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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.

2010 was a busy and exciting year for the Nursing Division. These program summaries for 2010
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.
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 impress me with their creativity and resourcefulness in
addressing our community’s needs. I’d like to thank you for all the work that you do.

Jeanne North, MS, RN
Director of Nursing
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CORE NURSING PROGRAM
The Core Nursing Program at Tri-County Health Department (TCHD) is a team of nurses who
are cross-trained to work in a variety of programs. In addition to working in other programs, the
core nurses are responsible for the Special Infant Project (SIP), the Tuberculosis (TB) Treatment
program, Reach Out and Read, and the clinical scholar program. Core nurses work with the
Health Care Program for Children with Special Needs (HCP), including managing a caseload of
clients with Traumatic Brain Injury (TBI). They teach classes at area high schools that include
information about birth control and TCHD services, and are critical in staffing immunization
clinics and the child care immunization program. The core nurses also provide staffing support
when needed for presumptive eligibility/first prenatal visits, family planning clinics and disease
control. They participate in county level multi-disciplinary teams, and do a variety of special
projects as needs arise. In 2010, the core nursing staff worked closely with the Refuge Clinic to
help them find access to services for immigrants and refugees. Nursing students, with the
supervision of the clinical scholars, created a health notebook to help these clients keep
important medical information available. This project has brought community agencies together
to address common issues. The Core Nursing Program is funded primarily by contracts with
three local Schools of Nursing and TCHD general funds.
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Tuberculosis (TB) Treatment Program Description
The TB treatment program is in collaboration with the Denver Health TB program to provide TCHD TB
clients with easier access to TB medication in an effort to increase compliance with TB treatment. Clients
with a positive TB screening test are seen and evaluated at Denver Health, and then referred to the TCHD
TB program to receive medication if the client indicates that our office is more accessible to them.
Clients are seen monthly by a public health nurse for medication and are also evaluated for any side
effects of the medication and any other questions or concerns. Denver Health provides TCHD with all
client medications. Clients continue to be enrolled in
In 2010, a total of 11,181 tuberculosis
medical care at the Denver Health TB Clinic.
(TB) cases were reported in the United
States, equivalent to 3.6 cases per
TB Treatment Program 2010 Highlights
100,000 population.
∗ During 2010, a total of 35 clients successfully
~ Centers for Disease Control and Prevention

completed treatment.
Table 1. TB Program Activity 2006-2010
2006

2007

2008

2009

2010

New Clients

40

36

76

78

61

Active Clients at End of Year

24

30

40

20

25

Total Visits

300

364

370

283

214

Data Source: TCHD, Internal Program Data

Traumatic Brain Injury (TBI) Program Description
The TBI Program provides care coordination for one year to children and youth who have sustained a
TBI, and their families. Nurses and social workers provide education, support, and referrals to
community resources. They also assist families in applying for monetary assistance (up to $2000) from
Colorado’s TBI Trust Fund program. The program is currently administered under the Health Care
Program for Children with Special Needs (HCP) and is funded through the Colorado TBI Trust Fund
program.
CDC estimates that 1.1 million persons with TBIs are treated in emergency rooms each year.
The highest rates of sports related TBI ER visits for both males and females occurred among
those aged 10--14 years.
~Centers for Disease Control and Prevention

TBI Program 2010 Highlights
∗ A total of 39 clients were served during 2010 (Table 2).
∗ Nurses conducted 51 home visits during 2010 and many more phone and email consultations
Table 2. Number of TBI clients by county of residence, TCHD, 2006-2010
2006

2007

2008

2009

2010

Adams

9

7

9

11

23

Arapahoe

15

6

8

7

14

Douglas

8

11

10

4

2

Total

32

21

27

22

39

Data Source: TCHD, Internal Program Data
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Public Health Professional Nursing Education-Clinical Scholar Program Description
Tri-County Health Department (TCHD) provides clinical oversight and student placement for
baccalaureate nursing students. TCHD also precepts nursing students working toward their
master’s degree, nurse practitioner, clinical nurse specialty, and doctoral of nursing practice (DNP).
Students are partnered with nurse clinical scholars or preceptors throughout several TCHD offices
and receive a wide range of experiences in public health nursing. TCHD has contracts to provide
clinical scholars with nursing students from
Regis University, University of Colorado and
With more than 3 million members, the nursing
University of Northern Colorado.
profession is the largest segment of the nation’s
health care workforce. Working on the front lines,
nurses can play a vital role in helping realize the
objectives set forth in the 2010 Affordable Care Act.
~Institute of Medicine
Clinical Scholar Program 2010 Highlights
∗ TCHD provided clinical placements to 101 Bachelor of Science nursing students in 2010
including students from Indiana State University and Penn State (Table 3).
∗ TCHD provided preceptors to 4 nurse practitioner students, 2 clinical specialists, 2 public
health students, and 1 master’s degree candidate.
Table 3. Total Number of Bachelor of Science Nursing Students, TCHD, 2005-2010
2006

2007

2008

2009

2010

Regis University

48

42

44

47

44

University of Colorado

36

36

29

31

30

University of Northern Colorado

25

25

28

26

25

Total

109

103

101

104

99

Data Source: TCHD, Internal Program Data

Reach Out and Read Program Description
In April of 2008, TCHD began participating in Reach Out and Read (ROR), a national early literacy
program founded 20 years ago at Boston City Hospital. Immunization clinic waiting rooms promote
literacy, and provide reading areas and books. TCHD nurses advise parents about the importance of
reading aloud to children and provide new, developmentally appropriate books to children aged 6 months
to 5 years who receive immunizations at the Aurora, Northglenn and Englewood clinics. TCHD also
supplies new and gently used donated books in our waiting rooms for children of all ages to take home
for free. The goal of the program is to help parents bond with their children, broaden children’s horizons,
and lay the foundations for success in school and a lifelong love of reading. The program is funded
through ROR, donations, and county funding.

Children introduced to reading early on tend to read earlier and excel in school
compared to children who are not exposed to language and books at a young
age
~American Academy of Pediatrics
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Reach Out and Read 2010 Highlights
∗ TCHD started program in April 2008, so 2010 was our second full year.
∗ Distributed 4,351 ROR books and 8,562 new and gently used books in 2010
Table 4. Reach Out and Read Program, TCHD, 2009-2010
2009

2010

Reach Out & Read Books Distributed

4,468

4,351

Gently Used Books Distributed

9,467

8,562

Total

13,935

12,913

Data Source: TCHD, Internal Program Data

Special Infant Project (SIP) Program Description
The Special Infant Project (SIP) provides nurse home visits to families of infants who are at risk of developmental delay due to premature birth or other medical conditions that affect development. Infants are
normally referred into this program at discharge from a neonatal intensive care unit, but self-referrals are
accepted if a parent has concerns of a developmental delay in a newborn. The program is based on Boston University’s evidence-based program “Healthy Steps for Young Children” as well as a literature review of current best practices. Interventions include education and anticipatory guidance on growth and
development and referrals to outside agencies and resources where appropriate.
The program measures outcomes by assessing whether the family can verbalize understanding of the
child’s health condition and corrected age, can demonstrate to the nurse an understanding and sensitivity
to the infant’s cues, and can identify that the infant is demonstrating appropriate growth and development
measured by a standardized growth chart and standardized developmental screens (Ages and Stages
Questionnaire).
”I got to talk to the nurse about questions I had about my daughter,
and she got to watch my daughter grow.”
~ Client comment

