
Nominated Balderson Leadership Project/Case Study Summaries

Environmental Public Health Leadership Institute

Individual/Team Members

Name
Grad. Year

From
Institute

Credentials Job Title
Place of Employment

Tracynda Davis February 2006 MPH Program
Manager

Food Safety and
Recreational Licensing
Division of Public Health
Wisconsin Department of
Health and Family Services

Individual/Team Contact Name:  Tracynda Davis
Individual/Team Contact Phone:  608-266-8294
Individual/Team Contact Email:  davistl@dhfs.state.wi.us

Creating a Comprehensive Public Swimming Pool and Water Attraction Program
to Provide Safe Water Recreation in Wisconsin

Wisconsin is home to approximately 4,000 public swimming pools and water attractions and had over 2.9
million people visit the Wisconsin Dells area in 2004 in search of water recreation. 1,2 The number of patrons
visiting these facilities has been increasing, as well as the number of new water attractions and slides that do
not currently fit in existing regulations. Waterslides have become commonplace at pools, though currently, no
governmental agency is annually inspecting them. Baseline data on the number of injuries and drownings
associated with public pools and water attractions is unavailable. Without this information, we are unable to
pinpoint the health and safety risks of these novel attractions. Our vision is to identify the risks associated with
water attractions, and build a program that is effective in reducing these risks.

 In 2005, the Department of Health purchased a data base system compatible with local health departments to
integrate and enter data on pools and other environmental health programs.  Additionally, the Department
created an advisory committee to address new attractions with partners who share mutual interests and goals.
Language was drafted for a revision of the pool code to include waterslide regulations and safety plans, with
the intent to create a program effective in reducing unsafe conditions in recreational water attractions. The
proposed draft revision will go to public hearing and to the legislature in August, 2006.  Our long-range goal is
to gather baseline data, identify risk factors, and evaluate the new program to determine if revised legislation
had a positive effect in reducing these risk factors.

LEADERSHIP DEVELOPMENT OPPORTUNITIES:

I am thankful for the opportunity to meet and work with such outstanding individuals in the EPHLI and the
CDC. Networking with professionals and colleagues from other states gave insight about the commonality we
face working in public health. EPHLI was beneficial in providing tools to self-understanding, while
concentrating on the big picture. Understanding my personal communication and social style allowed me to
focus on strengthening my weaknesses. Using systems thinking illustrated how situations continue to exist and



alerted me to objections and limiting processes that affect a current system. Learning how systems work
assisted me to develop appropriate interventions for problem solving. I believe the relationships created this
year will be a foundation for future collaborations, and I am fortunate to be a part. EPHLI has proved to be an
invaluable experience for me, and I hope many others will be afforded the same opportunity.

REFERENCES

1.   Wisconsin Department of Health and Family Services, Food Safety and Recreational Licensing Section.

2.   R. Snyder, Wisconsin Dells Tourist Bureau Director, personal communication.
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Kimberly Stryker February 2006 BA Environmental
Program Manager

State of Alaska, Food
Safety & Sanitation
Program
Department of
Environmental
Conservation
Division of
Environmental Health

Individual/Team Contact Name:  Kimberly Stryker
Individual/Team Contact Phone:  (907) 269-7628
Individual/Team Contact Email:  Kimberly_Stryker@dec.state.ak.us

Pioneering Food Safety in the Last Frontier

Inspections have been long recognized as regulatorsÕ way of carrying out the responsibility of food safety.
Inspections can provide food service operators with valuable education and serve as an opportunity for an
agency to verify compliance with regulatory requirements, but what happens when inspections are few and far
between? What happens after the inspector leaves? What about the hazards that the inspector cannot see,
smell, or touch? Who is really responsible for safe food?

AlaskaÕs geography is vast, resources are limited, and strong local government infrastructure is seriously
lacking. AlaskaÕs Food Safety and Sanitation program has only been able to inspect its highest priority
establishments approximately once every 18 months to two years. However, even if the program were able to
inspect more often, it is clear from estimates of the occurrence of foodborne illness incidences that foodborne
illness cannot be inspected away. Though Alaska faces some seemingly unique challenges, food safety
programs throughout the nation grapple with the same problem Ð working to prevent foodborne illness within
the context of challenging circumstances and the reality that government officials alone do not prevent
foodborne illness Ð we must work with those who prepare and serve food to do that.

