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Background
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ALMOST 14 YEARS AFTER THE PUBLICATION of the
breakthrough report The Future of Public Health by
the Institute of Medicine (IOM), some would con-
tend that the U.S. public health system today is
not much closer to realizing the goals of the IOM
study than it was in 1988. While there have been
public health achievements since then, new and
more complex challenges have presented them-
selves. Among these new challenges are an
increasingly diverse political constituency, the
resurgence and spread of drug-resistant strains of
disease-causing microbes, global transmission of
new and emerging diseases, the threat of bioter-
rorism, decreased funding for public health pro-
grams and infrastructure, reduced health
insurance coverage and overall access to health
care, and health disparities. All of these issues
present overwhelming challenges to safeguarding
the future health of the public.

In the summer of 1999, the Colorado Department
of Public Health and Environment (CDPHE)
received a Turning Point strategic planning grant
from the Robert Wood Johnson Foundation. The
purpose of the grant was to facilitate a collabora-
tive process to assess the health of Colorado resi-
dents, examine public health systems in Colorado,
and then create a state public health improvement
plan. This document is one product of that work.
Colorado is one of 21 states participating in the
National Turning Point Initiative and is guided by
the overriding mission to transform and
strengthen the public health system to make the
system more effective, more community-based,
and more collaborative.

A steering committee carried out the strategic
planning process with input from workgroups. In
examining health status and health systems within
Colorado, it became clear that while Colorado is a
relatively healthy state, there are still barriers that
prevent optimal health for the general population,
and there are specific population groups that are
disproportionately impacted by disease, disability,
and death, especially minority communities. In
looking toward the future, public health is likely
to face challenges never before seen, where a
strong public health infrastructure and visionary
leaders will be critical to maintaining the health of

Colorado residents. Through its assessment, the
Turning Point Steering Committee determined that
many groups in Colorado have a difficult time
accessing health care. This is due in part to a lack
of insurance coverage and the fact that many rural
areas in Colorado have been federally designated
as Health Professional Shortage Areas. In terms of
public health infrastructure, funding constraints
currently prevent expanding the workforce,
increasing information and data systems capacity,
and enhancing organizational capacity, especially
in local agencies.

Through its public health systems assessment, the
steering committee determined that the key strate-
gies for improving health status in Colorado
include:

✷ Increasing the capacity of public health and
environmental agencies

✷ Increasing the capacity to conduct population-
based health status assessment

✷ Assuring access to quality health care

✷ Assuring access to insurance coverage

✷ Eliminating health disparities

✷ Promoting leadership development within the
public health field and community partners

Beyond the steering committee and workgroups,
the Turning Point Initiative used key informants, a
review of the literature, and national and state data
to examine each key strategy area. In this docu-
ment, a national perspective will be included, as
these key strategy areas are not unique to Colo-
rado. This planning process was conducted by a
diverse set of partners, many of whom are not
from governmental public health agencies. The
Colorado Turning Point Initiative believes that
maintaining and improving the public’s health
requires partnerships with many different sectors
and communities. This plan is meant to be carried
out in collaboration and should be used as a guide.
We believe that any person, community, or entity
can take a leadership role in mobilizing partners
around the recommendations in this plan, and we
invite this participation in maintaining the health
of our state.
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Data Issues
This document attempts to provide the latest data
available; however, data availability varies by year
depending on the data source. In most cases, 1999
is the most recent year for available data. When
1999 data is not yet available, earlier data will be
presented.

In preparing this plan, guidance was sought from
the Healthy People 2010 document, which will be
referenced often. Healthy People 2010 is a set of
national health objectives to be achieved over the
first decade of the 21st century. The objectives were
developed by a consortium of partners, led by the
U.S Department of Health and Human Services.

Colorado Turning Point also wishes to recognize
the difficult issue of using labels when discussing
race and ethnicity. It is hard to gain a consensus on
the preference of categories such as “people of
color/minority,” “American Indian/Native Ameri-
can,” “African American/black,” “Hispanic/
Latino(a),” and “Caucasian/white.” We acknowl-
edge that not everyone identifies himself or herself
with these categories, and we very much respect
the importance of cultural differences in how com-
munities prefer to be defined.

Finally, in accordance with the Centers for Disease
Control and Prevention, Colorado Turning Point
also recognizes that race and ethnicity are social
constructs representing distinct histories and cul-
tures of groups within the United States and that
they are not valid biological or genetic categories.

Profile of Colorado
Colorado’s population is young, healthy, rapidly
growing, and increasingly wealthy, relative to
national averages. With a population of approxi-
mately 4.3 million, Colorado is home to only 1.5
percent of the United State’s population. Colorado’s
population density is 39.2 persons per square mile
compared to the rest of the nation at 77.1.1 Colo-
rado is a geographically large state with 80 percent
of its residents living in 10 metropolitan counties on
the east side of the Rocky Mountains. This region is
known as the Front Range. The remaining 20 per-
cent of residents are scattered throughout the
mountains, eastern plains, and western plains of the
state (Figure 1). Colorado consists of 63 counties,
29 of which are considered rural and 23 are consid-
ered frontier (less than 6 people per square mile).2,3

In November of 2001, Broomfield will become
Colorado’s sixty-fourth county.

Figure 1: Metropolitan and Rural Regions of Colorado
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Health Status
Colorado, by any number of measures, is a healthy
state. In 1999, Colorado’s age-adjusted death rate
for all causes was 801.2 per 100,000 persons, well
below the national rate of 881.9.4 Colorado’s death
rate has remained lower than the U.S. rate for the
past 16 years.5 The fact that this rate has been
adjusted for age indicates that the difference
between Colorado and U.S. death rates is not due to
Colorado’s relatively younger population. Many of
Colorado’s health indicators are better than national
health indicators, including leading causes of death.
Colorado’s death rates are lower than national death
rates for chronic disease such as heart disease, can-
cer, stroke, and diabetes.6 Leading causes of death in
Colorado are displayed in Figure 2.

