Tri
Tri--County Health Department
Nursing Division

2012 Annual Report

2

INDEX

Program Name
Director’s Remarks

Page Number
3

Prevention Services
Immunization Program

5

Call Center

7

Child Care Immunization Audit Program

8

International Travel Clinic

9

Peak Wellness Program

10

Family Planning Program

13

HIV and STI Outreach Program

16

Dental Program

18

Home Visiting / Case Management Programs
Adams County Mothers First Program

19

Arapahoe County Mothers First Program

22

Access to Care Programs

25

Nurse-Family Partnership Program

28

Health Care Program for Children with Special Needs

30

General Public Health Nursing
Core Nursing Program

32

Emergency Preparedness and Response

35

Maternal and Child Health

36

Acronym Definitions

37

3

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.

The past year was full and challenging for the Nursing Division. These program summaries for 2012
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, 2012 brought additional efforts focused on quality assurance and
workforce development. Several programs across the division have implemented the Omaha System, a
research-based, comprehensive practice and documentation standardized taxonomy or classification
designed to document client care from admission to discharge. The data collected with the Omaha
System will enable these programs to demonstrate client outcomes directly related to nursing
interventions. Nursing competencies were rolled out across the division, with all nurses receiving training
for continued professional growth and development.
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, especially in these fiscally challenging times. 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 WIC offices and community locations.
Immunizations are offered in both appointment and walk-in clinics. Two Saturday clinics are 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 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 the TCHD general fund.

Immunization Program 2012 Highlights
∗ The total number of immunizations given in 2012 in the immunization clinics was 40,691 to a total
of 14,930 clients (Tables 1,3).
∗ The largest percentage (42%) of clients TCHD served was Hispanic (Table 4).

Table 1. Total Number of Immunizations Given in Immunization Clinics to Children and Adults,
TCHD, 2007-2011ª
2008

2009

2010

2011

2012

Children <18 years

56,017

46,576

41,960

31,958

26,422

Adults >18 years

4,435

6,167

12,543

8,733

7,033

Total Immunizations

60,452

52,743

54,503

40,691

33,455

Data Source: Insight, PCMS
ªDoes not include vaccines given in International Travel Clinic
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Data Source: Internal Program Data
ªDoes not include immunizations given in the Travel Clinic

Table 2. Age of Immunization Clients, TCHD, 2008-2012
2008

2009

2010

2011

2012

Children <18 years

15,302 (83%)

14,157 (76%)

13,061 (58%)

5,782 (39%)

7,256 (59%)

Adult >18 years

3,166 (17%)

4,402 (24%)

9,319 (42%)

9,148 (61%)

4,985 (41%)

18,559 (100%)

22,380 (100%)

14,930 (100%)

12,241 (100%)

18,468 (100%)
Total
Data Source: Insight, PCMS

Table 3. Immunization Clients By County of Residence, TCHD, 2008-2012
2008

2009

2010

2011

2012

Adams

5,168 (28%)

5,613 (30%)

6,868 (31%)

4,467 (30%)

3,547 (29%)

Arapahoe

9,349 (51%)

8,458 (46%)

9,573 (43%)

6,431 (43%)

5,172 (42%)

Douglas

1,724 (9%)

1,689 (9%)

1,925 (8%)

1,411 (9%)

1,259 (10%)

Other

2,227 (12%)

2,799 (15%)

4,014 (18%)

2,621 (18%)

2,263 (19%)

Total

18,468 (100%)

18,559 (100%)

22,380 (100%)

14,930 (100%)

12,241 (100%)

Data Source: Insight, PCMS

6

Table 4. Immunization Clients by Race/Ethnicity, TCHD, 2008-2012
2008

2009

2010

2011

2012

White, non-Hispanic

5,577 (30%)

5,739 (31%)

7,852 (35%)

5,497 (37%)

4,759 (39%)

Hispanic, all races

10,129 (55%)

9,377 (51%)

9,828 (44%)

6,284 (42%)

4,972 (41%)

African-American

1,391 (8%)

1,404 (8%)

1,527 (7%)

1,389 (9%)

1,045 (9%)

Other Race

1,371 (7%)

2,039 (10%)

3,173 (14%)

1,760 (12%)

1,465 (12%)

Total

18,468 (100%)

18,559 (100%)

22,380 (100%)

14,930 (100%)

12,241 (100%)

Data Source: Insight, PCMS

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 cue
rather than leave a message, and get information or make an appointment for Immunizations, Travel
Clinic, 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 all locations, so that program staff can concentrate on client services.
The call center staff answer a wide variety of questions and provide referral options for services TCHD
does not provide. Twenty-six percent of calls in 2012 were in Spanish, 74% were in English.

Data Source: Internal Program Data
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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 and Environmental Health (EH). 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 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.

