harm the mother and fetus, pregnancy danger signs, the importance of folic acid and weight gain
in an effort to improve access to first trimester care and to improve birth outcomes. This service is also
available to women who do not qualify for regular Medicaid due to citizenship requirements, but are able
to receive Emergency Medicaid (EMK) to cover delivery costs. Referrals are provided to local health care
providers, WIC nutrition services, smoking cessation programs, substance abuse programs, case
management, and other community services as needed.
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Table 2. Number of CHP+ and Medicaid Applications, TCHD, 2010-2014
2010

2011

2012

2013

2014

Prenatal Applications

1,851

1,717

1,585

1,242

830

Child/Adolescent Applications

2,754

2,524

1,920

1,428

954

Data Source: TCHD, Internal Program Data

Healthy Communities
Healthy Communities is a comprehensive community-based outreach program designed to assist families,
children and pregnant women to find appropriate services. Through this program, Family Health
Coordinators connect families with resources to obtain treatment for medical, dental, vision, mental
health, and developmental problems. All families eligible for CHP+ or Medicaid are encouraged to use
these services. The Healthy Communities program is for children and youth age 20 years and under, and
pregnant women. TCHD Family Health Coordinators work with Medicaid and CHP+ eligible clients in
Adams, Arapahoe, Douglas and Elbert Counties. They provide information to clients on the phone, by
mail or during a presumptive eligibility appointment.
Healthy Communities Program 2014 Highlights
 In 2014, the Healthy Communities and Immunization Programs collaborated on a project to target
messaging to pregnant women about the importance of receiving the Tdap vaccine.
 Multiple agencies are participating in an ongoing cross system collaboration project including
CDPHE, HCPF, TCHD and Colorado Access targeting care coordination for children with special
needs.
 In 2014, the Healthy Communities Team had 25,507 client interactions.

Interaction with the Health Care System.
As part of the strategic plan, we are identifying opportunities to work with key partners to measure and
optimize access and linkage to health care and navigation for appropriate use of health services.




Working with key sources of data from the health care system to allow for appropriate electronic
public health and clinical data exchange through the use of the Health information Exchange (HIE)
and Electronic Health Records (EHR) systems d navigation for appropriate use of health services.
We now have access to Colorado Hospital Association hospital discharge data and we are beginning
to look at Syndromic Surveillance data
Partner with not-for-profit hospital community benefit efforts to support community health assessments and development and measurement of their community health improvement plans. Developing
and implementing specific and appropriate and targeted evidenced based education programs .



Work with key sectors of the health care system , hospitals, primary care, to promote evidence based
prevention services to increase health status outcomes for greatest number of community residents.
One of the major goals is to ensure health equity and health disparities are addressed. Continually
working to have an understanding of health disparities and greatest need for public health interventions.



Additionally, we are working to ensure service delivery is balanced with healthcare system policy
change as both need to be addressed in the process while the hospitals are interested in addressing
service delivery. We are becoming more aware of community partners and providers needing or
wanting support with evidenced based information.
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CORE NURSING PROGRAM
The Core Nursing Program at TCHD is a general public health nursing program that is characterized by
variety and flexibility. Core nurses staff a substantial portion of Tri-County’s immunization clinics;
implement the Tuberculosis (TB) Treatment Program; participate in a children’s literacy program in
partnership with Reach Out and Read; and serve as clinical scholars for nursing students from Regis
University, University of Colorado and University of Northern Colorado. Core nurses also work with TriCounty Disease Control as members of Disease Intervention Field Team (DIFT) task forces, doing case
investigation and home visits as needed to follow up with individuals infected with communicable
diseases and their contacts. In partnership with the CDPHE and the Centers for Disease Control (CDC),
Core nurses are involved in the Pertussis Post-Exposure Prophylaxis (PEP) study, collecting data and lab
specimens from household contacts of pertussis cases. Core nurses also provide hepatitis B vaccine to
individuals referred by CDPHE’s Perinatal Hepatitis B Prevention Unit. In the event of a public health
emergency, Core nurses are trained to respond and provide staffing. In the community, Core nursing
outreach activities include participation in resource fairs and refugee resource coalitions, serving on
community boards, teaching about birth control and sexually transmitted infections (STIs) in middle and
high schools, and providing health information and immunization services to community college students.
As in the past and continuing into the present, Core nurses carry out special projects as needed, conduct
child care center immunization record audits, provide surge capacity to other programs, and are crosstrained to fill in occasionally for staffing shortfalls in Family Planning (FP) and the Presumptive
Eligibility (PE) program. The Core Nursing Program is funded primarily by contracts with three local
schools of nursing, the PEP study, and TCHD general funds.
Core Program 2014 Highlights
 Undertook participation in the Pertussis Post-Exposure (PEP) study sponsored by the CDC.
 Participated in outreach events at one elementary school, two community organizations, and a refugee
and immigrant task force, providing health and resource information to 193 people.
 Conducted outreach events that provided health education and immunization services to 30 students at
Aurora Community College and 130 students at Pickens Technical College.
 Taught 72 birth control/STI classes, reaching 2,200 high school and middle school students.
 Followed up on 39 disease investigations for DIFT, staffed 122 FP shifts and 109 PE shifts,
conducted 198 child care center immunization audits, and saw 5,742 immunization clients.
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Tuberculosis (TB) Treatment Program Description
TCHD’s TB Treatment Program operates in collaboration with Denver Health’s Denver Metro TB Clinic
to provide an option for easier access to TB medication for clients living in Adams, Arapahoe and
Douglas counties. Facilitating compliance with treatment helps prevent the development of drug-resistant
TB and the spread of TB infection. Individuals who receive a positive TB screening test and are evaluated
at Denver Health’s TB clinic may be referred to Tri-County’s TB Treatment Program for follow up. Most
often these are clients with latent TB infection (LTBI), rather than active TB. When a TB client comes to
Tri-County to pick up their monthly supply of medicine, a public health nurse assesses them for
medication adherence, drug toxicity and adverse side effects. Denver Health provides TCHD with all TB
medications and continues to provide direction with ongoing case management.
TB Treatment Program 2014 Highlights
In 2014, 31 clients successfully completed treatment for LTBI. There were no directly observed
therapy (DOT) cases in 2014.