From a public health perspective, Colorado has
much in its favor. In 1998, the state was declared
the third healthiest in the nation. When consider-
ing Healthy People 2000 national health objectives,
Colorado exceeded or was close to meeting objec-
tives on such preventive indicators as mammo-
grams and pap smears for women over age 50,
reducing a number of infectious diseases such as
HIV and gonorrhea, reducing births among teens,
and reducing infant deaths.7,8

According to 1998 data, the latest data available
nationally, Colorado does have a few health indica-
tors that are poorer than the national average,
including the death rates from chronic obstructive
pulmonary disease, unintentional injuries, suicide,

atherosclerosis, and Alzheimer’s disease. Also,
Colorado residents failed to meet the Healthy Peo-
ple 2000 national health objectives for physical
inactivity, smoking, and cholesterol screening.9

Demographics
In terms of racial and ethnic composition, minori-
ty groups account for 25.3 percent of Colorado’s
general population, and the number is increasing.
The percentage of minorities in Colorado has
increased over the past decade, mostly due to a
nearly 33 percent increase in the number of His-
panics between 1990 and 2000. Population figures
are provided in Figure 3. (Percentages do not add
to 100 due to rounding.)10

Colorado’s racial and ethnic composition differs
from the national composition in that: the number
of Hispanics in Colorado is higher, the number of
Asian/Pacific Islanders is lower, and the number of
blacks is significantly lower than national num-
bers. The number of American Indians in Col-
orado is proportionately similar to the rest of the
nation.11

In 1999, Colorado’s male to female ratio was 49.6
to 50.4. The median age was 35.7. The percentage
of the population over age 65 was 10.1 compared
to 12.7 percent nationally, and the percentage of
the population over age 85 was 1.2 compared to
1.5 percent nationally.12
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Figure 2: Leading Causes of Death, Colorado 1999

Figure 3: Colorado’s Population by Race/Ethnicity, 2000

Source: Colorado Division of Local Government, “Table 3A: Census
2000 Counts of Colorado County Population by Race/Ethnicity and
Hispanic Origin,” U.S. Census Bureau: Census 2000 Counts of Colorado
Population, Denver, April 13, 2001.
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Poverty
In Colorado, the percentage of people living in
poverty has been decreasing since the early 1990s
and is below the national rate. In 1999, 8.3 percent
of the Colorado population was below the federal
poverty level, compared to 11.8 percent nationally.
The difference is even more significant for chil-
dren; 11.2 percent of school-age children in Colo-
rado are below the federal poverty level versus
15.89 percent nationally.13

Education
The level of educational attainment for Coloradans
is relatively high compared to U.S. average levels.
In 1999, 90.4 percent of the population had a high
school degree compared to 83.4 percent nationally.
Also, 38.7 percent had at least a bachelor’s degree,
compared to 25.2 percent nationally.14

Notes
1. U.S. Department of Health and Human Services, Centers for
Disease Control and Prevention, Colorado 2001, State Health
Profile (Atlanta, Ga.).

2. Colorado Rural Health Center, Colorado Rural Health Plan:
Submitted for Colorado’s Participation in the Medicare Rural Hos-
pital Flexibility Program (Denver, January 1999).

3. Colorado Rural Health Center, Colorado Rural, Frontier, and
Urban Counties, 2000 Census (Denver, 2001).

4. Colorado Department of Public Health and Environment,
Health Statistics Section, Colorado Vital Statistics, 1999 (Denver,
June 2001).

5. Colorado Department of Public Health and Environment,
Health Statistics Section, Colorado Vital Statistics, 1998 (Denver,
March 1999).

6. Colorado Department of Public Health and Environment,
Health Statistics Section, Colorado Vital Statistics, 1998 (Denver,
March 2000).

7. U.S Department of Health and Human Services, Centers for
Disease Control and Prevention, Colorado 2000 State Health
Profile (Atlanta, Ga.: 2000).

8. U.S. Department of Health and Human Services, Public
Health Service, Healthy People 2000: National Health Promotion
and Disease Prevention Objectives (Washington, D.C.: U.S Gov-
ernment Printing Office, 1991), No. PHS 91-50212.

9. Colorado Department of Public Health and Environment,
Health Statistics Section, Colorado’s Progress Toward Year 2000
Objectives, Brief No. 26 (November 1998).

10. Colorado Division of Local Government, “Table 3A: Census
2000 Counts of Colorado County Population by Race/Ethnicity
and Hispanic Origin,” U.S. Census Bureau: Census 2000 Counts
of Colorado Population, (Denver, April 13, 2001).

11. U.S. Department of Health and Human Services, Colorado
2000 State Health Profile.

12. U.S. Department of Health and Human Services, Colorado
2001 State Health Profile.

13. Ibid.

14. Ibid.



K E Y  S T R A T E G Y :  

Increase the Capacity of Public and
Environmental Health Agencies

C O L O R A D O ’ S  P U B L I C  H E A L T H  I M P R O V E M E N T  P L A N 5

E X E C U T I V E S U M M A R Y

Purpose
The Turning Point Initiative identified public and
environmental health capacity as one of several
priority issues for Colorado. The Initiative’s strate-
gic planning process has determined that Colorado
requires an assessment of its capacity, an agree-
ment on essential services, and increased infra-
structure to meet the needs associated with
protecting and improving the health of the public.
This report outlines the elements of successful
capacity building as well as recommendations for
ensuring successful capacity building in Colorado.