Child Care Immunization Audit Program 2012 Highlights
A total of 204 child care centers were assessed (Table 1).
Three trainings for child care center staff and directors were provided during 2012 to help improve
health and safety in child care centers. Presentations included Childhood Immunizations, Childhood
Obesity, Preparing for an Inspection, and Staff Immunizations.
∗ A child care staff immunization pamphlet and draft staff immunization policy were developed and
shared with child care centers.
∗ Nurses gave 272 Tdap immunizations to child care staff in 2012 as part of the program.
∗ A total of 76 children were immunized after notification by a TCHD RN that immunizations were
needed.
∗
∗

Table 1. Number of Centers, Children Assessed, and Centers Requiring Repeat Visits, Child Care
Immunization Audit Program, TCHD, 2008-2012
Number of centers assessed
Number of children impacted
Number of centers needing > 1 visit to
meet standard

2008

2009

2010

2011

2012

197

203

193

197

204

14242

13734

12295

12989

13332

73

62

68

*

65

Data Source: TCHD, Internal Program Data, 2009-12 from DHD system
*Standards changed July 2011

8

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. ITC services are available at
our main clinic location in the Lone Tree office, and are also offered in our Aurora and Northglenn
offices. In addition to travel vaccines and consultation, the ITC offers routine immunizations for adults.
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 Clinic 2012 Highlights
The majority (42%) of international travel clinic clients resided in Douglas County (Table 2).
TCHD gave clients a total of 946 prescriptions for anti-malarial medication, up from 813 in 2009.

∗
∗

Table 1. Total Number of ITC Immunizations, Clients, and Total Clinics, TCHD, 2008-2012
2008

2009

2010

2011

2012

Immunizations

4999

5553

5927

4991

5163

Unduplicated Clients

2507

2742

3038

2402

2566

Total Clinics

258

282

257

258

259

Data Source: TCHD, Internal Program Data

Table 2. ITC Clients by County of Residence, TCHD, 2008-2012
Adams

2008
210 (9%)

2009
239 (9%)

2010
252 (8%)

2011
213 (9%)

2012
262 (10%)

Arapahoe

931 (37%)

1001 (37%)

1060 (35%)

794 (33%)

784 (30%)

Douglas

985 (39%)

1088 (40%)

1335 (44%)

978 (41%)

1062 (42%)

Other

381 (15%)

414 (14%)

391 (13%)

417 (17%)

458 (18%)

Total

2507

2742

3038

2402

2566

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 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.
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Peak Wellness 2012 Highlights
∗ TCHD was competitively awarded CCPD grant funds to expand CVD screening and lifestyle
counseling to additional populations, including participants served in TCHD's WIC and Family
Planning Programs. Initial data to support the grant expansion request was based on a successful 2012
pilot targeting CVD screening to TCHD's Family Planning population.
∗ Peak Wellness received licensure to provide the Stanford Chronic Disease Self Management Program
and began offering classes in 2012 to Peak Wellness Participants.
∗ The Peak Wellness program was competitively awarded a technical assistance grant from the Susan
G. Komen Metropolitan Affiliate to conduct a financial feasibility study in anticipation of
implementation of certain provisions of the Affordable Care Act.
∗ TCHD was competitively awarded CDC funds as administered by WWC to participate in a care
coordination pilot project called Connect to Care which targeted participants receiving cervical cancer
screening services in TCHD's Family Planning Program.
∗ The Peak Wellness program provided 1,136 breast cancer screenings which lead to the detection of 15
breast cancers.
∗ The Peak Wellness program provided 635 cervical cancer screenings which lead to the detection of 8
cervical cancers.
∗ The average age of cancer screening clients in 2012 was 46.6 years.
Table 1. Cancer Screening Clients by County of Residence, TCHD, 2008-2012
2008

2009

2010

2011

2012

Adams

335 (30%)

373 (29%)

384 (33%)

406 (35%)

257 (34%)

Arapahoe

501 (46%)

579 (45%)

569 (48%)

523 (45%)

376 (50%)

Douglas

109 (10%)

156 (12%)

131 (11%)

153 (13%)

102 (14%)

Other

151 (14%)

182 (14%)

92 (8%)

77 (7%)

14 (2%)

Total

1096 (100%)

1290 (100%)

1176 (100%)

1159 (100%)

749 (100%)

Data Source: TCHD Internal Program Data

Data Source: TCHD Internal Program Data
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Table 2. Number of Cancers Detected, TCHD, 2008-2012
2008

2009

2010

2011

2012

Breast Cancers Detected

10

16

14

15

15

Cervical/Uterine Cancers Detected

2

4

7

2

8

Data Source: WWC e-Cast Database

Table 3. Number of clients, repeat clients, and referrals, CVD Screening Program, TCHD, 2007-2012
Clients
— Repeat Clients
Referrals*

2008

2009

2010

2011

2012

784

887

855

734

749

277

319

381

321

373

409

526

379

231

247

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
A 30 year old Douglas County resident was seen at Tri-County Health Department (TCHD) in July 2012
for her annual well woman exam. The patient reported that she noticed a lump in her breast a few
months prior and recently it had become larger and was now tender to the touch. During her clinical
breast exam, the provider palpated a lump in her left breast. The provider was somewhat concerned that
this lump was suspicious for cancer, but reassured the patient that TCHD would be able to cover the cost
of a diagnostic evaluation with our grant funding from Susan G. Komen, Denver Metro Affiliate.
The patient was referred to a TCHD nurse case manager to schedule an appointment with a partnering
imaging facility. The results of the breast ultrasound found that the breast lump in question was a
suspicious abnormality that needed further evaluation with an ultrasound guided core biopsy. The nurse
case manager notified the patient of the recommendation of a biopsy, reassured and explained the
procedure to her, and scheduled the appointment as soon as possible.
When the results of the biopsy returned, the TCHD nurse case manager was thankfully able to notify the
patient that the breast lump was a benign fibroadenoma and cancer was ruled out. Due to her moderate
discomfort and tenderness, the patient then inquired about the possibility of having the lump surgically
removed. The patient was notified that unfortunately TCHD would not be able to cover this procedure
using Komen grant funds for a benign finding, although would be able to refer her to a partnering
facility where she could have the surgical removal completed on a sliding scale based on her income.
This patient was extremely grateful to TCHD and Susan G. Komen for the wonderful care and assistance
she received from clinic staff, the knowledge of the nurse case manager, and the quality of the partnering
facilities where she subsequently was referred.
*Name has been changed
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FAMILY PLANNING