Alaska has embarked on a comprehensive, innovative approach to regulating food establishments that
does not solely rely on the inspection as a means of fulfilling its mission to protect public health. By
encouraging operators to implement food safety management systems that include educated food handlers,
food safety procedures, and ongoing self-assessment, and by utilizing a systems review approach during
inspections, we hope to maximize precious time spent during the inspection and empower operators to be able
to identify and correct practices known to contribute to the likelihood of foodborne illness. This new approach
is not built in a day, or even a year Ð this project outlines the process we are using not only to change



processes, but to change attitudes Ð of ourselves and of those we serve Ð so that, together, we can prevent
foodborne illness.

LEADERSHIP DEVELOPMENT OPPORTUNITIES:

When I read the application for the institute, I thought, ÒWow Ð this looks like it will be a neat
opportunity to brush up on my leadership skills.Ó I really had no idea how transformational this experience
would be. I have grown both personally and professionally over the past year as a direct result of my
participation in this institute. As soon as I sat down at our first session and began listening to other fellows
introduce themselves, I was in awe of the breadth of experience and range of perspectives sitting in my midst.
When the faculty and guest speakers began teaching, I knew I was in for something special. The caliber of my
colleagues, the quality of the curriculum and speakers, and even the precision of the logistical support never
disappointed. I have been able to apply my newly acquired knowledge directly to my work and I feel a great
sense of contribution to my department. I leave with a better sense of self, a more comprehensive
understanding of where my work fits in the national picture, and friendships that I hope continue well past
graduation. I feel honored to have been a part of an institute where I was able to learn Ð from my mentor,
faculty, my colleagues, and even myself.
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Ruth Wetta-Hall 2005 RN, PhD,
MPH, MSN

Assistant
Professor

University of Kansas
School of Medicine-
Wichita

Mary Beth
Herrmann

2005 RN, BSN Director Pawnee County Health
Department

Susan Kang 2005 JD Policy Director Kansas Department of
Health and Environment

Individual/Team Contact Name:  Ruth Wetta-Hall
Individual/Team Contact Phone:  316-293-2627
Individual/Team Contact Email:  rwettaha@kumc.edu

Regionalization:  Collateral Benefits of Emergency Preparedness Activities

INTRODUCTION:  In recent years, the need for emergency preparedness (EP) has driven public health
planning and activities and has revealed the importance of collaboration.  Public health and emergency
response agencies must work together to be effectively prepared, but historically such collaboration has been
difficult because these agencies function independently.  In the state of Kansas, 99 decentralized local health
departments (LHDs) serve urban, rural, and frontier populations in 105 counties.  Federal preparedness funds
provided the resources for these individual health departments to initiate functional regionalization for EP
beginning in 2002.  Fifteen regions were formed, with only two counties opting not to join an EP region.  This
project conducted focus groups with LHD employees to assess the impact of EP regionalization since 2002
through the eyes of local health departments.

METHOD:  Three two-hour focus groups were conducted between May 3 and May 24, 2005, in three Kansas
communities: Wichita, Dodge City, and Topeka.  Participants were recruited by mailed letters and included a
volunteer sample of fiscal agents and EP coordinators. The final participant sample included 31 LHD
employees from 29 counties, including representation from all 15 EP regions.  Most participants were public
health administrators, female, and 40 years or older.