Problem
As defined by the Centers for Disease Control and
Prevention, the public health system is a complex
network of people, systems, and organizations
working at the local, state, and national levels.
This complex system requires ongoing assessment
of its ability to adequately provide health services.
However, recent scrutiny of the U.S. public health
system unveiled a lack of evidence and support of
established guidelines for capacity building. New
efforts are needed to determine the best means to
ensure the health of the public in the 21st century.
It is in the interest of all public health systems to
clearly define guidelines. With guidelines in place,
essential services can be provided and the health
needs of the public will be met. Contributing to a
current lack of capacity building efforts is a short-
fall of allocated resources. Sixty percent of Colo-
rado’s local public health resources are aimed at
providing direct services and enabling activities
rather than infrastructure and population-based
services. To meet the national goal of decreasing
the amount of direct services and increasing popu-
lation-based services and infrastructure, it will
take more than a strong philosophical commit-
ment. Funding constraints that currently prevent
expanding the workforce, increasing information
and data systems capacity, and enhancing the
organizational capacity of local public health agen-
cies will have to be overcome.

Findings
Colorado’s public health system consists of the
Colorado Department of Public Health and Envi-
ronment (CDPHE), 14 (soon to be 15) local or dis-
trict health departments, and 39 public health
nursing service agencies that typically serve
smaller counties in the state. A Colorado state
statute provides for the creation of regional health
departments, of which there are none currently.
Most counties, and some cities are served by envi-
ronmental health departments. In accordance with
Healthy People 2000’s National Health Objective
8.14, the Colorado Department of Public Health
and Environment is planning to facilitate an effort
to strengthen the relationship between state and
local agencies by initiating a statewide local capac-
ity building assessment.

By developing public health performance stan-
dards to identify and benchmark superior perform-
ance, state public health systems will be better
equipped to assess and improve delivery of the
essential public health services and achieve
improved health of the public. Several initiatives
across the state will have an impact on Colorado’s
capacity building efforts. They include the Colo-
rado Health Advisory Network for Government
Efficiency, the Local Capacity Building Project
targeted at Environmental Health, and Health Alert
Network. In addition, Washington and Illinois
provide leadership as two model states that have
experienced continued accomplishments in build-
ing local public health infrastructure. Keys to their
success have been federal, state, local, and com-
munity partnerships. In addition, the state legisla-
tures embraced their work and committed of
general funds to support public health, not only in
their current level of service provision but for
improving future capacity.

Colorado Analysis
In September 1999, at the suggestion of the Office
of State Planning and Budgeting, the Colorado
Department of Public Health and Environment
developed a long-term plan to address specific out-
comes that are of a particular concern to the state.
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This resulted in the development of a capacity
building plan by the Office of Local Liaison, which
is currently in the planning phase. Impacting and
building the capacity of local public and environ-
mental health service providers is a complex task
that requires significant focus. Understanding past
and current efforts has provided the foundation for
recognition of the level at which Colorado’s public
health system has been operating. Building upon
this through the use of models developed and les-
sons learned by national partners paves the way
for a competent and effective yet uncomplicated
process design to guide the future.

Recommendations
The concept of enhancing the capacity of public
health providers involves a significant degree of
complexity demanding a sophistication that is
multifaceted and purposeful. The process can be
simplified through an organized step-by-step
approach. Characteristics of such a plan must
include a distinct review of past capacity building
efforts, a baseline assessment of the current level
of service delivery, and a well-developed, thought-
ful itinerary of how to achieve the ultimate vision.
In support of this, the Turning Point Initiative
developed a set of recommendations that provide
important considerations for future capacity build-
ing efforts. The committee encourages the imple-
mentation of the “Principles of Collaboration”
between state and local health officials; mecha-
nisms at the state level to support expanded cross-
jurisdictional health promotion/disease prevention
efforts; flexibility of efforts to reach all parts of the
state and that allow funding to go to consortia of
local health departments; and the promotion of
regionalization of selected services. The Turning
Point Initiative also supports collaborative partner-
ships; an increase in general fund appropriations;
investigation of nontraditional funding sources;
and additional personnel to enhance prevention
efforts, in particular, local health educators and
grant writers.
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The topic of capacity often arises when assessing
the ability to adequately provide health services by
public health systems. The Centers for Disease
Control and Prevention (CDC) defines the public
health system as a “complex network of people,
systems, and organizations working at the local,
state, and national levels.”1 With such a complex
system, the clarification of roles and the delin-
eation of responsibilities are important tasks that
require the appropriate and adequate capacity to
achieve. Yet the overall goal of improving health is
a significant underlying theme in evaluating the
capacity levels in public health.

Capacity building can be described in several
ways, each pertinent to the assessment of local
public and environmental health capacity. Capac-
ity used alone is the actual or potential ability to
do something. To build public health capacity, one
must recognize it as an approach to the develop-
ment of sustainable skills, structures, resources,
and the commitment in health and other sectors to
prolong and multiply health gains many times
over.2 But building capacity in public health
requires an effective local health plan that includes
partners from the federal, state, local, and commu-
nity levels. Once these partners have been identi-
fied, the local and environmental capacity plan
should maximize people, programs, and fiscal
resources; deliver maximum services to local con-
stituents; and recognize and incorporate local
priority setting.3

In Colorado, the assessment of the ability to pro-
vide essential public health services in local public
health agencies has primarily been the result of
budget and funding requests. However, the provi-
sion of these services has long been the foundation
and purpose of the public health system. Public
health leaders acknowledge that the assurance of
essential public health services can only be gained
when there is a solid foundational relationship
between local agencies and their state counter-
parts.4 This point of view can be traced to the
Institute of Medicine’s seminal report, The Future
of Public Health, which has been the acknowledged
touchstone for understanding the role of local
public health departments.5 It delineates the three
core public health functions of assessment, policy
development, and assurance that continue to pro-
vide the conceptual framework for understanding

the mission and goals of public health organiza-
tions. Over time, through the efforts of various
national public health organizations and the CDC,
these three core functions have come to be associ-
ated with “ten essential services.”6

Given the scrutiny of and discussion surrounding
the U.S. public health infrastructure, it is not sur-
prising that the Institute of Medicine, the author-
ing body of the work outlining core public health
functions in 1988, has just initiated a new 18-
month interagency-sponsored study to determine
the best means to ensure the health of the public
in the 21st century. “The overarching goal of the
study will be to describe a new, more inclusive
framework for assuring population-level health
that can be effectively communicated to and acted
upon by diverse communities.”7 Thus, the 10
essential services provide guidance when planning
to build local public health capacity. These will
serve as areas of focus when developing measures
to assess performance and prepare for the future.