Nearly half of all pregnancies in Colorado are unintended. Unintended pregnancies are associated with
many negative health consequences for both mother and child. Unintended pregnancies also have a negative impact on the state budget, costing in Colorado more than $160 million annually. Nationally, for every public dollar spent on prevention, $3.74 is saved in costs. Colorado has recently declared the issue of
unintended pregnancy as one of the 10 Winnable Battles for the state aligning itself with the winnable
battle areas declared nationally by the Centers for Disease Control and Prevention.
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 per federal requirements. 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 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
(on a sliding scale fee based on income), client donations and TCHD general fund dollars.
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Family Planning Program 2012 Highlights
∗ The program saw 8,139 clients in 2012 (Table 1).
∗ The program had 18,456 total clinic visits in 2012 (Table 1).
∗ The program provided 620 women with long acting reversible contraceptives in 2012.
∗ The Teen Clinic has been open for two years and teens accessing the clinic have increased 6%.
∗ Ninety-eight percent of Teen Clinic clients surveyed stated they were extremely satisfied with the
Teen Clinic services, 88% were more likely to visit TCHD because of the Teen Clinic and 100%
would recommend Teen Clinic to friends and family.
∗ One hundred and twenty nine presentations educating teens about sexual health, birth control and
prevention of sexually transmitted infections were provided, reaching 2,541 high school age students.

Table 1. Total Number Family Planning Clients, Visits, and Average Number of Qualifying Visits
per Client, TCHD, 2008-2012
2008ª

2009ª

2010ª

2011ª

2012

Number of Clients

7353

8232

8425

8489

8139

Total Visits

15418

18692

18857

19210

18456

2.27

2.23

2.26

2.27

Average Number of Visits
2.09
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, 2008-2012
2008ª

2009ª

2010ª

2011ª

2012

< 18 years

710 (10%)

724 (9%)

619 (7%)

679 (8%)

640 (8%)

18-29 years

4678 (64%)

5141 (62%)

5125 (61%)

4924 (58%)

4606 (57%)

30-39 years

1572 (21%)

1859 (23%)

2071 (25%)

2216 (26%)

2209 (27%)

> 40 years

393 (5%)

508 (6%)

610 (7%)

670 (8%)

684 (8%)

7353 (100%)

8232 (100%)

8425(100%)

8489 (100%)

8139 (100%)

Total

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

Data Source: TCHD Internal Program Data

15

HIV/STI PREVENTION AND OUTREACH PROGRAM
The Human Immunodeficiency Virus (HIV)/ Sexually Transmitted Infections (STI) Prevention Program
was created at Tri-County Health Department in June 2008. The program was formed to focus on
prevention and education of HIV/STI and Hepatitis C (HCV) in Adams, Arapahoe, and Douglas counties.
In response to community identified need, the program has worked on building a better infrastructure for
expanded clinical services and outreach to populations disproportionately affected by HIV/STI in the tricounty area.
In 2012, the HIV/STI Prevention Program grew in size and in scope. In order to expand HIV/STI testing
and begin to offer Linkage to Care (LTC) services, 4 new staff members were hired and trained in both
HIV/STI testing and LTC services. The program worked with CDPHE, Denver Public Health and
Jefferson County Health Department to create one HIV testing plan and one contract to align the services
and funding of all three local health departments under the Denver Metro Collaborative. The
Collaborative has a three-year plan to increase HIV testing in both clinical and non-clinical settings and
all members meet regularly to update and contribute to the testing plan.
Throughout the year the HIV/STI Prevention Program continued to offer comprehensive clinical services
including rapid HIV testing and counseling, HIV confirmatory testing, HCV testing, gonorrhea and
chlamydia testing (through a partnership with Denver Public Health), human papilloma virus vaccine
series and both hepatitis A and B vaccines series as well as social network testing, an incentive-based
program used to target high risk individuals for HIV testing. Since starting the Aurora HIV/STI
Stakeholder’s group in 2010 and supporting the creation of a strategic plan in 2011, the program staff
members have acted as the facilitators and organizers for Stakeholder group meetings and work groups.
The Stakeholders group continues to focus on strengthening community responses the needs HIV/STI
prevention, care, treatment and testing in the areas of homeless, mental health, linkage to care and youth
services.
Funding for this program comes from CDPHE, Denver Public Health and TCHD general funds.
HIV/STI Prevention and Outreach Program 2012 Highlights
∗ The HIV/STI Outreach Program did 708 HIV tests in 2012 (Table 1).
∗ The average age of clients seen in the HIV/STI Outreach program was 29 in 2012.
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Table 1. Total Number of Interventions Completed for HIV Outreach, 2010-2012
2010