RESULTS:  Participants perceived the regionalization process as Òabsolutely necessary.Ó   Participants
reported advantages of regionalization, including additional resources to LHDs such as personnel, knowledge,
technology, and financial resources.  The regionalization process has also supported the development of
collaborative relationships, trust, and mutual respect among LHDs and other governmental agencies.
Disadvantages participants reported associating with regionalization included: 1) limited funds and time for
collaborative work, 2) frustration with changing preparedness guidelines and the need to rewrite plans, and 3)
a lack of state recognition of EP regions as entities separate from their constituent counties.  In addition,
participants believed that regionalization would positively impact their LHDsÕ ability to provide services, but



were nonetheless not interested in sharing internal public health functions across county borders due to the
perception that clinical services would be compromised or that county-specific resources would be lost.
However, participants did report that the development and functioning of the 15 EP regions has improved the
ability of LHDs to deliver public health services in an efficient and timely manner, and that the regions have
also enhanced public healthÕs visibility in EP efforts.  Finally, four issues were identified as necessary to
sustain EP regions, including:  1) continued funding for regional-level activities, including EP coordinator
positions; 2) documentation for members and officials of the benefits of participation; 3) commitment from
LHDs, county officials, and state agencies; and 4) engagement and education of local elected officials about
benefits of regionalization, possibly spearheaded by a state educational effort.

CONCLUSION:  The regionalization process has been beneficial for LHDs and has produced quantifiable
benefits as well as intangible benefits in the form of increased social capital.  Perceived disadvantages and
sustainability issues will need to be addressed for additional collaborative ventures to occur.  Still, the results
of this project support the effectiveness of regionalization for the purposes of EP and recommend the
development of regionalization initiatives beyond EP.
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Deborah A. Whitmer 2004 BSN, ARNP,
EMT, I/D

Public Health
Nurse Specialist

Kansas Department of Health
and Environment

Individual/Team Contact Name:  Deborah A. Whitmer
Individual/Team Contact Phone:  785-827-9639
Individual/Team Contact Email:  dwhitmer@kdhe.state.ks.us

Social Networks and Best Practices in Public Health: The Example of Regional Billing Groups

INTRODUCTION:   In recent years, the percentage of health spending allocated for public health services has
declined, but at the same time the demand for clinical services from local and rural health departments has
increased.  Due to the combination of these factors, the 99 independently-run local health departments in the
predominantly rural state of Kansas were experiencing a severe funding shortage.  Third-party reimbursement
would help to alleviate shortages, but the reimbursement process can seem complicated and slow to public
health workers without billing training.

METHODS:  One of the Kansas state health departmentÕs six district public health nurse specialists facilitated
feedback sessions for billing clerks and health department administrators in order to gather information about
current billing and reimbursement issues of concern.  Based on the qualitative responses gathered, state-level,
local-level, and academic public health sources teamed to help organize peer networks of billing clerks in each
of the stateÕs six health districts for the purposes of experience-sharing, collaboration, and professional
support.  All billing clerks in the stateÕs 6 regional health districts were invited to participate, as were
insurance and billing software representatives.  Between April 2002 and September 2004, 6 collaborative
groups were established.  As a state rather than a local-level employee, the North Central district public health
nurse specialist was able to oversee the development of all six billing groups, maintaining the role of meeting
facilitator and organizing meeting speakers and training content based on participant feedback.  An
interagency (public health and insurance provider) billing advisory team was also formed in order to
coordinate the activities needed to meet local health department information and training needs.

RESULTS:  At present, billing groups meet actively in all six districts, with an average of 15 to 25 participants
attending each district-level meeting.  Besides local health department billing clerks and administrators, at
least three or four representatives attend from insurance providers such as Blue Cross Blue Shield, Medicaid,
Electronic Data Systems/ Social Rehabilitation Services (SRS), and First Guard.  Each billing group decides
on its most pressing issues and arranges for relevant speakers to attend the meetings to help educate the groups
and answer their billing questions.  Meetings also include time for group sharing of problems and successes.
These groups have allowed local health departments to increase reimbursement revenue by 50-75%, allowing
increased clinical services to be provided to client populations.