Ten Essential Services in Building Local Public
Health Capacity

1. Monitor health status to identify and solve
community health problems.

2. Diagnose and investigate health problems and
health hazards in the community.

3. Inform, educate, and empower people about
health issues.

4. Mobilize community partnerships and action to
solve health problems.

5. Develop policies and plans that support indi-
vidual and community health efforts.

6. Enforce laws and regulations that protect
health and ensure safety.

7. Link people to needed personal health services
and ensure the provision of health care when
otherwise unavailable.

8. Ensure a competent workforce—public health
and personal care.

9. Evaluate effectiveness, accessibility, and quality
of personal and population-based health serv-
ices.

10.Conduct research for new insights and innova-
tive solutions to health problems.8

Public and Environmental Health Capacity
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Additionally, the latest CDC status report, Public
Health’s Infrastructure, was written in response to a
U.S. Senate Appropriations Committee request for
an assessment of the nation’s public health infra-
structure.1 Its timely release of recommendations
provides additional guidance during the develop-
ment of a capacity building planning process.
Specifically, the CDC recommends a major
national initiative, linking partners at the local,
state, and federal levels to address crucial gaps in:
(1) workforce capacity and competency; (2) infor-
mation and data systems; and (3) organizational
capacities of local and state health departments
and laboratories.

The CDC also proposes a performance-based
approach to capacity building to: (1) assess capacity
at the local and state levels using consensus per-
formance standards; (2) develop statewide public
health infrastructure-improvement plans based
upon the capacity assessment; (3) provide core
capacity grants and technical assistance to close spe-
cific gaps; and (4) evaluate the impact of the assis-
tance using the consensus performance standards.

The Colorado Department of Public Health and
Environment is Office of Local Liaison is leading
the effort to strengthen relationships by initiating a
statewide local capacity building assessment to
address many issues related to increasing the local
public health and environmental capacity. In the
1999 document Challenges and Opportunities for a
New Century: A Four-Year Strategic Plan, A Twenty-
Year Perspective, the Colorado Department of Pub-
lic Health and Environment identified capacity
building as one of the critical investment areas for
the state.9 The mission of the Office of Local Liai-
son is to increase the capacity of local health part-
ners through workforce development,
collaboration, technical assistance, consultation,
monitoring, funding, and technology resources.
One of the office’s primary objectives is to assist in
the provision of all core public health functions
and the 10 essential public health services. To ful-
fill these obligations, assurances of essential public
health services can only be gained when there is a
solid foundational relationship between local agen-
cies and their state counterparts. There has been a
lack of agreement on the state’s minimum service
standards for local public health, which has
impacted current service provisions. Thus became
the need to develop an effective local public health

plan—including federal, state, and local commu-
nity partners—that maximizes people, programs,
and fiscal resources and at the same time delivers
maximum services to local constituents while
recognizing and incorporating the local priority
setting.3

The Turning Point Initiative Steering Committee has
identified public and environmental health capacity
as a priority issue for Colorado. The committee
believes that Colorado needs an assessment of its
capacity, an agreement on essential services, and
increased infrastructure to meet the needs in order
to protect and improve the health of the public.

Overview of Colorado’s Public
Health System
Colorado’s governmental public health system
includes a state agency (Colorado Department of
Public Health and Environment); 14 (soon to be 15)
local health departments (Appendix A); 39 county
nursing service agencies (Appendix B); and environ-
mental health agencies (Appendix C), which serve
less-populated counties. A Colorado state statute
provides for the creation of regional health depart-
ments, of which there are none currently.

The statutory requirements for the Colorado
Department of Public Health and Environment are
extensive. They include investigating and control-
ling the causes of epidemics and communicable
diseases (CRS 25-1-107 (a)), licensing hospitals
and health facilities (CRS 25-107 (l)), as well as
implementing the policies of Colorado for cleaning
up waste sites (CRS 25-1-107 (w)). In contrast, the
responsibilities of the county and district health
departments, environmental health departments,
and the county nursing services are more circum-
scribed. As every local board of health must ensure
the provision of public health nursing services to
areas within its jurisdiction, those counties not
under a local health department receive state gen-
eral fund dollars to provide public health activities
within their individual counties. These services
include providing public health nursing services
along with the performance of a community assess-
ment every five years to be submitted to the Office
of Local Liaison. This information is used to com-
plete a statewide summary of local public health
services and needs. Additionally, counties may opt
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to provide environmental services and may charge
necessary fees (25-1-608 (3)). Nonetheless, the 14
organized health departments administer a number
of different programs, including epidemiological
investigations and epidemic control. Additionally,
health departments may initiate and carry out
health programs that are thought to be important
for the protection of the public’s health and the
control of disease. Also, these jurisdictions act as
local registrars of vital statistics.

The four components, in rank order, of public
health capacity are infrastructure, population-based
activities, enabling services, and direct services.
Infrastructure should garner the lion’s share of pub-
lic health expenditures, and direct services the least.

The professed goal of national public health policy-
makers is to decrease the amount of direct services
and to increase population-based services and infra-
structure in local public health agencies. In fact, 60
percent of Colorado’s local public health resources
are aimed at providing direct services and enabling
activities, rather than infrastructure and population-
based services. In Colorado, despite a decrease in
the resources devoted to direct services and an
increase in the resources targeted for population-
based activities between 1999 and 2000 (direct serv-
ices dropped to 30 percent from 40 percent, and
population-based activities increased to 30 percent
from 20 percent), the local public health infrastruc-
ture continues to garner only 10 percent of total
local funding.10 Even in the presence of a strong
philosophical commitment to increasing the local
public health infrastructure, funding constraints
continue to prevent expanding the workforce, the
information and data systems, and the organiza-
tional capacity of local public health agencies.