2011

2012

HIV Tests

547

922

708

Gonorrhea/Chlamydia Tests

520

1027

927

0

0

18

264

575

194

2010

2011

2012

Hispanic

50%

50%

49%

Non-Hispanic

45%

42%

48%

Black

11%

14%

11%

White

45%

41%

54%

HCV Tests
Vaccinations given in HIV/STI Clinics
Data source: TCHD Internal Program Data

Table 2. Percentage of HIV Testing by Race/Ethnicity, 2010-2012

Data source: TCHD Internal Program Data

Table 3. Gonorrhea and Chlamydia Test Positivity Rates by Sex, TCHD, 2010-2012
2010

2011

2012

Gonorrhea Men

1.9%

1.5%

3.3%

Gonorrhea Women

1.3%

1.0%

1.4%

Chlamydia Men

18.9%

13.3%

16.2%

Chlamydia Women

14.8%

11.8%

14.9%

Data source: TCHD Internal Program Data
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The HIV/STI Prevention Outreach Program Changes Lives
The HIV Outreach Program has had many success over the past year at both the individual and
community level.
One client story in particular highlights to the great services the program is able to offer. When Linda*
had signed in at the clinic she indicated she was just interested in an STI test (gonorrhea and
chlamydia); however, through the intake process she was identified to have risk factors which prompted
staff to offer her an HIV test. She had not known her risk for HIV and was interested in the test. During
the course of the rapid HIV testing and counseling, it was determined that she had risk factors for
Hepatitis C and had not received several vaccinations including Hepatitis A, B and HPV. She was able
to also get a rapid Hepatitis C test and start her vaccine series. She left the clinic knowing the results of
tests for HIV, Hepititis C, when to call for the results of her STI test as well as having started her
vaccine series.
On a community level the program has had continued success in building coalitions and strengthening
the services offered in the TCHD community. Program staff continue to facilitate the Aurora HIV/STI
Stakeholders Group and have also established other community collaborations such as a Denver metro
-wide response to National Latino AIDS Awareness Day which increased advertising of expanded,
bilingual HIV testing for Latinos during the week of October 15th.
*Names have been changed

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.
Dental Program 2012 Highlights
The Dental Program saw 385 patients in 2012. (Table 1).

∗

Table 1. Senior Dental Care Program Clients and Visits, Arapahoe County, TCHD, 2008-2012
2008

2009

2010

2011

2012

Total Patients

274

317

330

398

385

Total Visits

1051

1074

1021

1161

1170

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, 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 (MOF) is a long-term nurse case management
program for pregnant or parenting women, most of whom receive
TANF from ACHSD. Families may receive 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. Families are referred to TCHD by ACHSD
and ACHSD contractors (i.e., Community College of Aurora
[CCA], Workforce Business Center [WBC], Center for Work,
Education and Employment [CWEE]).
Adams County MOF Program 2012 Highlights
∗ MOF implemented the Omaha System in October 2012 to measure client outcomes.
∗ MOF enrolled 109 new clients and families in 2012 (Table 1).
Table 1. MOF Program Referrals, Home Visits, and Clients, TCHD, 2008-2012
2008
989

Home Visits

123
Clients Enrolled
Data Source: TCHD, Internal Program Data

2009
948

2010
1332

2011
1269

2012
1070

94

101

112

109

Brief Parenting Program Description
Brief Parenting allows for nurse case management of clients who do not qualify for the MOF 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 2012 Highlights
∗ A total of 20 clients and their families were enrolled in this program in 2012 (Table 2).
Table 2. Brief Parenting Referrals, Home Visits, and Clients, TCHD, 2008-2012
2008

2009

2010

2011

2012

Home Visits

123

124

116

101

145

Clients Enrolled

17

15

17

13

20

Data Source: TCHD, Internal Program Data
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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.

Early Crisis Intervention Program 2012 Highlights
Nurses attend a weekly Multidisciplinary Review (MRT) Committee designed to review all
investigated child welfare cases.
∗ A total of 23 clients and their families were enrolled in the program in 2012. The decrease in the
number of new clients is due to program funding cuts.
∗

Table 3. Early Crisis Intervention Referrals, Home Visits, and Clients, 2008-2012
2008

2009

2010

2011

2012

Referrals

16

35

55

63

83

Home Visits

186

205

217

233

203

Clients Enrolled

16

23

33

34

23

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 2012 Highlights
The program has continued to see an increased number of referrals to the program. This is likely due
to the poor economy and increased TANF participation.