CONCLUSIONS:  These methods can serve as a model for other states, particularly those with considerable
rural populations or decentralized health care systems.  Still, funding shortages persist, and public health
billing clerks will continue to need ongoing training in the most current and effective billing methods.  Only in
continuing to develop interagency collaboration and seek out additional methods of training and
reimbursement will local health departments be able to ensure that the public receives the health services it
needs.
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Jeanne Bromwell      2005 BS Continuing
Education
Coordinator

ESAHEC

Mary Elliott       2005 RNC, CRNP Assistant
Director

DCHD

Carolyn Pearson       2005 BA Environmental
Sanitation
Supervisor

CCHD

Igrid Ramos       2005 MHA, RD, LD Program
Coordinator

DCHD

Stuart White       2005 BA Environmental
Sanitation
Supervisor

CCHD

Kathleen Wise       2005 MSW Social Work
Administration

DCHD

Individual/Team Contact Name:  Harriet S. Langmead
Individual/Team Contact Phone:  (410) 955-3660
Individual/Team Contact Email:  hlangmea@jhsph.edu

Childhood Obesity Workshop

Obesity has been and continues to be a topic covered in national and local news and news specials.  Childhood
obesity has the attention of health professionals, school personnel, legislators, community organizations, and
parents across the United States.

Objectives:  Team members representing various agencies on MarylandÕs Eastern Shore determined the best
way to involve Eastern ShoreÕs leaders, workers, parents and public would be to put together a full-day
workshop to:

highlight current trends,
identify prevention and treatment resources, and
utilize behavior modification strategies to improve health outcomes of children.

Workshop Planning:  With objectives established, the team next targeted their audience and gathered
mailing lists from the Eastern Shore Area Health Education Center, Middle/Upper Shore STEPS coalition, and
the Dorchester County Health Department.  A workshop date was set and ÒHold the DateÓ notices were
distributed by the team and mailed.  Next, a site was selected which was centrally located in the ShoreÕs nine



counties, thus attracting participants throughout the region.  Funding would come from workshop registration
fees, the Eastern Shore Area Health Education Center and the Middle/Upper Shore STEPS.

Workshop Program:  Through discussions and team meetings, it was decided to hold workshop sessions on
current statistics, recognition and management, and the psychological impact.  After these sessions, the team
identified topics for six breakout sessions.  The breakout sessions were reduced to three and these sessions
were repeated so that participants could attend two of the three breakout sessions offered.

Pre-Workshop Activities:  After the workshop program was finalized, brochures were developed and
mailed.  Workshop registrations were handled by the Eastern Shore Area Health Education Center.  Speaker
services were obtained, and site coordination (space, meals, equipment) was accomplished.  Workshop give-
a-ways were provided by the Middle/Upper Shore STEPS coalition (tote bag, water bottle, and a pedometer
for each participant completing the workshop evaluation form).

Workshop:  This workshop attracted 100+ participants.  Opening remarks were given by the CountyÕs Health
Officer.  Subjects covered in the AM included the Burden of Overweight and Obesity, Energizing Activity,
Early Recognition, Intervention and Prevention, and Local Innovative Approaches.  The afternoon breakout
sessions included Healthy Eating, Move It and Lose It, and Weight Loss Strategies.

Results:  From analysis of the workshop evaluation forms, it was determined that the event was very
successful and proved a positive learning experience for participants.  The workshop provided an excellent
agenda, knowledgeable speakers, and interested participants which totaled a successful event.
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George Elder       2005       MS Investigator II BCHD
Natalie Gaines       2005       BSN, BA Public Health

Nurse
Supervisor

BCHD

Stephanie House       2005       MA Program
Manager

BCHD

Cindy Brown-Friant       2005       LCSW-C Program
Manager

CCHD
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Individual/Team Contact Email: hlangmea@jhsph.edu

Telephone Hot/Help/Information/Resource Line Development Group

During the last several years, public health crises (West Nile Virus-1999, Anthrax-2001, Flu Vaccination
Shortage-2004) have highlighted the need for public health officials to furnish accurate and timely health
information to communities.  In addition to these nationally publicized emergencies, public health agencies
have dealt with local and community crises.  While most health agencies have met the publicÕs needs, agencies
have been severely challenged by these emergencies.  This team sought to develop a telephone information
and resource system using trained staff, appropriate telephone hardware/software, and physical site to provide
information, alleviate panic, and control rumors.

Needs Assessments were ascertained through surveys, literature reviews, and existing hotline assessments.