A joint study conducted by the National Associa-
tion of County and City Health Officials (NAC-
CHO) and the Robert Wood Johnson Foundation
reveals new data about the unique infrastructure
needs of nonmetropolitan (rural) local public
health agencies. One could view these rural public
health agencies as a proxy for Colorado’s smaller,
nonurban county health agencies. Predictably,
nonmetropolitan agencies lack the financial and
workforce resources of metropolitan agencies.
They also heavily depend upon state funding and
service reimbursement funds, such as Medicare,
Medicaid, insurance, and patient fees (as opposed

to local governmental sources for metropolitan
local public health agencies).

The kinds of services provided varied by local pub-
lic health agency type as well. While nonmetro-
politan agencies provided more direct care services
such as prenatal care and disease screening, they
also provided more “classic” public health services
such as immunization and family planning pro-
grams. In contrast, metropolitan agencies adminis-
tered more environmental health programs as well
as inspection and licensing services.11

As stated earlier, past attempts at assessing the ability
to provide essential public health services in Col-
orado has primarily been the result of budget and
funding requests. The state general fund partially
supports the provision of public and environmental
health services across all 63 counties in Colorado in
accordance with the Colorado Revised Statutes,
which mandates that “the State shall provide support
on a per capita basis for local and regional health
services.”12 Each legislative session, the appropria-
tion of general funds for public health is reviewed.
Three legislative footnotes were critical factors in the
identification of resource appropriations to the local
agencies. Despite assiduous efforts, each of these
items were defeated and not funded as suggested.

Footnotes 150/151 and 168
In 1997, a funding request from the Joint Budget
Committee of the Colorado General Assembly titled
Footnote 150 and Footnote 151 was sent to the Col-
orado Department of Public Health and Environment.
Footnote 150 requested that the state health depart-
ment compile detailed information of the expendi-
tures of public health nurses, sanitarians, and local
health departments and for it to include this informa-
tion in the annual budget submission. Footnote 151
required the Colorado Department of Public Health
and Environment to complete a detailed report on
local health services. Task forces were formed in June
1997 to determine how to address the issues set forth
in Footnotes 150 and 151. As a result, a task force
developed a survey to capture the necessary informa-
tion and the results were analyzed in September 1997.
The four tasks of this committee were to:

1. Identify funding supporting public health
services.
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2. Propose a level of state support, as well as alter-
natives for annually adjusting the appropriation
based on a quantitative analysis of the data.

3. Examine the need for a performance-driven
funding formula.

4. Determine if consolidation of local health fund-
ing streams would enable a more efficient pub-
lic health delivery system.

The task force concluded that many local health
agencies lacked the resources to address popula-
tion-based, essential public health services that
impact the leading causes of death and disability in
the state. The following proposals were recom-
mended:

1. State support for public health should be
increased for the purpose of maintaining a min-
imum public health infrastructure for now and
in the future.

2. Basic health services should be provided in
every county to a minimum standard.

3. Counties should be provided with incentives to
enhance basic public health services; the Execu-
tive Director of the Colorado Department of Pub-
lic Health and Environment decided to prioritize
seven essential services that could be most effi-
ciently addressed by state and local public health.

In response to the Footnote 151 report, and as a
result of the task force recommendations, the Joint
Budget Committee requested a new formula for
funding local public health.13 Additionally, unmet
needs for each agency as they related to the seven
essential basic services were identified. Local health
agencies responded to provide documentation of
current levels of funding and the cost of unmet
public health needs in response to Footnote 151.
The Footnote 151 report identified service gaps but
did not quantify revenues and expenditures relative
to those service gaps. The Colorado Legislature
defeated the request for the increase in funding.

The following year, 1998, Long Bill Footnote 168
instituted continued efforts building on the out-
comes of Footnote 151. In addition, Footnote 168
requested supplemental public health funding for
local health departments and county nursing serv-
ices. This legislative initiative was not supported,
primarily because of requests from legislators that
funding not be based on individually decided local
needs but more on specific health outcomes.14

In September 1999, the Office of State Planning
and Budgeting suggested that the Colorado
Department of Public Health and Environment
develop a long-term plan to address specific out-
comes, which are of a particular concern to the
state (e.g., immunization, suicide rates, prenatal
care). This plan was to tie outcomes to local health
funding and include information on how addi-
tional funding helps local agencies to address
health issues in their community.15 There was also
a need for a strong partnership between the state
and its local governments to ensure that services
can be provided, that local needs can be addressed,
and that state goals for protecting and promoting
health can be met.13 Despite increases in the coun-
ties’ contributions to general public health funds,
local health agencies have not been able to address
the growth in demand for public health services.
These recommendations have resulted in the
development of the capacity building plan by the
Office of Local Liaison, which is currently in the
planning phase.

Local health agencies have consistently docu-
mented that public health needs have not been
adequately met. In a statewide survey conducted
by the Colorado Department of Public Health and
Environment in the summer of 1996, county
health agencies and nursing services identified a
wide variety of unmet needs resulting from insuffi-
cient funding.16 This was stated as the primary rea-
son for the inability to meet goals and adequately
provide the essential public health services. In
1998, a report was submitted to the Joint Budget
Committee that identified the essential public
health needs that local health agencies were, at the
time, unable to meet along with the associated
costs to deliver the services.17

In comparison to the state’s current financial con-
tribution, local funding per capita is almost 13
times as much as the state’s per capita funding of
local health. Of the total funding currently being
spent on local health needs in Colorado, about 3
percent comes from the Colorado Department of
Public Health and Environment’s local health serv-
ices line items.18 In the future, nontraditional
funding sources including partners from the busi-
ness community and foundations could be a possi-
ble new means to generate revenue.
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Initiatives That Impact Public
Health Capacity in Colorado