∗

Table 4. Home Visit Compliance Program Referrals, Home Visits, and Clients, TCHD, 2008-2012
2008

2009

2010

2011

2012

Referrals

178

290

514

546

550

Home Visits

156ª

194ª

291ª

298ª

151

Data Source: TCHD, Internal Program Data
ªIncludes home visits, drop-by and attempted visits
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The Adams County Nurse Home Visitation Programs Changes Lives
Mary* was referred to the MOF program in 2012 by her TANF case manager. At the time, Mary was in
her final trimester of pregnancy with her first child. She applied for TANF because she was unemployed
and expecting her first child. Mary has a high school diploma and a work history. The father of the child
was not involved and Mary had no contact with him. Mary receives strong support from her mother with
whom she lives and her grandparents.
Mary delivered a healthy baby boy in summer 2012. Abstinence is Mary’s chosen form of birth control
and she has agreed to revisit other options in the event that she enters into a new relationship. Despite
having a slow recovery from her C-section and difficulty breastfeeding, Mary has managed to provide her
baby with quality care and a safe, loving environment. Baby and mom appear to be well-attached and the
nurse has observed Mary gain confidence in her maternal role with each visit. The nurse has worked
with Mary on reading baby cues, especially identifying hunger and satiation cues. Mary has been very
appreciative of the nurse’s assistance in answering her questions, especially when she has had difficulty
relying on the baby’s primary care provider (PCP). Recently, Mary was turned away from her baby’s
well-child check-up because his Medicaid was shown to be inactive. The nurse assisted the client in
calling Healthy Communities and was able to obtain the baby’s State ID number for future appointments.
Soon after delivery, Mary found a position with a call center for a large company. Her grandparents
have agreed to provide childcare while Mary is at work. Mary is hopeful that she will be hired on fulltime and will eventually transfer from TANF to the Job Success program. Although faced with challenges
of being a single mom, Mary has the motivation and support system to be successful and provide a good
life for herself and her son.
*Names have been changed

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 CCA, CWEE, 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.
Health and Parenting Classes 2012 Highlights
∗ Program funding cuts are responsible for the decrease in the number of classes being provided.
Table 5. Health and Parenting Classes, TCHD, 2008-2012
Classes Offered

2008

2009

2010

2011

2012

308

171

228

132

62

Data Source: TCHD, Internal Program Data
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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. This program is
funded by ACDHS through the TANF program.
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 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).
MOF Program 2012 Highlights
∗ A total of 574 home visits were completed in 2012 (Table 1). The decrease in the number of clients
enrolled is due to funding cuts.
∗ MOF implemented the Omaha System in October 2012 to measure client outcomes.
Table 1. MOF Program, Referrals, Home Visits, and Clients, TCHD, 2008-2012
2008

2009

2010

2011

2012

Home Visits

491

602

712

779

574

Clients Enrolled

80

100

118

128

66

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
investigations. 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. MOF Program, Referrals, Home Visits, and Clients, TCHD, September-December 2012
Sept-Dec 2012
Referrals

43

Telephone Consults or Home Visits Completed

21

Data Source: TCHD, Internal Program Data
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Pre-Sanction Home Visit Compliance Program Description
The 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 ACDHS case
worker to assist families in retaining TANF benefits.
Pre-Sanction Home Visit Compliance Program 2012 Highlights
A total of 441 clients and their families were served in 2012 (Table 3).

∗

Table 3. Home Visit Compliance Program Referrals, Home Visits, and Clients, TCHD, 2008-2012
2008

2009

2010

2011

2012

Referrals

529

863

742

1173

1144

Home Visits

445ª

594ª

545ª

628ª

441

Data Source: TCHD, Internal Program Data
ªIncludes home visits and telephone contacts

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 2012 Highlights
∗ Ninety-five clients participated in the Nurse Support Program in 2012 (Table 4).
∗ Case workers and nurses attend the initial Nurse Support home visit together to transition clients
smoothly into the program.
Table 4. Nurse Support Referrals, Home Visits, and Clients, TCHD, March 2008-2012
March-December
2008
87

2009

2010

2011

2012

129

121

80

125

Home Visits

151

334

558

395

370

Clients Enrolled

43

56

70

38

54

Referrals

Data Source: TCHD, Internal Program Data
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The Arapahoe County Nurse Home Visitation Programs Changes Lives
Sandy* came to TCHD as a Nurse Support Program FIRST referral. The report from Child Protective
Services stated that Sandy and daughter, Amy*, got into physical altercation, Amy has issues at school
that include lying and threatening other children, and that Amy has only had inconsistent mental health
care. The public health nurse (PHN) met with both Sandy and John*, Amy’s father, at PHN’s office.
Previous to this meeting the PHN had a telephone discussion with Sandy in which she expressed concerns
about John’s follow-through, and their inability to discuss/agree on how to handle Amy. PHN shared
referral with Sandy and John, explained the CPS process, as well as the referral to TCHD. Once
engaged, parents were cooperative and participatory.
Parental concerns included Amy’s attention seeking behaviors, concerns with peer pressure, “hanging
out with the wrong crowd”, struggling with friendships, and significant academic concerns. John agreed
with Sandy’s assessment and added that Amy was testing as partially proficient or unsatisfactory in all
TCAP school testing areas. Sandy added concerns that the school was not listening to her and was trying
to “just push Amy through because they don’t want her at the school for another year”.
Over the course of the visit the PHN and the parents discussed appropriate discipline and natural
consequences, importance of a “united front”, especially with a teenager who, both parents agreed, were
playing them against each other; advocating with the school; available parenting classes and the
potential for counseling for Amy. The parents agreed to meet further to discuss plans and expectations for
Amy. They talked with the nurse about different conversation techniques and tools that could keep the
discussions from getting heated.
As Sandy and John were leaving, Sandy stated, “This is the first time we’ve been able to have a
discussion about Amy. It has been the most helpful thing we’ve ever been given. I don’t know why
nobody gave us your information before”.
*Names have been changed
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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 Healthy Communities include finding
eligible but not enrolled children and families, 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 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, 2009-2012
2009

2010

2011

2012

Adams

49,132

52,366

57,608

64,365

Arapahoe

42,973

45,890

50,623

56,655

Douglas

6,070

6,757

7,848

8,752

Data Source: Colorado Department of Health Care Policy and Financing

Medicaid and CHP+ caseloads increased by 10.5% in Adams county, 10.6% in Arapahoe county and 10%
in Douglas county. This is most likely due to the economy. All of these clients are eligible to work with
the TCHD Access to Care programs to find services.