SIP Program 2010 Highlights
∗ A total of 69 referrals were received and 52 percent of the newborns referred to this program were
enrolled (Table 5).
∗ Of those families that received at least one home visit, 87% met all of the program outcomes.
∗ Clients were referred from all TCHD area hospitals, and were from all three counties.
Table 5. Special Infant Project Referrals and Results, TCHD 2006-2010
Referrals
Clients Enrolled

2006

2007

2008

2009

2010

137
53

85
41

100
41

74
37

69
36

151
3.7

157
4

199
5

195
5.4

169
Total Home Visits
3.2
Average visits per Client
Data Source: TCHD, Internal Program Data
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EMERGENCY PREPAREDNESS AND RESPONSE
All members of the Nursing Division are expected to respond in the event of an emergency. In 2007, the
Nursing Division created the Nursing E-Team as one way to assure a competent public health nursing
workforce. The goals of the Nursing E-Team are to: maintain a minimum of nine EPR proficient nurses
who can educate, mobilize and lead others during an emergency event; plan and conduct three emergency
preparedness trainings and/or exercises for staff within the Nursing Division each calendar year; revise
and update currently used resources and maintain the Nursing E-Kits; and participate in an advisory
capacity to local, regional and state community partners in the area of EPR. This program is partially
funded by the Centers for Disease Control and Prevention through the Colorado Department of Public
Health and Environment.

Public health nurses are integral members in
emergency operations and command centers, in
leadership and management roles, as well as in the
field where they provide frontline disaster health and
core public health services.
~ASTDN, 2007

Emergency Preparedness and Response 2010 Highlights
* Nursing used ARRA funding to provide 2 point of distribution (POD) clinics for zoster vaccine
* Nurses from both the nurse E-team and general nursing staff attended the large scale CSU meningitis
vaccination clinic in Fort Collins. In total 17 nurses responded to the event, 6 of those nurses were Eteam members.
* There were 2 Flu Live PODs that E-team nurses took lead roles in commanding
* The nurse E-team continues to provide outbreak scenario training to nursing students each semester.

Table 1. EPR Program Activity, TCHD 2006-2010
2006

2007

2008

2009

2010

Number of large scale (>30 people) trainings
and exercises

1

5

4

5

8

Number of Nursing Division staff and community nursing partners involved trainings
and exercises

18

363

293

499

146

Number of specialized EPR nurses within the
Nursing Division

4

9

9

11

10

Data Source: TCHD Internal Program Data
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ADAMS COUNTY MOTHERS FIRST PROGRAMS
Since 1998, Adams County Human Services Department (ACHSD) has contracted with Tri-County
Health Department’s (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, and optimizing self-sufficiency, with the goal of decreasing the need
for public assistance in the future. The programs are funded by Adams County Social Services
Department through the Temporary Assistance for Needy Families (TANF) program.
Mothers First Program Description
Mothers First is a long-term nurse case management program for pregnant and parenting women, most of
who receive TANF from ACHSD. Families may receive case management services for up to two years,
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. Families are referred
to TCHD by ACHSD and ACHSD contractors (i.e., Community College of Aurora [CCA], Workforce
Business Center [WBC], Goodwill, Center for Work, Education and Employment [CWEE]).
“Thank you so much for all your help. I don’t think I would
be where I am today if it wasn’t for your assistance. I’m
happy I decided to participate in this program. I’m learning
so much from my nurse, especially being a first time mom.”
~Mothers First client

Adams County Mothers First Program 2010 Highlights
∗ Mothers First completed a record 1332 home visits this year.
∗ Mothers First served 101 clients and families in 2010 (Table 1).
Table 1. Mothers First Program Referrals, Home Visits, and Clients, TCHD, 2004-2010
Referrals
Home Visits
Clients

2006
207
767
108

2007
201
739
108

2008
180
989
123

2009
173
948
94

2010
177
1332
101

Data Source: TCHD, Internal Program Data

9

Brief Parenting Program Description
Brief Parenting allows for nurse case management of clients who do not qualify for the Mothers
First Program, but are Adams County residents and in need of shorter term nurse case management.
The goal of the program is to enhance family functioning, expand parenting skills, and increase
health knowledge through education. The clients are referred to TCHD through ACHSD, ACHSD
contractors, WIC, Adams County schools, and community providers.
Brief Parenting Program 2010 Highlights
∗ ACHSD continues to support TCHD in serving community referrals, as well as TANF and Child
Welfare referrals
∗ A total of 17 mothers and their families were served in this program in 2010 (Table 2).
Table 2. Brief Parenting Referrals, Home Visits, and Clients, TCHD, 7/1/2005-2010
7/1/200512/31/2005

2006

2007

2008

2009

2010

Referrals

66

41

25

18

24

19

Home Visits

142

204

106

123

124

116

Clients

45

30

7

17

15

17

Data Source: TCHD, Internal Program Data

Early Crisis Intervention Program Description
The Early Crisis Intervention Program is 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-month intervention that includes nurse home visits that are focused on parenting 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.
“In the families where the case workers have been able to utilize this program, we
have experienced great family support. The program is an unique intervention that
usually prevents us from having to open a case. The program currently has a wait
list, which tells you how sought after their resource is.”
~Adams County Child Welfare case manager

Early Crisis Intervention Program 2010 Highlights
∗ Mothers First nurses attend a weekly Multidisciplinary Review Committee (MRT) designed to review
all investigated child welfare cases.
∗ A total of 33 mothers and their families were served in this program in 2010 (Table 3).
Table 3. Early Crisis Intervention Referrals, Home Visits, and Clients, 7/1/2006-2010
7/1/200612/31/2006

2007

2008

2009

2010

Referrals

8

29

16

35

55

Home Visits

42

178

186

205

217

Clients

8

29

16

23

33

Data Source: TCHD, Internal Program Data
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Health and Parenting Classes Program Description
A TCHD nurse provides health and parenting classes for ACHSD clients being served at ACHSD
contractor sites. These sites include CCA, CWEE, One Stop and Goodwill, as well as Adams County
schools and community sites. Education is offered in birth control, sexually transmitted infections,
parenting, relationship building, and budgeting.
Health and Parenting Classes 2010 Highlights
∗ TCHD offered a total of 228 health and parenting classes to the Adams County community (Table 4).
Table 4. Health and Parenting Classes, TCHD, July 1, 2004-2010
Classes Offered

2006

2007

2008

2009

2010

176

181

308

171

228

Data Source: TCHD, Internal Program Data

Family Success in Adams County Program (FSAC) Description
TCHD, Colorado State University (CSU) Cooperative Extension, and Alternatives to Family Violence
have partnered together on a five-year project to strengthen the families of Adams County. The project
focuses on parenting, relationship building, anger management and budgeting education by conducting
classes in the community. MOF nurses teach these curricula at contracting agency sites (CCA, CWEE,
One Stop and Goodwill), within the community, and during home visits.
Family Success in Adams County Program 2010 Highlights
∗ TCHD Mothers First nurses recruited 50 families into the FSAC program in 2010. An additional 18
families have continued on to participate in the community classes FSAC provides.
∗ TCHD staff has been instrumental in the collaboration of, and continuity between, ACHSD contract
programs, as well as the community.
Table 5. Clients recruited for Family Success in Adams County, TCHD, 2007-2010
Clients