Colorado Health Advisory Network for
Government Efficiency
In October 1997, the Colorado Health Advisory
Network for Government Efficiency (CHANGE)
charged state, local, and private-sector leaders with
producing a blueprint to help the Colorado Depart-
ment of Public Health and Environment create a
more streamlined and user-friendly agency.19 An
Outcomes/Indicators Task Force was assigned to
help the department become one of a small number
of state public health agencies in the country to use
a defined set of performance measures to rate its
quality of service. A tool was designed to evaluate
effectiveness by focusing on overall performance
rather than processes. Final recommendations of
the CHANGE Task Force on building constituen-
cies and advocates for public health were com-
pleted in January 1998. The goal of this plan was to
raise awareness of how public health policies, serv-
ices, and activities touch the lives of Coloradans
every day. An action plan was developed and sug-
gestions for implementation were made. However,
changes at the state level caused both the network
and task force to dismantle.14

Local Capacity Building Project—Environmental
Health (1993–1997)
In late 1993, state and local environmental health
officials initiated a critical examination of Colo-
rado’s environmental health program. This effort
was designed to bolster the partnership between
state and local health departments and to gradu-
ally increase the credibility and effectiveness of the
Colorado environmental health program. Task
forces were convened along with a local capacity
building steering committee. The steering commit-
tee, consisting of state and local environmental
health partners, established a framework for com-
pleting its work and then identified eight environ-
mental health programs warranting assessments.
The local health agencies were the primary lead on
the project and program reviews, with minimal
involvement by representatives of the state. 20

Three major policy recommendations resulted
from the project along with summaries of the find-
ings and recommendations for each program

assessment. Three priorities were put forth: (1)
begin responding to the major policy recommen-
dations; (2) develop a reliable process for ensuring
that implementation plans are actually imple-
mented; and (3) complete implementation plans
for all programs that have been assessed.21 Despite
fragmented and incomplete implementation
efforts, the model for increasing capacity in envi-
ronmental health still exists.20

Turning Point Steering Committee
Recommendations—2000
The Turning Point Steering Committee made rec-
ommendations for the topic of prevention in Col-
orado. As a result of these recommendations, the
chapter on prevention evolved into the Public and
Environmental Health Capacity chapter for the
State Health Improvement Plan.22 Several of these
recommendations are important considerations that
future capacity building efforts should recognize:

✷ Implement the “Principles of Collaboration”
between state and local public health officials,
which were developed by the National Associa-
tion of City and County Health Officials.

✷ Establish mechanisms at the state level to sup-
port expanded cross-jurisdictional health pro-
motion/disease prevention efforts; allow
flexibility to reach all parts of the state; and
allow funding to go to consortia of local health
departments.

✷ Promote regionalization of selected services to
enhance capacity in smaller communities;
regional health departments should be exam-
ined as a vehicle for achieving this goal.

✷ Work collaboratively (state, local, community
partners, etc.) to ensure access to the contin-
uum of strategies to promote preventive health
care.

✷ Continue the state/local collaborative effort to
increase general fund appropriations for the
public health infrastructure.

✷ Look for nontraditional funding sources (busi-
ness community, foundations, etc.) to provide
financial assistance.

✷ Support additional funding for additional per-
sonnel to enhance prevention efforts, for exam-
ple, local health educators and grant writers.22
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Health Alert Network
The Health Alert Network (HAN), funded by the
CDC, allocated money to Colorado to improve the
information and communications infrastructure
that the state would need during a bioterrorism
event. Part of the process for the evaluation of
information technology systems included a base-
line survey of county health departments’ capacity
to provide necessary services for communication.
One of the goals of HAN is to ensure that public
health agencies achieve high levels of organiza-
tional capacity.23 The results of the survey, once
available, will be instrumental in evaluating the
current capacity levels of health agencies in rela-
tion to technical needs.

Health Insurance Portability and
Accountability Act
The Health Insurance Portability and Accountabil-
ity Act (HIPAA) of 1996 could result in decreased
public health assessment capacity. The Act states
that pharmacists, hospitals, doctors, clearing-
houses, health plans, insurers, and people or enti-
ties working with them must protect patient
information that might allow an individual to be
specifically identified. Hospital discharge data, as
currently compiled by the Colorado Health and
Hospital Association, is an important and essential
source of public health information. HIPAA regula-
tions, as they currently exist, would require that
before data are collected, they be “de-identified;”
that is, that zip code, date of admission, and date
of discharge information be stripped away from
patient records.24

In the past, rules requiring health privacy protec-
tion were enacted on a state-by-state basis. By
enacting HIPAA, Congress has recognized the
importance of a national health privacy policy and
framework. Those activities that involve providing
direct services—whether administered by the state,
any county health department, or any local health
agency—require compliance with the provisions of
the Act. The Colorado Department of Public
Health and Environment, the county health
departments, and the public health nursing serv-
ices will need to review their involvement in direct
service programs, as well as examine their existing
databases and assess the need for changes in pro-
cedures for compliance with HIPAA.

National Perspective on Local
Public and Environmental
Health Capacity
Objective 8.14 of Healthy People 2000 called for 90
percent of the population to be served by a local
health department that was effectively addressing
the core functions of public health. Although
selected studies have provided a snapshot of local
health departments’ effectiveness in carrying out
the core functions, systematic monitoring of this
objective over time has not been done.25 By devel-
oping public health performance standards to
identify and benchmark superior performance,
state public health systems will be better equipped
to assess and improve delivery of the essential
public health services and achieve improved health
of the public.26

The state health improvement plans developed by
Turning Point partners in other states have pro-
vided access to groups involved in building local
public health infrastructure. The Office of Local
Liaison is in the process of conducting a system-
atic review of capacity building methods utilized
throughout the nation, to draw references and
learn valuable lessons. Thus far, several states have
been identified as leaders for building local public
health capacity.