Table 1. TB Program Activity 2010-2014
2010

2011

2012

2013

2014

New Clients

61

86

97

53

24

Active Clients at End of Year

25

29

29

11

2

Total Visits

214

236

261

137

60

Data Source: TCHD, Internal Program Data

Reach Out and Read Program Description
TCHD immunization clinics participate in Reach Out and Read (ROR) – an evidence-based, national,
early literacy program. One of the key components of the ROR model is that nurses counsel parents to
read aloud to their children. Another key component is that every child aged 6 months to 5 years who
comes in for immunizations receives a new, developmentally appropriate book. Immunization clinic
waiting rooms further promote literacy by featuring a reading area with donated gently used books that
children of all ages are encouraged to take home for free.
Table 2. Reach Out and Read Program, TCHD, 2010-2014
2010

2011

2012

2013

2014

Reach Out & Read Books Distributed

4,351

3,519

2,992

2,566

2,471

Gently Used Books Distributed

8,562

10,106

9,467

9,042

7,207

Total

12,913

13,625

12,456

11,608

9,678

Data Source: TCHD, Internal Program Data
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Public Health Professional Nursing Education-Clinical Scholar Program Description
TCHD serves as a public health clinical placement site for nursing students pursuing Bachelor of Science
in Nursing (BSN) degrees from various local and national colleges and universities of nursing. TCHD
also provides clinical placements for nursing students working towards advanced level graduate degrees
including Master of Science in Nursing (MS or MSN), Nurse Practitioner (NP), Clinical Nurse Specialist
(CNP), and Doctor of Nursing Practice (DNP). In order to gain acceptance for placement in the Clinical
Scholar program, the degree program must be accredited by either the Accreditation Commission for
Education in Nursing (ACEN) or the American Association of Colleges of Nursing (AACN). The
clinical scholars and preceptors at TCHD are Baccalaureate or Masters prepared public health nurses who
maintain their work within their specialized nursing program(s) while providing a wide range of
experiences in public health nursing with valuable, hands-on instruction and mentoring. TCHD maintains
contracts with Regis University, the University of Colorado and the University of Northern Colorado to
provide clinical faculty and placements for undergraduate nursing students. The Clinical Scholar
program is partially funded through subsidies received from these three schools of nursing.
Clinical Scholar Program 2014 Highlights
 TCHD provided clinical placements to 105 Bachelor of Science nursing students in 2014 (Table 1).
 A total of 26 large-scale interactive presentation were provided to BSN students at the three
participating schools of nursing. Presentation topics included Vaccine Technology and Immunology,
Disaster Planning and Emergency Preparedness, Tuberculosis Screening and Treatment, and the
Ebola Virus Disease.
 A total of 12 presentations related to social determinants of health and health disparities were
provided to nursing students in 2014.

Table 3. Total Number of Bachelor of Science Nursing Students, TCHD, 2010-2014
2010