2007

2008

2009

2010

62

50

43

50

Data Source: TCHD, Internal Program Data

Home Visit Compliance Program Description
The Home Visit Compliance 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 short-term 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.
“The services provided by the Tri-County Health Department Mother’s First program are
essential for continued successful case management. The Tri-County Health Department’s management staff and nurses are highly professional, thoughtful, caring and resourceful to all referred families. The nurses often discover issues in the household that
were not initially shared with the case manager. The nurses give very detailed feedback
as to what the issues are, as well as next steps. The result of our partnership is exceptional customer service for participants.”
~Goodwill Program Manager
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Home Visit Compliance Program 2010 Highlights
∗ The poor economy has increased TANF participation, and subsequently impacted the number of
compliance referrals. For the second consecutive year, TCHD saw a significant jump in referrals.
∗ A total of 525 mothers and their families were served in this program in 2010 (Table 6).
Table 6. Home Visit Compliance Program Referrals, Home Visits, and Clients, TCHD, 2004-2010
2006

2007

2008

2009

2010

Referrals

328

204

178

290

514

Home visits

145

121

156

194

291

Clients

259

195

183

306

525

Data Source: TCHD, Internal Program Data

The Adams County Mothers First Program Changes Lives
Wendy* is a 24 year old mother of seven children, the father of her youngest child is also
involved. Rachel*, a Public Health Nurse with the Adams County Mothers First Program, has
been working with Wendy and her family for the past two years. When Rachel first met the family
they lived in a one bedroom apartment and did not have access to healthcare. The children had
not seen a doctor in over two years and all were behind on their immunizations. With Rachel’s
assistance, Wendy successfully applied for Medicaid for all her children and established a
relationship with a doctor that now serves as the children’s medical home. They are up to date
on their physicals and immunizations. The family also receives supplemental food through WIC.
Today the family rarely misses an appointment. Wendy will be taking her driver’s test soon and
with the help of the Bridges to Opportunity program she and her partner were able to purchase
their own mobile home a year ago.
*Names have been changed
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ARAPAHOE COUNTY MOTHERS FIRST PROGRAMS
Arapahoe County Department of Human Services (ACDHS) began contracting with Tri-County Health
Department 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 self-sufficiency, with the goal of decreasing the need for public assistance in
the future. This program is funded by Arapahoe County Department of Human Services through
Temporary Assistance for Needy Families (TANF) program.
Mothers First Program Description
Mothers First is a nurse case management program for pregnant and parenting women with at least one
child under six months of age. Families may receive case management services for up to two years,
depending on the needs of the family. The goal of the program is to provide parenting education,
enhanced life course development, and family health promotion. Families are referred by Arapahoe
County TANF Contractors including Arapahoe Douglas Works, Colorado Works, Goodwill, Center for
Work Education and Employment (CWEE), and Community College of Aurora (CCA).
“My nurse cares about our well being and she is helpful with getting us the
resources and help we need.”
~Client comment

Mothers First Program 2010 Highlights
∗ The nurses served 118 clients and families in 2010 (Table 1).
∗ A total of 712 home visits were completed for the year (Table 1).
∗ Mothers First nurses collaborate with TCHD immunization department to offer immunizations to
TANF participants at Arapahoe County’s Centre Point building every third Wednesday of the month.
∗ A prenatal group education curriculum was developed by the Mothers First nurses and delivered at
CWEE.
∗ Birth Control and Sexually Transmitted Infections classes are being taught by a Mothers First nurse
approximately monthly at Goodwill, bi-monthly at Arapahoe County Justice Center and quarterly at
CWEE and CCA.
Table 1. Mothers First Program, Referrals, Home Visits, and Clients, TCHD, 2007-2010
Nov 2007-Dec
2007

2008

2009

2010

Referrals

28

150

187

217

Home Visits

41

491

602

712

Clients

23

80

100

118

Data Source: TCHD, Internal Program Data
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Pre-Sanction Home Visit Compliance Program Description
This program is designed to serve clients at risk of losing their TANF benefits. Nurses assess the family’s
needs, health status, resource needs, and barriers to TANF benefit compliance. The goal of this short-term
home visit program is to educate families on community resources and assist in complying with TANF
requirements. The nurses coordinate with the TANF case managers to address the needs of the family in
order for them to retain their TANF benefits.
“I applaud your program and all the people that make it happen for us parents. My
nurse was a joy to work with. Thank you very much.”
~Client comment

Pre-Sanction Home Visit Compliance Program 2010 Highlights
∗ A total of 579 clients and families were served in 2010 (Table 2).
∗ A total of 545 pre-sanction home visits were completed (Table 2).
Table 2. Home Visit Compliance Program Referrals, Home Visits, and Clients, TCHD, 2007-2010
Nov 2007-Dec 2007

2008

2009

2010

Referrals

24

529

863

742

Home Visits

20

445

594

545

Clients

23

527

859

579

Data Source: TCHD, Internal Program Data

Nurse Support Program Description
This program began in March 2008 as a partnership with the Arapahoe County Department of Human
Services 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 six months. Nurses provide
local resource referrals, 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.

The Department believes that the Nurse Support Program is a valuable
resource. It allows additional supports to be put in place for high risk
families, to avoid involvement or re-involvement with our system.
~Arapahoe County Child Welfare Supervisor

Nurse Support Program 2010 Highlights
∗ 70 clients participated in the Nurse Support Program (Table 3).
∗ 558 home visits were completed to serve the clients (Table 3).
∗ Case workers and nurses are now attending the initial Nurse Support home visit together to transition
clients smoothly into this program.
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Table 3. Nurse Support Referrals, Home Visits, and Clients, TCHD, March 2008-2010
Referrals
Home Visits

March 2008-December 2008
87

2009
129

2010
121

151

334

558
70

43
Clients
Data Source: TCHD, Internal Program Data

56

The Arapahoe County Mothers First Program Changes Lives
Hannah* was referred to the Nurse Support Program for home guidance and training as to ageappropriate parenting in early 2010. She has three children and the father is involved and supportive.
Hannah has a history of bipolar disorder, anxiety and panic attacks. Over the course of the visits the
nurse case manager encouraged way of avoiding panic attacks with affirmations and calming exercises,
discussed their son’s regressive behavior and sleeping habits, breast pump schedule and monitoring
weight gain of the youngest children. Both parents have progressed in all areas of parenting, setting
limits and positive interactions with their son. The nurse is confident of Hannah’s ability to overcome her
physical and mental health issues while raising her children.
*Names have been changed
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ACCESS TO CARE PROGRAM
The Access to Care Program has combined the Early and Periodic Screening, Diagnosis and Treatment
(EPSDT) program and the Presumptive Eligibility program for Pregnant Women & Children into Healthy
Communities. The goals of Healthy Communities include finding eligible but not enrolled children and
families as well as pregnant women; assisting them with the enrollment process to obtain public health
insurance such as Colorado Medicaid and Colorado’s Child Health Plan Plus (CHP+); 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 Access to Care program is funded by each
county, the Colorado Department of Health Care Policy and Financing, Medicaid reimbursement, a
Maternal Child Health block grant and TCHD general fund.
“The lack of insurance coverage is a significant barrier to health care access…”
~2010 Colorado Health Report Care (Colorado Health Foundation)