Two states that stand out because of their contin-
ued accomplishments are Washington and Illi-
nois. Both states have embarked on major
planning processes lasting approximately 10
years. This was a collaborative process among
federal, state, local, and community partners, in
addition to the state legislatures. This partnership
has been described as the key to creating long-
term sustainable success. Another valuable asset
to their planning has been the commitment of
general funds to support public health, not only
in their current level of service provision but for
improving future capacity. Colorado is utilizing
both Washington and Illinois as potential models
during the process design stage of building local
public health capacity.
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Future Steps in Building Public
and Environmental Health
Capacity in Colorado
The concept of enhancing the capacity of public
health providers involves a significant degree of
complexity demanding a multifaceted and pur-
poseful approach. Characteristics of such a plan
must include a distinct review of past capacity
building efforts, a baseline assessment of the cur-
rent level of service delivery, and a well-developed,
thoughtful itinerary of how to achieve the ultimate
vision.

A review of past capacity building efforts in Colo-
rado provided earlier in this report sets the stage
for building an eminent plan. Merging the out-
comes of such projects as well as utilizing the les-
sons learned are dual key philosophies that guide
future working efforts. Programs, projects, and
people have to be evaluated to combine all past
ideas and efforts with the purpose of laying
groundwork for the future. Before beginning to
build capacity within programs, practitioners need
to identify pre-existing skills, structures, partner-
ships, and resources, and work with and respect
these. In addition, programs that are integrated into
existing structures, and linked into existing posi-
tions and accountability processes are more likely
to be sustained.27 Simultaneously, while the local
review is being conducted, a national review of spe-
cific capacity building projects must also occur.
The data gathered from other states in combination
with the local perspectives will provide firsthand
expertise in ultimately achieving the vision.

Much more complicated is the second phase of the
full capacity building process in which an assess-
ment must be conducted to determine the current
level of capacity in Colorado. Many Colorado local
and state public health leaders anecdotally main-
tain that in order to build statewide public health
capacity, there is a great need to realize the current
level of service provision. Recently, the Colorado
Association of Local Public Health Leaders, in
addition to the Public Health Directors of Colo-
rado, discussed the high priority of assessing the
current level of capacity in relationship to essential
public health services. There is agreement within
many organizations and associations that the first
and most critical step is to know where Colorado

is today in its ability to provide quality, effective
public health services. Additionally, the opportu-
nity to assess direct service capacity will present
itself in the work of complying with HIPAA
requirements.

The final characteristic of building public health
capacity is to define a simple yet effective process
that will maximize talent, abilities, and expertise
while minimizing expenditures, systematic pres-
sures, and time. When determining a potential
guiding process, several factors were recognized as
key elements for success.

✷ Utilize lessons learned from past and national
efforts to construct the foundation of the
design.

✷ Value relationships and create ownership in the
process and outcome by bringing together vari-
ous partners from a diverse set of interests to
ensure a high degree of value. To affect long-term
systematic change while concurrently building
infrastructure will require an elevated level of
collaboration between state and local health
departments, county nursing services, health care
organizations, universities, state and local boards
of health, nonprofit organizations, community-
based foundations, state health associations, and
others. As stated in the book Collaborative Lead-
ership, collaboration is more than simply sharing
knowledge and information (communication)
and is more than a relationship that helps each
party achieve its own goals (cooperation and
coordination). The purpose of collaboration is to
create a shared vision and joint strategies to
address concerns that go beyond the purview of
any particular participant.28

✷ Begin with a sincere level of trust. Trust in the
process between stakeholders and trust in the
outcome does not always exist upon com-
mencement. When describing the significance
of trust in collaborative procedures, Darrel Ray
and Howard Bronstein state that a general lack
of trust at all levels leads to greater caution and
a stifling of growth and development.29 Robert
Fitzgerald states that the notion of trust is
“absolutely imperative to capacity building.”
He also believes that capacity building is
underpinned by trust and respect and that
these qualities “sit at the heart” of why so many
otherwise good initiatives have failed.30
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✷ Accountability occurs at all levels and must be
integrated early on. The degrees of accountabil-
ity are: (1) ability to identify the level of real-
ization; (2) commitment to the visions, goals,
objectives and processes; (3) obligation to the
larger community for ongoing and direct com-
munication and feedback; and (4) assurance
from resource holders and leadership in the
value of conducting the overall capacity build-
ing process. Explained further, the degrees of
accountability distinctively affect the long-term
goal of improving the public health infrastruc-
ture. For the design to lead to a worthwhile
and meaningful outcome, all proposed activi-
ties should have a time-phased, measurable
strategy to identify the level of realization.
When goals are not attained, concrete docu-
mentation is mandatory to both continue
momentum and apply the exact amount of
change needed. The second degree of accounta-
bility is commitment on behalf of key stake-
holders to the visions, goals, objectives, and
processes created. It is critical that members of
the group believe and carry out the functions
that are created. Without this, the process will
experience a general sense of weakness and
eventually failure. As stewards of public health,
the stakeholders must have a responsibility to
their community (including organizations
where they are employed) to communicate
progress, concerns, and issues that affect serv-
ice provision (past and future); acquire input
prior to and after making critical decisions; and
ensure a system to receive effective appropria-
tions. Last, accountability is required from
resource holders and leadership that funding
will be provided for the process to be com-
pleted in full. Stakeholders require assurance
that the work involved is not for naught. Often,
large-scale, capacity building processes such as
these get shelved (i.e., Local Colorado Environ-
mental Capacity Building Project—1997) as
either funding runs out, leadership objectives
change, or the project becomes too unwieldy to
support continuance.