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 seven TCHD offices and a school based health clinic in
Aurora through a grant funded project. TCHD provides in-kind office space for an ACDHS eligibility
specialist 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, 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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Presumptive Eligibility Program 2012 Highlights
The Aurora Public Schools, TCHD, ACDHS and ACHSD grant funded project follows the school
calendar year. In the first year of the grant (Sept 2011-June 2012) 1,349 applicants were approved for
Medicaid or CHP+ with an average of 3.7 days processing time.
∗ TCHD PE clinics were required to offer Voter Registration beginning July 1, 2012. Voter registration
was offered to 450 clients in 2012.
∗ A clinic based on the Centering Pregnancy model was started in October 2012 for women able to
receive EMK. Each clinic can serve twice as many women as can be served through individual
appointments.
∗ The Arapahoe County eligibility specialist processed 1,400 TCHD applications.
∗

Table 2. Number of CHP+ and Medicaid Applications, TCHD, 2008-2012
2008

2009

2010

2011

2012

CHP+ (children)

351

298

609

629

618

Medicaid (children)

1601

2467

2145

1895

1302

Medicaid (pregnancy)

1425

1403

1394

1266

1158

EMK (pregnancy)

527

434

301

256

267

CHP+ (pregnancy)

119

168

156

195

160

Totals

4023

4779

4605

4241

3505

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.
In May 2012, Health Communities started the Health Communities/Immunization Program in-reach
project. This project involves in-reaching to current TCHD Immunization patients who are either
uninsured or have Medicaid or CHP+ insurance. This ensures that individuals that are eligible but not
enrolled are enrolling for benefits, and making certain these patients have, and are utilizing, preventative
care services from a medical provider, dentist, and other health specialists.

Healthy Communities Program 2012 Highlights
∗ In 2012, 93% (10,583/11,461) of client contacts were through a phone call (Table 3).
∗ Questions about benefits was the most common reason for client contact.
∗ The Healthy Communities/Immunization Program in-reach project contacted 3,522 clients from MayDecember, 2012.
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Table 3. Number of Referrals to Healthy Communities from TCHD Programs, TCHD, 2012
2012
Immunization Program

3522

Family Planning

9

Children with Special Health Care Needs

7

Nurse Family Partnership

439

Women, Infants, Children (WIC)

507

Totals

4,484

Data Source: TCHD, Internal Program Data

Table 4. Number of Healthy Communities Clients by Contact Type, TCHD, 2012
2012
E-mail

37

Home Visit

152

Mailed Letter

117

Office Visit

233

Phone Call

10,583

Other

338

Totals

11,460

Data Source: TCHD, Internal Program Data

The Healthy Communities Program Changes Lives
The program has heard from several clients who were contacted through the Healthy Communities/
Immunization Program in-reach project that they really appreciate the program reaching out to
them. Many indicated they had no idea where to start looking for benefits, as they had never been
without insurance before and the system was too complicated to navigate on their own. The clients
contacted who already had benefits also commented that they did not know where or how to find a new
provider and that they were considering going to the Emergency Department for all care.
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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. Funding for an additional 100 families is through a portion of
the Affordable Care Act.
Nurse Family Partnership Program 2012 Highlights
∗ The breastfeeding initiation rate for the TCHD NFP program was 90.2%. The 2012 national rate was
76.9% and the Colorado rate was 87.5%.
∗ In 2012, 93.7% of NFP clients had their babies fully immunized at age 2. The overall Colorado rate in
2011 was 70.8%.
Table 1. NFP Enrollment by County, TCHD, 2008-2012
Adams County

2008
160 (48%)

2009
200 (50%)

2010
207 (54.5%)

2011
287 (59%)

2012
240 (56%)

Arapahoe County

154 (47%)

175 (44%)

157 (41.3%)

178 (37%)

168 (39%)

17 (5%)

25 (6%)

16 (4.2%)

21 (4%)

30 (5%)

400 (100%)

380 (100%)

486 (100%)

438 (100%)

Douglas County
Total

331 (100%)

Data Source: Efforts to Outcomes, NFP National Service Office

Table 2. NFP Referrals, Home Visits, and Clients Served, TCHD, 2008-2012
Referrals