Healthy Communities
Healthy Communities is a comprehensive community-based outreach program designed to assist
families, children and pregnant women to find appropriate services, including health care. 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 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 and by mail, during home visits, and face to face at the county human service offices or
during the presumptive eligibility appointment.
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. Application assistance is
provided in seven TCHD offices and one physician clinic. TCHD has a partnership with both Adams
County Department of Human Services and Arapahoe County Department of Human Services to house
a county eligibility specialist at a TCHD office to process TCHD applications.
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, 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 residency and citizenship
requirements, but are able to receive Emergency Medicaid (EMK) to cover delivery costs. Referrals are
provided to local health care providers, Women, Infants and Children (WIC) nutrition services, smoking
cessation programs, substance abuse programs, case management, and other community services as
needed.
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Healthy Communities 2010 Highlights
∗ CHP+ applications for children increased by 51%. This was most likely related to the economy and
an increase in the maximum income guidelines for CHP+ to 250% FPL in May of 2010 (Table 1).
∗ An additional 471 clients were included with the applications. These clients, while not eligible for
PE, were potentially eligible for Medicaid and staff collected documents for these clients.
∗ The number of applications sent to the on-site county technicians in Adams and Arapahoe Counties
increased slightly in 2010 (Table 2).
∗ The number of CHP+ eligible clients and children enrolled in Colorado Medicaid increased by 6.5%
in Adams County, 6.8% in Arapahoe County and 11% in Douglas County (Table 3).

Table 1. Number of CHP+ and Medicaid Applications, TCHD, 2006-2010
2006

2007

2008

2009

2010

CHP+ (children)

304

135

351

298

609

Medicaid (children)

1431

1112

1601

2467

2145

Medicaid (pregnancy)

1082

1344

1425

1403

1394

EMK (pregnancy)

674

681

527

434

301

CHP+ (pregnancy)

Not reported

115

119

168

156

3491

3387

4023

4779

4605

Totals

Data Source: TCHD, Internal Program Data

Table 2. Number of Family Applications Received by On-Site County Technicians, TCHD, 20072010
2007

2008

2009

2010

Adams County

192

666

888

864

Arapahoe County

NA

738

1375

1411

Total

192

1404

2263

2275

Data Source: TCHD, Internal Program Data

Table 3. Number of Medicaid Children & CHP+ Caseload by County Human Services, 2006-2010
2009

2010

Adams

49,132

52,366

Arapahoe

42,973

45,890

Douglas

6,070

6,757

Data Source: Colorado Department of Health Care Policy and Financing

17

PRENATAL PLUS PROGRAM
The Prenatal Plus Program (PN+) at Tri-County Health Department (TCHD) is a Medicaid funded service
that provides case management, nutrition and psychosocial counseling to low income pregnant women.
PN+ uses a multi-disciplinary team of Registered Nurses, licensed mental health professionals and
Registered Dieticians to provide the high risk woman with education, counseling and resources to prevent
low birth weight deliveries. Overseen by the Colorado Department of Public Health and Environment
(CDPHE), the PN+ team offers ten to eleven face to face visits to address pregnancy and nutritional risks
and to provide brief intervention mental health therapy for psychosocial risks.
“Having Prenatal Plus right here is so valuable to our
patients!”
~Certified Nurse Midwife

“Having someone to talk to” was what I liked best about
being in Prenatal Plus
~ 2010 Client Satisfaction Survey

Prenatal Plus 2010 Highlights
The Prenatal Plus Team continued to explore cost-effective methods of case management delivery by
partnering with three private practices to offer services on site and partnering with WIC administering the
Baby & Me Tobacco Free program. Approximately 60-75% of 2010 Prenatal Plus clients were either seen
at the provider office or through Baby & Me Tobacco Free (B&MTF) participation.
∗ Women enrolled in PN+ delivered at full term (>37 weeks gestation) 93% of the time.
∗ Even though 61% of enrollees reported current or recent tobacco use, the 2010 singleton low birth
weight rate was 7.3% in the PN+ program.
∗ B&MTF enrolled 189 women in 2010 seeking to stay tobacco free after delivery
∗ B&MTF provided 449 prenatal counseling sessions in 2010 to help pregnant women quit smoking
∗ B&MTF issued 107 vouchers in 2010 for $25 of free diapers to post partum women who stayed
smoke free

“Everything is so positive – the tips, the advice and the counseling!”
~Babies & Me Tobacco Free Program participant

Table 1. Total Number of Prenatal Plus Clients by Year, TCHD, 2005-2009
2006

2007

2008

2009

2010

Model Care Packages (10 visits or
more completed)
Partial and Partial Plus Packages (1-9
visits completed)
Clients enrolled, not billed

122(43%)

90(42%)

80(47%)

94(43%)

21(29%)

160(57%)

137(58%)

101(53%)

73(57%)

52(71%)

n/a

n/a

6

9

4

Total Number Enrolled

282(100%)

227(100%)

200

176(100%)

73(100%)

Data Source: 2009 CDPHE, Integrated Referral and Information System (IRIS accessed 4/12/11)
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The Nurse Family Partnership (NFP) is a research-based primary prevention nursing case management
program targeting first-time pregnant, low- income women. NFP is one of only a few social programs that
have scientifically shown positive outcomes through randomized-controlled trials. NFP has demonstrated
positive multi-generational outcomes that not only benefit the participating clients, but society as a whole.
This program has three direct goals: to improve pregnancy outcomes, to improve children’s health and
development, and to improve economic self-sufficiency of the family. Clients are enrolled during
pregnancy and receive nurse home visits weekly or bi-monthly until their child’s second birthday. NFP is
a comprehensive program that uses multiple intervention strategies to assist participants in developing
increased knowledge, skills and self-efficacy to improve pregnancy outcomes, child health, and
development. NFP is primarily funded by the Colorado Department of Public Health and Environment
(CDPHE), which administers a portion of the state’s tobacco settlement dollars and is supplemented by
Medicaid reimbursement.