Proposed Process Design for
Building Public Health
Capacity in Colorado
With respect to the principle of creating ownership
and demonstrating a truly collaborative process, the
process design described below is merely a proposal
that will require further exploration and discussion
by key stakeholders. Taking into consideration the
massive body of works about collaborative decision-
making processes as well as the factors mentioned
above, the following is recommended (Figure 1):

Preliminary: Planning Process
Phase I

1. Approval and commitment from leadership to
engage in process

2. Introduction of process design at community
level

3. Organization of initial Guiding Committee

a. Assess potential key stakeholders

b. In-depth analysis of process design/out-
come/purpose

c. Define participant assurances/roles/respon-
sibilities

d. Plan formal launch meeting

Potential key stakeholders include but are not lim-
ited to county nursing services, local health
departments, the state health department, adminis-
tration, public health associations, universities,
foundations, nontraditional partners, and health
care organizations.

Actual: Shifting from Planning to Implementation
Phase II

1. Formal launch of capacity building process—
kick-off

2. Determine internal processes

3. Generate vision of public health infrastructure
after capacity is built

4. Identify key performance areas (goals/objec-
tives)

a. Memorandum of understanding:
roles/responsibilities of state health versus
local health/county nursing
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b. Assessment of current level of services
(baseline) in conjunction with essential
public health services

c. Additional areas to be generated by stake-
holder group

5. Define key performance areas and workgroups

a. Identify structure for coordination and
accountability

i. Leadership

ii. Meeting schedule

iii. Strategy for developing work plan

iv. Process evaluation plan

6. Continue ongoing guiding committee meetings
to ensure communication, coordination, and
collaboration

7. Workgroup plans completed; assemble a full
stakeholder meeting to prioritize and deter-
mine level of readiness for implementation

Outcome: Building Public Health Capacity
Phase III

The steps associated with this phase will be intro-
duced formally upon completion of the work-
groups. As directed by the informal request from

members of the Colorado Association of Local
Public Health Leaders, it is imperative that the
final outcome of the plan to build capacity
includes elements of the following:

✷ Each of the 10 essential public health services
are provided more than adequately.

✷ Funding distribution is sufficient so that health
services may be delivered to communities with
maximum capacity.

✷ Detailed knowledge is secured about the cur-
rent level of service delivery in the state of
Colorado, which in turn identifies areas for
improvement.

✷ A clear, concise delineation of roles and
responsibilities between state and local health
entities is outlined.

✷ Effective training for the public health work-
force is provided so that there is a significant
degree of competency among providers.

✷ Gaps in electronic surveillance, information,
and data systems are addressed and solved.31

Finally, the outcome—actually building local pub-
lic health capacity in Colorado—must keep in step
with national standards as well as the critical local
perspective.
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Figure 1: Capacity Building Process Design
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Conclusion
Impacting and building the capacity of local public
and environmental health service providers is a
complex task that requires significant focus.
Understanding past and current efforts has pro-
vided the foundation of recognizing the level at
which Colorado’s public health system has been
operating. Building upon this through the use of
models developed and lessons learned by national
partners paves the way for a competent and effec-
tive yet uncomplicated process design to guide the
future.
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Appendix A

Local or District Health Departments*
Boulder County Health Department

Broomfield County Health Department (beginning November
2001)

Delta County Health Department

Denver Department of Environmental Health

El Paso County Department of Health and Environment

Jefferson County Department of Health and Environment

Larimer County Department of Health and Environment

Las Animas–Huerfano Counties District Health Department

Mesa County Health Department

Northeast Colorado Health Department (serving the counties of
Logan, Morgan, Phillips, Sedgwick, Washington and Yuma)

Otero County Health Department

Pueblo City–County Health Department

San Juan Basin Health Department

Tri-County Health Department (serving the counties of Adams,
Arapahoe and Douglas)

Weld County Department of Public Health and Environment

* (All organized local health departments provide environmen-
tal protection services in addition to public health services.)

Appendix B

Public Health Nursing Services
Alamosa Colorado Public Heath Nursing Service

Baca County Public Health Nursing Service

Bent County Public Health Nursing Service

Chaffee County Public Health Nursing Service

Cheyenne County Public Health Nursing Service

Clear Creek County Public Health Nursing Service

Conejos County Public Health Nursing Service

Costilla County Public Health Nursing Service

Crowley County Public Health Nursing Service

Custer County Public Health Nursing Service

Dolores County Public Health Nursing Service

Eagle County Public Health Nursing Service

Elbert County Public Health Nursing Service

Fremont County Public Health Nursing Service

Garfield County Public Health Nursing Service

Gilpin County Public Health Nursing Service

Grand County Public Health Nursing Service

Gunnison County Public Health Nursing Service

Jackson County Public Health Nursing Service

Kiowa County Public Health Nursing Service

Kit Carson County Public Health Nursing Service

Lake County Public Health Nursing Service

Lincoln County Public Health Nursing Service

Mineral County Public Health Nursing Service

Moffat County Public Health Nursing Service

Montezuma County Public Health Nursing Service

Montrose County Public Health Nursing Service

Ouray County Public Health Nursing Service

Park County Public Health Nursing Service

Pitkin County Community Health Service

Prowers County Public Health Nursing Service

Rio Blanco County Public Health Nursing Service

Rio Grande County Public Health Nursing Service

Routt County Public Health Nursing Service

Saguache County Public Health Nursing Service

San Juan County Public Health Nursing Service

San Miguel County Public Health Nursing Service

Summit County Public Health Nursing Service

Teller County Public Health and Environment
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Appendix C

Environmental Health Departments
Chaffee County Environmental Health Department

Clear Creek County Environmental Health Department

Eagle County Environmental Health Department

Fremont County Environmental Health Department

Hinsdale County Environmental Health Department

Kit Carson County Environmental Health Department

Lake County Environmental Health Department

Montezuma County Environmental Health Department

Montrose County Health and Human Services

Park County Health Division

Prowers County Environmental Health Department

Pitkin County Environmental Health Department

Rio Blanco County Development Department

Routt County Environmental Health Department

San Miguel County Environmental Health Department

Southeastern Land and Environment (serving the counties of
Baca, Bent, Kiowa, and Prowers)

Summit County Environmental Health Department

Teller County Public Health and Environment 
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