The survey of public health personnel was online which made it available to most workers at minimal cost,
and provided for accurate and credible data collection and evaluation.  The survey found:

Staff members resentful of Òhotline dutyÓ in addition to normal duties,
Staff members received little training,
Hotline workers received little/no guidance,
Documentation was not standardized and data collection inadequate,
Clinical staff needed to be freed to work in more urgent capacities, and
A designated person in charge, and an automated menu system to handle responses not requiring
ÒliveÓ person/person communication, were needed.

Analysis:  The project subject was researched and various articles and guides were reviewed.  Baltimore
CountyÕs 911 Emergency Line, Mental Health Crisis Response Hotline, and Cecil CountyÕs Hotline were
studied and staffs were contacted for input and resource manuals/materials.  Necessary components were



identified as a result of this teamÕs analysis:  telephone technology, staffing, information resources, and
training.

Site Selection: A Baltimore County Public Information Center equipped with telephones and computers was
identified and selected as the hotline site.  This site has been made available to the Health Department for
public health related events/emergencies.

Staffing:  The needs assessments and analysis pointed out that medical staff would be needed elsewhere in an
emergency.  Therefore, Baltimore County Chiefs identified 47 Office Assistants to operate the Health
DepartmentÕs hotline.  In development of the staff structure, it was determined to assign a nursing supervisor
to each shift to assist and answer hotline worker questions.

Training:  Before the formal training, a pilot training session was held in August 2005, using a PowerPoint
presentation developed by the MHLI team.  Pilot training suggestions were incorporated into formal training.
Training evaluations were completed, studied by the team, evaluation comments were investigated, and
additional needs were identified and addressed.  Headsets are now available, equipment training is complete,
resource manuals have been compiled, kitchen and refrigeration are available to staff.  This hotline is now
active and was last put in use in late June to address possible flooding concerns.



Nominated Balderson Leadership Project/Case Study Summaries

Missouri Public Health Leadership Institute

Individual/Team Members

Name
Grad. Year

From
Institute

Credentials Job Title
Place of Employment

Barbara Boshard March 2006 RN, BSN, MS QI Coordinator MU School of Medicine

Individual/Team Contact Name:  Barbara Boshard
Individual/Team Contact Phone:  573-884-0770
Individual/Team Contact Email:  boshardb@health.missouri.edu

Evolution of Ryan White HIV Case Management from an Acute to Chronic
Care Model Using Edward De Bono’s Six Thinking Hats

for a Framework for Improvement

The Blue Hat - Organizing and Setting the Stage:  Human Immunodeficiency Virus (H IV) has changed
from an acute fatal disease when it was first identified in the early 1980Õs to a chronic disease.  This happened
with the introduction of new drug therapies in 1995.  This means more people with HIV disease [HIV
infection and Acquired Immunodeficiency Syndrome (AIDS)] are living longer with a chronic disease.
Federal and State governments have allocated funds to provide care to people living with HIV (PLWH).  The
largest public funder of care for HIV is Medicaid, followed by Medicare, Ryan White (RW), Veterans
Administration (VA), and others.  The main purpose of RW dollars is to fill gaps in care and to ensure that
PLWH have equitable access to quality HIV primary health care and medications that meet the federally
recommended standards of care by the United States Public Health Service.  RW is the payer of last resort.
There are 10 different RW grantees in Missouri (MO).  The Missouri Department of Health and Senior
Services (DHSS) administers and manages RW Title II.  DHSS partners with all other RW grantees.  The main
conduit for access to health care and medications and accountability for expenditures through all RW funds is
HIV case management (CM).