“I was very overwhelmed before joining NFP, but now I have a lot of good
information that is helping me tremendously.”
~NFP Client Comment

Table 1. Nurse Family Partnership Enrollment by County, TCHD, 2006-2010
Adams County

2006
129 (50%)

2007
131 (46%)

2008
160 (48%)

2009
200 (50%)

2010
207 (54.5%)

Arapahoe County

117 (46%)

136 (48%)

154 (47%)

175 (44%)

157 (41.3%)

11 (4%)

15 (6%)

17 (5%)

25 (6%)

16 (4.2%)

257 (100%)

282 (100%)

331 (100%)

400 (100%)

380 (100%)

Douglas County
Total

Data Source: Efforts to Outcomes

A separate 2004 study by the Washington State Institute for Public Policy found that the Nurse
-Family Partnership ranked highest in return on investment and for keeping children out of the
public welfare system. Also in terms of cost return among pre-K programs, substantiated child
abuse or neglect, youth substance prevention and teen pregnancy prevention and found that
the Nurse–Family Partnership save $3.00 per dollar spent.
~Washington State Institute for Public Policy
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“You’ve made us the wonderful family we are.”
~Client shared with their nurse at NFP graduation visit

Table 2. Nurse Family Partnership Referrals, Home Visits, and Clients Served, TCHD, 2005-2010
Referrals

2005
397

2006
1452

2007
1765

2008
1921

2009
2029

2010
1869

Home Visits

3388

2757

2737

3660

3696

4395

Clients Served

297

257

282

331

391

380

Data Source: Efforts to Outcomes

The Nurse Family Partnership Changes Lives
“The Nurse Family Partnership program has been a huge support for me. When my nurse started coming
in while I was pregnant she gave me the knowledge I needed on things to possibly expect, and how to
handle them. Now that my son is here I was very scared at first, the thought of being a single mom was
very overwhelming. I have learned things from feeding, things to play with him, what to do if I feel
stressed out, CPR, and tons more. I love being part of the program and I think it is an amazing thing to
have in place. I am very grateful for all the support I have gotten from my nurse.”
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The Health Care Program for Children with Special Needs (HCP) at Tri-County Health Department is one
of sixteen regional programs in the State of Colorado that serves children and youth with special health
care needs (CSHCN) from birth to age twenty-one.
Expectations from state and federal funders are twofold. First, HCP is to provide care coordination to
ensure that CSHCN and their families have access to information, services and support necessary to
achieve optimum health and development. Major areas of emphasis in FY 2010 were to help ensure that
CSHCN have access to a medical home and that youth and their families receive appropriate information
and support as they transition to adult health care providers and systems. HCP engages families of
CSHCN to help in planning and implementing strategies and new programs. Second, HCP expected to
engage in systems-building efforts. The focus was on health care transition and early childhood systems.
Funding is primarily from the federal Maternal Child Health block grant (Title V) through the Colorado
Department of Public Health and Environment.

The Health Care Program for Children with Special Needs Changes Lives
The HCP care coordinator obtained funding
from a private foundation to provide a “wound
vac” for an uninsured non-ambulatory teen with
quadriplegia to help heal a decubitus ulcer that
developed after surgery. This allowed him to be
cared for at home instead of in the hospital.

James* was referred to HCP by Child Find at 2
months of age with concerns about growth. His
insurance was terminated after a month and the
new insurance was not yet in place, so he was not
receiving well-child care. James’s primary
diagnosis was a rare chromosome deletion and he
was having difficulty with feeding and gaining
weight. An HCP RN and the HCP RD visited the
baby, did weight checks, reassured the parents,
and helped expedite getting insurance. James
became established in a medical home and has
received numerous diagnostic studies and
specialty care he needed.
*Names have been changed
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HCP Program 2010 Highlights
∗ Development of a Health Care Transition Notebook and distribution to five Adams County
school transition teams
∗ Implementation of a contract with Developmental Pathways, Early Intervention Colorado, to
provide nursing consultation for infant and toddlers with developmental delays or disabilities
∗ Leadership on a task force that secured funding for specialty training of early intervention
providers at North Metro Community Services, Early Intervention Colorado. The training
focuses on providing education and support to parents/primary caregivers to foster a strong
infant-caregiver relationship for infants discharged from the Neonatal Intensive Care Unit.
∗ Preliminary development of a patient management and recording system in Insight, as
documentation in the state database, CHIRP, has been disabled
∗ Encouraging a medical home approach by offering support to Community Health Centers
∗ Orientation of four new HCP staff
Table 1. HCP Clients Served by County, TCHD 2005-2010
2007
897 (44%)
814 (40%)
317 (16%)
0
(0%)
2028 (100%)

2008
832 (42%)
809 (41%)
299 (15%)
42 (2%)
1982 (100%)

2009
578 (42%)
566 (41%)
195 (15%)
30 (2%)
1369 (100%)

2010
536 (45%)
466 (38%)
177 (15%)
23 (2%)
1202 (100%)

Adams
Arapahoe
Douglas
Other
Total
Data Sources: IRIS Report # 01, Total Caseload with Diagnoses; CHIRP data report, CDPHE –CSHCN Unit
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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 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 the Colorado Department of Health and Environment (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 the Colorado Department of Public Health and Environment.
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Peak Wellness 2010 Highlights
∗ The Peak Wellness program provided 1,176 breast cancer screenings which lead to the detection of 14
breast cancers (Table 4).
∗ The Peak Wellness program provided 571 cervical cancer screenings which lead to the detection of
seven cervical cancers (Table 4).
∗ In 2010, 44% (379) of participants receiving screening for CVD risk factors received a medical
referral.
∗ Client satisfaction survey results indicate that 100% of women would recommend this clinic to a
friend.

Table 1. Cancer Screening Clients by County of Residence, TCHD, 2005-2010
2006

2007

2008

2009

2010

Adams

354 (39%)

354 (34%)

335 (30%)

373 (29%)

384 (33%)

Arapahoe

424 (47%)

464 (44%)

501 (46%)

579 (45%)

569 (48%)

Douglas

66 (7%)

99 (9%)

109 (10%)

156 (12%)

131 (11%)

Other

66 (7%)

138 (13%)

151 (14%)

182 (14%)

92 (8%)

Total

910 (100%)

1055 (100%)

1096 (100%)

1290 (100%)

1176 (00%)

Data Source: TCHD Internal Program Data

Table 2. Race/Ethnicity of Cancer Screening Clients, TCHD, 2006-2010
2006

2007

2008

2009

2010

White

462 (51%)

548 (52%)

543 (50%)

640 (50%)

599 (51%)

Hispanic, all races

333 (36%)

384 (36%)

419 (38%)

496 (38%)

452 (38%)

African-American

54 (6%)

65 (6%)

56 (5%)

74 (6%)

69 (6%)

Asian

26 (3%)

29 (3%)

54 (5%)

44 (3%)

36 (3%)

Other Race/Missing

35 (4%)

29 (3%)

24 (2%)

36 (3%)

20 (2%)

910 (100%)

1055 (100%)

1096 (100%)

1290 (100%)

1176 (100%)

Total

Data Source: TCHD Internal Program Data

Table 3. Age of Cancer Screening Clients, TCHD, 2006-2010
2006

2007

2008

2009

2010

< 40 years

NA

95 (9%)

113 (10%)

173 (13%)

113 (10%)

40-49 years

573 (63%)

587 (56%)

616 (56%)

682 (53%)

642 (55%)

50-59 years

247 (27%)

274 (26%)

279 (26%)

348 (27%)

332 (28%)

60-64 years

90 (10%)

99 (9%)

88 (8%)

87 (7%)

89 (7%)

910 (100%)

1055 (100%)

1096 (100%)

1290 (100%)

1176 (100%)

Total

Data Source: TCHD Internal Program Data
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Table 4 . Number of Cancers Detected, TCHD, 2004-2010
2006

2007

2008

2009

2010

Breast Cancers Detected

5

11

10

16

14

Cervical/Uterine Cancers Detected

2

2

2

4

7

Data Source: TCHD Internal Program Data

Table 5. Number of clients, repeat clients, and referrals, CVD Screening Program, TCHD, 20062010
Clients
— Repeat Clients
Referrals*