2008
1921

2009
2029

2010
1869

2011
1,830

2012
1,280

Home Visits

3660

3696

4395

4,756

4,939

Clients Served

331

391

380

486

438

Data Source: Efforts to Outcomes, NFP National Service Office

28

The Nurse Family Partnership Changes Lives
On a home visit with a newly delivered client, the Public Health Nurse discovered that she was really
struggling with breastfeeding and was getting close to giving up. The new mom had really wanted to be
successful at breastfeeding and was feeling very discouraged. The PHN was a Certified Lactation
Consultant and was able to work with the new mom on correcting the baby’s latch and improving
positioning. Using a breastfeeding questionnaire the nurse determined that at the beginning of the visit
the client had no confidence in her ability to breastfeed. By the end of the visit she was feeling more
confident in her ability to continue. At the next visit the client’s mother commented on how confident her
daughter had become in breastfeeding. Mom and baby had a successful breastfeeding relationship until
she returned to work when the baby was 9 months old.
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The Health Care Program for Children with Special Needs (HCP) at TCHD is one of fourteen regional
programs in Colorado that offers support and resources for parents and their child with special health care
needs, ages birth to 21.
The HCP team believes that all families deserve opportunities and to promote the maximum potential for
their children, and they can help with information and resources on health care, child development,
nutrition, education, recreation, insurance, support groups, and also help find providers for therapy and
equipment through consultation and care coordination.
The program has a contract with Developmental Pathways, Inc. for a nursing consultant to provide health
expertise on infant and toddlers who are in the Early Intervention Colorado system. The program also has
a contract with Arapahoe Douglas Mental Health for a LCSW to provide mental health consultation and
care coordination services.
The program, in collaboration with community partners, has also started focusing on developing
improved systems of care within a medical home framework with a focus on early childhood systems and
young adult health care transition. HCP staff serve as members of the Early Childhood Partnership for
Adams County, participating in the work around the Health Integration Grant targeting early childhood
developmental screening within a coordinated system of care. In addition, HCP staff are active members
of the NICU North Metro Task Force, a community coalition focused on improving early intervention
services to infants discharged from metro NICUs.
Funding is primarily from the federal Maternal Child Health block grant (Title V) through CDPHE.
HCP Program 2012 Highlights
Renewed contract with Colorado Department of Human Services to provide a TCHD nurse to serve
as a TBI Liaison to help build systems to ensure continued referrals from hospitals to schools and
HCP to support children and youth with traumatic brain injury.
∗ Provided a presentation about health care transition for young adults at the Grupo Vida Conference.
∗ Revised the Health Care Transition Notebook in preparation for distribution to parents, school nurses,
educational transition specialists and other community partners.
∗ Partnered with teachers at Adams County District 12 schools to provide education on health care
transition for classes of students in the transition program.
∗ The HCP TCHD Dietitian collaborated with the HCP dietitian in Jefferson County and the Colorado
Pediatric Practice Group to hold a two day nutrition conference focusing on topics for working with
children with special needs. The conference targeted other dietitians in the state and provided a
unique opportunity for dietitians to come together and gain knowledge around meeting the varied
nutritional needs of this population. Forty-five people attended the conference.
∗
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Table 1. HCP Clients Served by County, TCHD 2008-2012
Adams

2008
832 (42%)

2009
578 (42%)

2010
536 (45%)

2011
88 (37%)

2012
116 (40%)

Arapahoe

809 (41%)

566 (41%)

466 (38%)

122 (50%)

151 (52%)

Douglas

299 (15%)

195 (15%)

177 (15%)

22 (9%)

22 (8%)

Other

42 (2%)

30 (2%)

23 (2%)

8 (4%)

4 (2%)

Total

1982 (100%)

1369 (100%)

1202 (100%)

240 (100%)

293 (100%)

Data Sources: TCHD Internal Program Data

Data Sources: TCHD Internal Program Data

HCP Changes Lives
David is a 4 year old with global developmental delays which impact his milestones in all areas of
development. He is very active and loving, offering a big smile and a hug to anyone he may consider a
friend. His delay limits his reasoning, motor difficulties, social skills and judgment and he uses
aggressive behavior as a coping skill. David enjoys being outside with “no limits” and often runs away.
David’s family speaks very little English and has a difficult time advocating for him. David’s behavior
has even threatened the family’s housing. The HCP social worker worked with this family developing a
safety plan and has also worked with their housing manager to encourage a better understanding of the
impacts of David’s disability. She also referred the family to a community mental health center to
address family issues of trauma and parenting and provided support so David would be enrolled in
preschool and obtain an IEP. The HCP social worker also helped the family schedule specialty care
appointments for David and helped them obtain transportation for these appointments.
*Names have been changed
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CORE NURSING PROGRAM
The Core Nursing Program at Tri-County Health Department (TCHD) is a team of nurses who are crosstrained to work in a variety of programs. In addition to working in other programs, the core nurses are
responsible for the Special Infant Project, the Tuberculosis Treatment program, Reach Out and Read, and
the clinical scholar program. They participate in disease control strike teams to address communicable
disease cases as part of a team. 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 and family planning clinics. They participate in county level multidisciplinary teams, and do a variety of special projects as needs arise. The Core Nursing Program is
funded primarily by contracts with three local Schools of Nursing and TCHD general funds.