The White Hat - Using Data for Improvement:  Since 1982, 14,840 HIV infected Missouri residents have
been diagnosed.  Of the 14,840 diagnosed HIV disease cases, 9,495 (64%) are living.  It is estimated that
approximately 25% of all HIV infected persons have not been diagnosed.  It is estimated that the actual
number of individuals infected with HIV in Missouri is in the range of 9,500 Ð 13,500.  Across the United
States (US), sixty percent of PLWH do not routinely access health care.  Incidence is about 40,000/yr in the
US & 500 in Missouri.  Trends show increases in HIV cases, decreases in mortality, increasing impact on the
disenfranchised, minority populations, and women especially women of color, and the major exposure
category is still men who have sex with men although heterosexual risk is increasing.  It has also been found
that substance abuse is fueling the sexual spread of HIV especially in minority communities with high rates of
sexually transmitted diseases (STDs).   Missouri has approximately 40% of all MO PLWH enrolled in CM.
According to Kaiser it costs approximately $21,300/year/PLWH to provide health care for someone infected
with HIV.  Missouri receives approximately $123,000,000 for all PLWH through multiple Federal and State
funding services.  Even with all of these public funding sources for HIV care, using the Kaiser estimate,



Missouri would still need approximately $80,000,000 additional dollars for care.  Each year the numbers of
PLWH increase, mutant virus strains occur, health care costs increase, and RW dollars remain level or
decrease.

The Black Hat - laws, rules, mores, beliefs, regulations, reimbursement for health care:  A Catch-22
developed in access to public health care for PLWH.  In order to prevent disability PLWH must have access to
health care and medications but to have access to health care and medications through Medicaid they must
have a disability.  Since its inception, Ryan White funds have been a non-entitlement emergency gap filler to
help ensure equitable access (focusing on the disenfranchised, un-insured and under-insured) to health care.
Dollars are not based on numbers needing services as much as availability of dollars.  There are always more
who need care than there are dollars to fill gaps.

The Red Hat – Emotions:  Many people, including PLWH are challenged by health care access and cost
issues. Socio-economics are playing a bigger role in this disease.  Stigma remains for HIV. There is decreased
trust in health care providers and government.  There is decreased worry about disease because there are
medications that Òcan keep people from dyingÓ.  Many providers feel overwhelmed by paper work.  As costs
go up, funds decrease, mortality declines, incidence increases, and PLWH do not receive health care the
spread of disease continues.

The Yellow Hat – Support and Collaboration with Partners:  Missouri has a unique partnership of all
grantees with statewide CM standards, policies, procedures and data collection systems.  Partnerships include
DHSS Prevention and Care teams; the Missouri AIDS Case Management Improvement Process (MACMIP),
the Missouri Ryan White All Grantees meetings, and the Missouri Ryan White Title II Quality Improvement
Collaborative (MO-hat-ters) all working on maximizing resources and ensuring equitable access to quality
health care and medications.

The Green Hat – Brainstorming and Creating New Solutions:  How do we maximize shrinking resources
in order to ensure all PLWH in Missouri have fair and equitable access to quality health care to maximize
health and reduce spread of disease?  Through using six hat thinking Missouri has proposed piloting tiered
case management with the focus on individualized client-directed care plans for achievement of outcomes.
The level of case management (tier), including self case management will be fluid and based on client acuity,
resources, and achievement of care plan and health care outcomes.

 1.  DeBono, E., Six Thinking Hats, Little, Brown and Company, Boston, 1999.
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Raymond W. Juneau 2006 BA Health and
Senior Services
Manager

Missouri Department of
Health

Individual/Team Contact Name:  Raymond W. Juneau
Individual/Team Contact Phone:  (573) 526-7887
Individual/Team Contact Email:  Ray.Juneau@dhss.mo.gov

The Need For Communicable Disease Data

Background:  The Missouri Department of Health and Senior Services is required to collect and report data on
cases of communicable diseases to the Centers for Disease Control and Prevention (CDC) as required by
Chapter 192.139, Revised Statute, Missouri.  This statute also requires that Missouri mirror federal disease
reporting requirements.

Issues:  Dissemination of this key data to customers other than the CDC has been a reactive effort more so than
a proactive one.  This hampers use of this data for community assessments by local public health agencies who
target efforts to reduce morbidity and mortality, as they must request this information when needed and have
no ability to conduct their own gathering via an established web portal or other mechanism other than direct
requests to the Division of Community and Public Health.