2006

2007

2008

2009

2010

187

781

784

887

855

0

136

277

319

381

64

336

409

526

379

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
In September of 2010, a technologist from one of
Tri-County Health Department’s imaging partners
called the Northglenn office. A 38-year-old woman
with no health insurance had gone to that hospital’s
Emergency Department (ED) after finding a rightbreast mass. With no insurance since her husband
had recently been laid off, the patient felt her only
option for care was the ED. A breast ultrasound
was performed in the ED, and the film was sent to
the imaging partner for a radiologist’s
examination. The radiologist determined the
patient needed a diagnostic mammogram and
biopsy since the mass looked suspicious for cancer.
Already extremely upset, the patient told the
imaging facility she could not proceed with the
mammogram and biopsy because she simply could
not afford them. She honestly did not know how she
was going to pay for the ultrasound. Having
worked in concert with Tri-County Health
Department before, the technologist immediately
called the Northglenn nurse case manager to see if
there were funds for which this patient qualified.
Tri-County Health Department’s nurse case
manager called the patient to assure her grant
monies were available to her. The recommended

mammogram and biopsy would be covered, as well
as the breast ultrasound. In tears, the patient
profusely thanked Tri-County for this life-saving
assistance.
The patient had her diagnostic mammogram and
biopsy that day and was diagnosed with invasive
breast cancer just three days later. Later that week
she was receiving care at a partnering surgical
clinic. Within one week, the patient had been
diagnosed and was on the path to treatment. What
seemed like an utterly hopeless situation for the
patient, turned into a ray of hope for her and her
loved ones ― thanks to the collaboration between
Tri-County Health Department and their partnering
agencies.
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FAMILY PLANNING

The Centers for Disease Control and Prevention has identified family planning as one of the top 10 public
health achievements of the 20th century. Access to high quality contraceptive services is an important
factor in promoting healthy pregnancies and preventing unintended pregnancy.
The Tri-County Health Department (TCHD) Family Planning Program provides focused reproductive
healthcare to clients in the Tri-County area. There are no residency or income requirements to access the
program. 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, and STI and HIV testing. The program also offers counseling for the prevention of unintended
pregnancies, as well as preconception counseling for those clients planning a pregnancy. The Family
Planning program reaches hundreds of community members each year with outreach activities and
presentations on both pregnancy prevention and the prevention of sexually transmitted infections in local
schools, to parents of teens, and within community organizations. This program is funded by and operates under the Federal Title X grant guidelines. Some aspects of the program are funded through the Colorado Department of Public Health and Environment. Additional funding includes client fees (on a sliding
scale fee based on income), client donations and general fund dollars.
By averting unintended pregnancies, family planning programs greatly reduce health and
welfare costs. Each public dollar spent to provide family planning services saves on average of $3.74 in Medicaid costs for pregnancy-related services and newborn care. Over
27,000 unintended pregnancies are prevented each year in Colorado as a direct result of
state and federally funded family planning services.
~Alan Guttmacher Institute, 2010
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Family Planning Program 2010 Highlights
∗ The program saw 8,585 clients in 2010; 8,425 (98%) were Title X qualified (Table 1).
∗ The program had 19,152 total clinic visits in 2010; 18,857 (98%) were Title X qualified (Table 1).
∗ The program provided 311 women with intrauterine devices.
∗ In October, program started a Teen Clinic at the Northglenn clinic site.
∗ The program opened a new clinic site in Brighton.

Table 1. Total Number Of Title X Qualifying Family Planning Clients, Visits, and Average Number
of Qualifying Visits per Client, TCHD, 2006-2010
2006

2007

2008

2009

2010

Number of Clients

8020

7910

7353

8232

8425

Total Visits

16151

15890

15418

18692

18857

2.23
Average Number of Visits
2.01
2.00
2.09
2.27
per Client
Data Source: Report #13, Visits and Patient Loads, CDPHE, WHS (supply inventory affects the average number of
visits per client)

Table 2. Number of Title X Qualifying Clients by Poverty Level, Family Planning Program, TCHD,
2006-2010
2006

2007

2008

2009

2010

≤100% of poverty

6292 (79%)

6489 (82%)

6154 (84%)

7284 (88%)

7543 (89%)

101-150% of poverty

1237 (15%)

1068 (14%)

952 (13%)

741 (9%)

671 (8%)

151-200% of poverty

330 (4%)

247 (3%)

173 (2%)

147 (2%)

149 (2%)

>200% of poverty

161 (2%)

113 (1%)

74 (1%)

60 (1%)

62 (1%)

8020 (100%)

7917 (100%)

7353 (100%)

8232 (100%)

8425 (100%)

Total

Data Source: Report # 12, Patients by Age, % poverty and type with Target, CDPHE, WHS

Table 3. Number of Title X Qualifying Clients by Age, Family Planning Program,
TCHD, 2006-2010
2006

2007

2008

2009

2010

< 18 years

783 (10%)

738 (10%)

710 (10%)

724 (9%)

619 (7%)

18-29 years

6875* (86%)

5082 (64%)

4678 (64%)

5141 (62%)

5125 (61%)

30-39 years

NA

1686 (21%)

1572 (21%)

1859 (23%)

2071 (25%)

> 40 years

362 (4%)

411 (5%)

393 (5%)

508 (6%)

610 (7%)

8020 (100%)

7917 (100%)

7353 (100%)

8232 (100%)

Total

8425(100%)

Data Source: Report # 12, Patients by Age, % poverty and type with Target, CDPHE, WHS
*Combined age group 18-39 years
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Table 4. Number of Family Planning Clients Receiving Permanent Birth Control by Referral to
Private Medical Provider, TCHD, 2008-2010
2008

2009

2010

Number of clients receiving Essure*

0

28

95

Number of clients receiving vasectomies

7

29

61

Data Source: TCHD Internal Program Data
*Essure is a form of permanent birth control for women

Table 5. Number of Clients by Race/Ethnicity and Year of Visit, Family Planning Program, TCHD,
2007-2010
Hispanic, all races

2007
4581 (55%)

2008
4322 (56%)

2009
4676 (56%)

2010
4888 (57%)

White, non-Hispanic

3237 (39%)

2923 (38%)

3154 (38%)

3088 (36%)

281 (3%)
245 (3%)

258 (3%)
227 (3%)

308 (4%)
265 (2%)

312 (4%)
297 (3%)

7730 (100%)

8403 (100%)

8585 (100%)

African American
Other

8344 (100%)
Total
Data Source: TCHD Internal Program Data
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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 low-cost dental care, including
routine care, hygiene and some restorative treatment. 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.
As people live longer and retain more natural teeth, the complexity of geriatric
dentistry increases.
~www.ada.org

Dental Program 2010 Highlights
∗ Dental program patients increased by 4% from 2009-2010, with no additional staff. (Table 1).
∗ Dental hygiene services were provided to 283 (86%) of our 330 program clients in 2010.
Table 1. Senior Dental Care Program Clients and Visits, Arapahoe County, TCHD, 2006-2010
2006