2011

2012

2013

2014

Regis University

44

42

50

49

43

University of Colorado

30

24

26

30

35

University of Northern Colorado

25

24

25

25

25

Other Accredited Schools of Nursing

*

*

2

1

1

Total

99

90

103

105

105

Data Source: TCHD, Internal Program Data
* Data collection started in 2012
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MATERNAL AND CHILD HEALTH
TCHD receives funding every year through the Maternal and Child Health Title V block grant. The
funding is used to focus on work that targets the health of women and children through one of the state’s
nine priority areas. TCHD choose to focus on two priority areas, Pregnancy Related Depression and Early
Childhood Systems Building.
Early Childhood Systems Building
One of the major goals of the Maternal Child Block grant is to increase the number of children receiving
health assessments and follow-up diagnostic and treatment services. Working closely with Colorado
ABCD, the Early Childhood Partnership of Adams County (ECPAC), the Douglas County Early
Childhood Council (DCECC) and the Arapahoe County Early Childhood Council (ACECC), the TCHD
team and community partners meet monthly to discuss current progress on implementing coordinated
monitoring, screening, referral, evaluation, and connecting systems in each county and across the county
lines.
Additionally, all programs with MCH funding work closely together to coordinate efforts effecting
families, mothers, children, and youth. The team recognizes that collaboration and prevention-minded,
upstream efforts are effective at improving public health at the population level. For example, TCHD is a
member of the Metro Public Health Early Childhood Partnership – along with health departments in
Denver, Jefferson, Boulder, and Broomfield Counties – and is working to address toxic stress in local
public health.
Early Childhood Systems Building 2014 Highlights
Developed capacity to provide training on two developmental screening tools: Ages and Stages
Questionnaire V. 3 (ASQ:3) and Ages and Stages Questionnaire: Social and Emotional (ASQ:SE).
 Increased participation in community work, including Aurora Health Access' Pediatric Workgroup
and the Early Childhood Colorado Partnership.
 Participation in a regional project with fellow local public health departments to address toxic stress


Pregnancy-Related Depression
The Pregnancy-Related Depression Project (PRDP) is a collaborative effort between a multi-disciplinary
team at TCHD and mental health providers Adams, Arapahoe, & Douglas counties to improve
identification, screening and referral options for women at risk for depression during or after pregnancy.
Since 2011, this project has supported the Colorado state priority to increase the percent of women who
report that a doctor, nurse, or other health care worker talked with them about what to do if they felt
depressed during pregnancy or after delivery. The PRDP team engages in the following activities to meet
state objectives: collaboration with community partners to coordinate PRD screening, referral and
treatment across local systems; community assessment of strengths and barriers to screening and referral
for PRD; promotion of coordinated statewide training initiatives to providers on the PRD needs of
women; and., activities to raise public awareness on the symptoms, risk factors and stigma of PRD. The
Maternal Child Block Grant provides funding for the PRDP. MamaTalk weekly groups, established late
fall of 2013 to improve access to community mental health and supportive groups for mothers at risk for
depression during pregnancy or up to one year post delivery, documented an attendance of 440 through
December 2014.
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Pregnancy Related Depression Project 2014 Highlights
Over 76% (337/440) of the participants in the “MamaTalk” women’s support and education program
were returning moms seeking ongoing support.
 A PRD informational symptom guidance tool was distributed to more than 170 community health
professionals in Adams, Arapahoe and Douglas counties.
 Convened 21 stakeholders from Arapahoe County who serve African American/Black women and
families to discuss strategies to address the disparity that exists for this population. The resulting
report identified several areas for communities to address PRD with AA/B women and families
including increasing cross sector education and intergenerational approaches to improve screening
practices and decrease barriers to treatment options.


CHILD FATALITY PREVENTION
In 2013, the Colorado State Legislature passed Senate Bill 13-255, which requires county and district
public health agencies to establish or arrange for the establishment of a local or regional multidisciplinary, multiagency child fatality prevention review (CFR) team by January 1, 2015. CFR teams examine
trends and patterns of child deaths and make population-based recommendations designed to prevent
future deaths as well as improve the health and safety of children. Case-specific reviews of preventable
child deaths, from birth to seventeen years of age, are required and include deaths of undetermined
causes, unintentional injury (e.g., drowning, falls, fires), violence (e.g., homicide, any firearm death),
motor vehicle incidents, child abuse or neglect, sudden unexpected infant death, and suicide.
Previously to 2015, all child fatality reviews were conducted by CDPHE’s State Review Team; however, the local CFR team model is considered a best practice. Local CFRs are more familiar with their
communities and must include participants from the local health department, the county department of
human services, local law enforcement agencies, the district attorney’s office, school districts, the county coroner’s office and the county attorney’s office. This multidisciplinary, multiagency approach will
improve communication and linkages among local agencies and enhance coordination of efforts. TCHD
has chosen to structure our review teams as 3 single county teams . Each county will have 4 fatality
reviews per year. In 2014 the Nursing Division began working with officials and partners in Adams,
Arapahoe and Douglas Counties to establish local CFR teams. Annual funding will be based on the
number of deaths in each county and will be provided by CDPHE. According to CDPHE data, Adams
County has 26-30 reviewable deaths per year, Arapahoe County has 16-20 deaths and Douglas County
has 11-15 deaths

35

Acronym Definitions
ACDHS

Arapahoe County Department of Human Services

ACHSD

Adams County Human Services Department

CDPHE

Colorado Department of Public Health and Environment

CHP+

Colorado Child Health Plan Plus

CSHCN

Children with Special Health Care Needs

EPR

Emergency Preparedness and Response

HCP

Healthcare Program for Children with Special Needs

HIV

Human Immunodeficiency Virus

ITC

International Travel Clinic

MOF

Mothers First

NFP

Nurse Family Partnership

NICU

Neonatal Intensive Care Unit

PE

Presumptive Eligibility

PHN

Public Health Nurse

SIP

Special Infants Project

TANF

Temporary Assistance for Needy Families

TB

Tuberculosis

TBI

Traumatic Brain Injury

TCHD

Tri-County Health Department
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