Core Program 2012 Highlights
∗ Core Nurses developed partnerships with three Aurora elementary schools (Florence, Paris and
Elkhart) to provide health information to Spanish-speaking mothers. Nurses met with the women,
answered their questions and provided resources on such topics as reproductive health, cardiovascular
health, diabetes, exercise and nutrition. A total of 75 women participated.
∗ Core Nurses started monthly outreach to three local community colleges. Each month has a different
health promotion focus and offers students health information and referrals. Each month 50-100
students visit the TCHD outreach table.
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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 National League for Nursing
Accrediting Commission (NLNAC) 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 2012 Highlights
TCHD provided clinical placements to 101 Bachelor of Science nursing students in 2012 (Table 1).
A total of eight large-scale interactive presentations were provided to BSN students at the three
aforementioned schools of nursing. Presentation topics included Vaccine Technology, Disaster
Preparedness and Bioterrorism.
∗ A total of six presentations related to social determinants of health and health disparities were
provided to nursing students in 2012.
∗
∗

Table 1. Total Number of Bachelor of Science Nursing Students, TCHD, 2008-2012
2008

2009

2010

2011

2012

Regis University

44

47

44

42

50

University of Colorado

29

31

30

24

26

University of Northern Colorado

28

26

25

24

25

Other Accredited Schools of Nursing

*

*

*

*

2

101

104

99

90

103

Total
Data Source: TCHD, Internal Program Data
* Data collection started in 2012
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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 medical care at the Denver Health TB Clinic.
TB Treatment Program 2012 Highlights
∗ In 2012, 93 clients successfully completed treatment.
Table 2. TB Program Activity 2008-2012
2008

2009

2010

2011

2012

New Clients

76

78

61

86

97

Active Clients at End of Year

40

20

25

29

29

Total Visits

370

283

214

236

261

Data Source: TCHD, Internal Program Data

Special Infant Project (SIP) Program Description
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 evidenced
-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).
SIP Program 2012 Highlights
∗ A total of 84 referrals were received and 65% of the newborns referred to this program were enrolled
(Table 4).
∗ Clients were referred from all TCHD area hospitals, and were from all three counties.
Table 3. SIP Referrals and Results, TCHD 2008-2012
2008

2009

2010

2011

2012

100
41

74
37

69
36

83
50

84
55

157
Total Home Visits
4
Average visits per Client
Data Source: TCHD, Internal Program Data

199
5

195
5.4

186
3.7

207
3.8

Referrals
Clients Enrolled
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Reach Out and Read Program Description
TCHD participates in Reach Out and Read, a national early literacy program. 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. TCHD also provides gently used donated books to
siblings and older children seen in our immunization clinics. The program is funded through Reach Out
and Read, donations, and county funding.
Table 4. Reach Out and Read Program, TCHD, 2009-2012
2009

2010

2011

2012

Reach Out & Read Books Distributed

4,468

4,351

3,519

2,992

Gently Used Books Distributed

9,467

8,562

10,106

9,467

Total

13,935

12,913

13,625

12,456

Data Source: TCHD, Internal Program Data

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 emergency
preparedness and response (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; maintain the
Nursing E-Kits; and participate in an advisory capacity to local, regional and state community partners in
the area of EPR.
EPR 2012 Highlights
* The E-nurses updated the E-nurse guide which has gone completely online-line with updated and
standardized resources to the CDC, Homeland security and Health and Human Services webpages
* The E-nurses developed a Staff Mass Prophylaxis Annex.
* The E-nurses did 6 separate presentations on Disaster Preparedness and Simulation with 233 nursing
students in 2012.
Table 1. EPR Program Activity, TCHD 2008-2012
2008

2009

2010

2011

2012

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

4

5

8

1

1

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

293

499

146

280

233

9

11

10

10

10

Number of specialized EPR nurses within the
Nursing Division
Data Source: TCHD Internal Program Data
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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 Developmental Screening.
Pregnancy-Related Depression
The Pregnancy-Related Depression (PRD) Project 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.
In 2012 the team completed a comprehensive community assessment to determine current practices of the
perinatal community. This project 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.
Five key activities were conducted to determine PRD practices and capacity: an Internet based community
questionnaire; three community-based focus groups; key-informant interviews with internal TCHD
programs; key-informant interviews with local mental health providers; and, a systematic literature
review. Findings established the need for consistent information about depression during and after
pregnancy, the importance of targeted screening and referral and the need to decrease the stigma of
mental health. TCHD’s conclusions offer insight into the development of a comprehensive public health
plan to engage women at risk to reduce the impact of depression associated with pregnancy.
Early Childhood Developmental Screening
In 2012 the team worked to develop partnerships with the Early Childhood Councils and Early
Intervention Agencies in each county. The TCHD team and our partners meet quarterly to discuss current
progress on developing a screening and referral roadmap as well as continuing to strengthen the
collaboration. Sharing between the agencies has also helped us to increase our understanding of the
current systems and the potential for partnering to improve screening, referral, evaluation and services for
children in our three counties. The agencies and councils appreciate the opportunity to share their work
and best practices to improve their systems as well as the coordination between systems.
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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

Interna/onal Travel Clinic

MOF

Mothers First

NFP

Nurse Family Partnership

NICU

Neonatal Intensive Care Unit

PE

Presump/ve Eligibility

PHN

Public Health Nurse

SIP

Special Infants Project

TANF

Temporary Assistance for Needy Families

TB

Tuberculosis

TBI

Trauma/c Brain Injury

TCHD

Tri-County Health Department
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