2007

2008

2009

2010

Total Patients

214

221

274

317

330

Total Visits

783

1024

1051

1074

1021

Data Source: TCHD, Internal Program Data

The Dental Program Changes Lives
We have many grateful patients here at the senior dental clinic in Englewood. The clinic has one patient
with a history of mental illness which requires him to reside in an assisted living facility. A caring family
member brought this reluctant patient to us, and he seemed hopeless and doubtful. With each visit for the
various stages of denture creation the light seemed to brighten in his eyes. When we presented this deserved man with his new teeth, he actually stood taller and seemed to have a new sense of courage. This
is the kind of situation that that adds fuel to our motivation and just makes our jobs a bit easier.
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HIV OUTREACH PROGRAM
The Human Immunodeficiency Virus (HIV) Outreach Program was created at Tri-County Health
Department in June 2008. The program was formed to focus on prevention and education of HIV, TB,
sexually transmitted infections (STI) and Hepatitis C (HCV) in Adams, Arapahoe, and Douglas counties.
In the first year of this program, staff completed an extensive needs assessment which included mapping
existing community services and resources. In response to community identified need, the program has
since worked on building a better infrastructure for prevention, education and testing of HIV and STI in
the three counties.
In 2010, the HIV Outreach Program began free HIV testing clinics that offer rapid HIV tests, gonorrhea
and chlamydia tests (through partnership with Denver Public Health), hepatitis A/B vaccine series
(through a partnership with CDPHE), and HPV vaccine series. HIV testing clinics run weekly in each of
two TCHD clinic sites in Aurora and Northglenn. In addition, gonorrhea and chlamydia testing is offered
at the Community College of Aurora where HPV and meningitis vaccines were administered by TCHD
nurses to eligible students. In July 2010, the program expanded to offer HIV testing at Salud Family
Services in Commerce City in an effort to make free testing more available in Adams County where there
are few HIV testing sites. In October 2011, the HIV Outreach Program was granted funds for a two year
Social Network Testing (SNT) project in collaboration with Denver Public Health. The SNT project
targets men who have sex with men and their social networks who are at high risk for HIV and other
STI’s and have not been tested recently. In 2010, the HIV Outreach Program facilitated the organization
of the Aurora HIV/STD Stakeholders Group. This group meets regularly and consists of community
providers of HIV prevention, testing, care and treatment services in the Aurora area. The goal of this
group is to strengthen the HIV services offered in Aurora through collaboration. Funding for this program
comes from CDPHE and TCHD general funds.
HIV Outreach Program 2010 Highlights
∗ A total of 3 positive HIV test results were given
∗ Of the HIV tests performed 50% of people reported being Hispanic and 50% non-Hispanic, 11%
were Black and 44% White
∗ Six percent of HIV tests were performed in outreach settings
∗ Age range of people being tested for HIV was 14 to 78 with 29 as the average age
∗ Of the Chlamydia tests performed, 15% of females and 19% of males were positive
Table 1. Total Number of Interventions Completed for HIV Outreach
2009

2010

Outreach Contacts with High Risk Individuals
(not HIV or STI testing)

763

492

Gonorrhea/Chlamydia Tests

80

520

Rapid HIV Tests

65

547

Data source: TCHD Internal Program Data
Interventions began January 2009
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CHILD CARE IMMUNIZATION AUDIT PROGRAM
The Child Care Immunization Audit Program is an interdisciplinary program created at Tri-County Health
Department with Nursing, Environmental Health (EH), and Epidemiology, Planning and Communication.
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. Nurses work with the
centers to meet set standards that include 95% of immunization certificates on file and 80% of children
having documentation that show that they are up-to-date (UTD) for age-appropriate immunizations. The
program is funded by inspection fees paid by the child care centers.

“I am so glad you are checking immunization records at my child’s center.
Thank you for doing this.”
~Parent comment

Child Care Immunization Audit Program 2010 Highlights
∗ A total of 193 child care centers were assessed.
∗ In 2010, 35% of centers required additional follow-up to meet the standards of 95% records on file
and 80% up-to-date for age according to immunization records on file.
∗ A total of 84 children were immunized after notification by a TCHD RN that immunizations were
needed.
∗ A total of 2661 nursing hours were spent during 2010 on this program.
Table 1. Number of Centers, Children Assessed, and Centers Requiring Repeat Visits, Child Care
Immunization Audit Program, TCHD, 2006-2010
2006

2007

2008

2009

2010

Number of centers assessed

115

124

197

203

193

Number of children impacted

8349

9700

14242

13734

12295

55

60

73

62

68

Number of centers needing > 1 visit to
meet standard

Data Source: TCHD, Internal Program Data, 2009-10 from DHD system
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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 recommended immunizations, medications for malaria if needed, and health and safety
information specific to the client’s destination country. ITC services are available at our main clinic location in the Lone Tree office, and are also offered in our Aurora and Northglenn offices. Clients are
charged a consultation fee in addition to the cost of the vaccines for visits that include health counseling.
In addition to travel vaccines and consultation, the ITC offers routine immunizations for adults. ITC is
funded by client fees. TCHD staff are members of the Colorado Coalition of Travel Health Professionals
for ongoing continuing education. Funding for this program comes from client fees.
International travel has increased dramatically over the past decades, and travelers are
choosing more varied destinations and activities. CDC recommends that travelers with
complex itineraries or health problems visit a travel medicine specialist before traveling.
-Centers for Disease Control and Prevention

2010 ITC Program Highlights
∗ The majority (40%) of international travel clinic clients resided in Douglas County (Table 2).
∗ TCHD gave clients a total of 813 prescriptions for anti-malarial medication, up from 671 in 2008.
Table 1. Total Number of ITC Immunizations, Clients, and Total Clinics, TCHD, 2006-2010
2006
2008
2009
2010
2007
6103
5354
4999
5553
5927
Immunizations
Unduplicated Clients

2882

2537

2507

2742

3038

Total Clinics

262

259

258

282

257

Data Source: TCHD, Internal Program Data

Table 2. ITC Clients by County of Residence, TCHD, 2006-2010
2006

2007

2008

2009

2010

Adams

231 (10%)

220 (9%)

210 (9%)

239 (9%)

252 (8%)

Arapahoe

1153 (48%)

981 (39%)

931 (37%)

1001 (37%)

1060 (35%)

Douglas

1124 (28%)

924 (36%)

985 (39%)

1088 (40%)

1335 (44%)

Other

374 (14%)

412 (16%)

381 (15%)

414 (14%)

391 (13%)

Total

2882

2537

2507

2742

3038

Data Source: PCMS/Insight
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IMMUNIZATION PROGRAM
Tri-County Health Department (TCHD) provides immunizations to clients of all ages. Immunizations
protect clients from vaccine-preventable diseases. Immunization services are available in the Aurora,
Castle Rock, Englewood, Lone Tree and Northglenn offices, and are also provided at a variety of WIC
offices and community locations. Immunizations are offered in both appointment and walk-in clinics,
and Saturday clinics are available each month to help increase access to immunization services. In
addition to administering immunizations, program staff identifies and contacts the families of children 036 months of age who are not fully immunized using phone calls and post cards to encourage families to
come in for needed immunizations. For children, TCHD charges an administration fee of $14 per
immunization that is waived for families who are unable to pay. Partial fees are accepted. For adults, a
variety of programs are available to help with the cost of vaccines. The TCHD Immunization Program
has a variety of funding sources, including grants from CDPHE, client fees, Medicaid reimbursement
and TCHD general fund.
Universal vaccination is a critical part of quality health care and should be
accomplished through routine and catch-up vaccination provided in physicians'
offices, public health clinics, and other appropriate complementary settings.
~Centers for Disease Control and Prevention