To compound this problem, the database that houses MissouriÕs communicable disease data is antiquated,
meaning that the structure allows free text fields, which precludes automated analysis of data to determine if
each case meets CDC case definition.  Consequently, it takes additional time to validate each case prior to
relaying this information to local public health agencies for use in their community assessments.  Additional
time is incurred to conduct a manual review of data to ensure that it meets case definition prior to
dissemination to requestors, which creates an inefficiency.

No mechanism currently exists to allow requestors to obtain their own communicable disease data through a
web-based program, which would allow an efficient means of obtaining necessary data without querying the
department for it.  Also, no mechanism exists to gather information of data needs from potential customers.

Proposed Solutions:  First, the database that houses this data is currently being restructured into an
environment that is conducive to data analysis that will eliminate text fields to capture disease case definition
criteria, which will provide reliable, valid communicable disease data.  The previous database was in a Delphi
structure and is being replaced with one that is Oracle-based.



Second, a web-based mechanism to elicit feedback from prospective data customers is being considered to
enable customers to inform the department of their routine and special communicable disease data needs.

Third, timeliness of disease case reporting by local public health agencies hampers efforts to gain visibility of
true morbidity by the department has been identified and efforts are being considered to improve case
reporting time frames by working closely with local public health agencies to educate them on the need for
expeditious and complete reporting of disease cases.

Fourth, a web-based program, known as ÒCD MICAÓ, is being developed to allow potential customers to
conduct their own limited data gathering, via the web, which will assist local public health agencies to
complete community assessments as well as other requestors of data to obtain it in an expeditious manner.
The only limitation would be to restrict access to disease data that presents in low case counts, which could
potentially identify the patient.

Conclusion:  By implementing these measures, the Missouri Department of Health and Senior Services will
improve its ability to portray valid disease incidence to our federal partners and also provide the ability to
quickly share this valuable information with a wide variety of requestors.  This will remove many previously
existing obstacles and create a greater efficiency for the broad-based use of this public resource.
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Carmen G. Diaz 2006 MEd Program
Analyst

Pennsylvania Department
of Health
Office of Public Health
Preparedness
Harrisburg, Pennsylvania
17104

Thomas Patenaude 2006 MPH Hospital
Preparedness
Coordinator

Maine Center for Disease
Control
11 State House Station,
Key Plaza 6th Floor
Augusta, ME 04333-0011

Individual/Team Contact Name:  Thomas Patenaude
Individual/Team Contact Phone:  (207) 287-3288
Individual/Team Contact Email:  thomas.patenaude@maine.gov

Public Health and Emergency Preparedness for Middle School Students

Abstract:  When adults and children are unprepared and unsure of what to expect during a crisis or
emergency, they are likely to worry and possibly act inappropriately.  Available, on-line and in hard copy is
information addressing public health preparedness for adults and how adults can interact with children.
However, little education in a flyer and/or brochure format exists for children.  When children are involved in
the planning for any given situation, they know what to expect and usually tend to be more cooperative and
less stressed and anxious.  Middle school students are capable of understanding concepts of public health
preparedness.  When well informed and prepared, students manage to protect themselves during a crisis.  If
unattended by an adult during a crisis, students may have an improved chance of survival when they
understand the necessary steps to follow.  The marketing materials (flyers and brochures) provide stimulating
questions for middle school students, in an effort to encourage emergency preparedness across the nation.
Project Goals:
1. Encourage a greater understanding of public health in middle school students of approximate ages 12 to 15,
by developing generic age-appropriate marketing materials.
2. Encourage emergency preparedness planning in such students so that together with their families they may
plan for emergency preparedness, therefore increasing the rate of citizen survival in the event of a public
health emergency.
3. Conduct research and publish results.
Project Purpose:  To increase emergency preparedness, therefore increasing the level of citizen preparedness
across the country, using marketing materials to target middle school students.



Project Status:
¥ Tasks Accomplished:  Emergency preparedness flyer and brochure; Public health flyer and brochure
¥ Tasks In Process:  Emergency preparedness survey and Public health survey
¥ Tasks Projected for NEPHLI 2007
Data collection
Research analysis
Publish findings