Immunization Program 2010 Highlights
∗ The total number of immunizations given in 2010 in our immunization clinics was 54,503 to a total
of 22,380 clients (Tables 1, 2).
∗ During 2010 we had a 3% increase in the number of clients from 2009 (Table 2).
∗ The largest percentage (44%) of clients TCHD served was Hispanic (Table 3).
∗ The number of adult clients TCHD served more than doubled from 2009 to 2010 (Table 4).
Table 1. Total Number of Immunizations Given in Immunization Clinics to Children
and Adults, TCHD, 2006-2010*
2006

2007

2008

2009

2010

Children <18 years

40189 (95%)

53904 (97%)

56017 (93%)

46576 (88%)

41960 (77%)

Adults >18 years

2092 (5%)

1538 (3%)

4435 (7%)

6167 (12%)

12543 (23%)

Total Immunizations

42281(100%)

55424 (100%)

60452 (100%)

52743 (100%)

54503 (100%)

Data Source: Insight,PCMS
*Does not include vaccines given in International Travel Clinic
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Table 2. Immunization Clients By County of Residence, TCHD, 2006-2010
2006

2007

2008

2009

2010

Adams

2895 (22%)

3954 (26%)

5168 (28%)

5613 (30%)

6868 (31%)

Arapahoe

7805 (59%)

8376 (54%)

9349 (51%)

8458 (46%)

9573 (43%)

Douglas

889 (7%)

1382 (9%)

1724 (9%)

1689 (9%)

1925 (8%)

Other

1717 (12%)

1804 (11%)

2227 (12%)

2799 (15%)

4014 (18%)

Total

13306(100%)

15516 (100%)

18468 (100%)

18559 (100%)

22380 (100%)

Data Source: Insight

Table 3. Immunization Clients by Race/Ethnicity, TCHD, 2006-2010
2006

2007

2008

2009

2010

White

4367 (33%)

5075 (33%)

5577 (30%)

5739 (31%)

7852 (35%)

Hispanic, all races

7307 (55%)

8316 (54%)

10129 (55%)

9377 (51%)

9828 (44%)

African-American

834

(6%)

1022 (6%)

1391 (8%)

1404 (8%)

1527 (7%)

Other Race

798

(6%)

1103 (7%)

1371 (7%)

2039 (10%)

3173 (14%)

Total

13306 (100%)

15516 (100%)

18468 (100%)

18559 (100%)

22380 (100%)

2009

2010

Data Source: Insight

Table 4. Age of Immunization Clients, TCHD, 2006-2010
2006

2007

2008

Children <18 years

11456 (86%)

13988 (90%)

15302 (83%)

14157 (76%)

13061 (58%)

Adult >18 years

1850 (14%)

1528 (10%)

3166 (17%)

4402 (24%)

9319 (42%)

Total

13306(100%)

15516 (100%)

18468 (100%)

18559 (100%)

22380 (100%)

Data Source: Insight
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IMMUNIZATION SPECIAL PROJECTS
During 2010 TCHD had the opportunity to apply for special one-time funding made available through the
American Recovery and Reinvestment Act (ARRA) of 2009 through the Immunization Program at the
Colorado Department of Public Health and Environment (CDPHE). TCHD was successful in applying for
and receiving funding for the following three projects.
Childcare Provider Vaccination
For this project, the Immunization Program was given vaccine, and the opportunity to vaccinate child
care providers at no cost to the clients. TCHD staff attended an annual conference for Colorado child
care staff, and provided 293 immunizations to help prevent disease outbreaks in child care centers.
Shingles Vaccine for Adults age 60 and older
Shingles vaccine is expensive, and is difficult for many people to access to do Medicare and insurance
rules. For this project, TCHD received both vaccine and staffing support. We were able to provide, at no
cost to clients, a total of 1219 doses of shingles vaccine to low income seniors at senior centers. Clients
were asked why they had not been immunized before they came to our clinics, and many stated that they
had been unable to find an affordable option and had been unable to receive the vaccine from the primary
health care provider.
Colorado Circle of Protection
TCHD saw great success with its Colorado Circle of Protection Tdap Program. Taking public health into
the community, the program is a collaborative effort of TCHD, CDPHE, and all birthing hospitals in the
TCHD area to protect infants from pertussis by vaccinating the adults around them with Tdap (tetanus,
diphtheria, and pertussis). Vaccine, funded through ARRA funds, was given to all nine birthing
hospitals to implement a program to vaccinate mothers postpartum and health care workers in direct
contact with infants with Tdap. The hospitals participating in the program include Sky Ridge Medical
Center, University of Colorado Hospital, Swedish Medical Center, Platte Valley Medical Center, North
Suburban Medical Center, Medical Center of Aurora, Littleton Adventist, St. Anthony North and Parker
Adventist. The Children’s Hospital and Cherry Creek Pediatrics participated as well. A total of 4263
Tdap vaccinations were given at the participating facilities, 3759 to postpartum mothers and 504 to health
care workers. Coupons were given to the facilities to distribute for new fathers and other family contacts
who are uninsured or underinsured to receive a free or reduced cost Tdap vaccination at any TCHD
clinic.
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NURSING DIVISION ACCOMPLISHMENTS
2010 Awards
Megan Koepsell, BSN, RN Public Health Nurse, received the “Emerging Leader in Public Health”
Award at the Colorado Public Health Association annual conference in Denver, CO September 2010.
Rita Beam, MSN, RN, Nurse Manager, received the “Lillian Wald” Award at the Colorado Public Health
Association annual conference in Denver, CO September 2010.
Pam Kurth, BSN, RN, Nursing Program Coordinator, received the “New Public Health Nurse of Year”
Award at the Colorado Public Health Association annual conference in Denver, CO September 2010.
Marian Greenway, BSN, RN, Public Health Nurse, received the “2010 Magdalena Aguayo Literacy
Champion of the Year” Award for her work with the TCHD Reach Out and Read Program, May 2010.
Debbie Gunther, Business Support II, received the Marilyn Sandholm “Little Things Mean a Lot” Award
from the Aurora Action Coloration for Community Services, November 2010.

2010 Presentations at Local and National Conferences
Rita Beam, MS, RN, Nurse Manager, presented “Developing a Community Collaborative to Address our
Increasing African-American Infant Mortality Rate” at the American Public Health Association
Conference, Denver CO, November 2010.
Jeanne North, MS, RN, Nursing Director, presented “Local Public Health and HHS: Strange Bedfellows
or a Model of Collaboration” at the Colorado Counties Inc. meeting, Vail CO, June 2010.

2010 Leadership Activities
Lolo Ogunmondede, MHA, RN, Public Health Nurse, was recognized by the First Lady of Colorado
Jeannie Ritter for her work with the National Council of Women Societies, a non-profit Nigerian women
organization.
Pam Kurth, BSN, RN, Nursing Program Coordinator, was accepted into the CityMatCH CityLeaders
program which started in September 2010.
Amy Ramierz, NP and Felicity Thompson, CNM, Family Planning, successfully completed the American
Society for Colposcopy and Cervical Pathology (ASCCP) Colposcopy Mentorship Program and
certification exam to provide colposcopies to TCHD clients.
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