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Tous reports completed for HealthONE Alli-
ance by the Colorado Health Institute (CHI) 
and consultant Sarah Schulte. Together, these 
reports provide a look at what the data say, 
what the experts say and what Coloradans say 
about health and health care in our state. The 

as a whole is healthier than U.S. averages on a number 

cant disparities among certain population groups. These 
disparities range from disease prevalence to services 
provided to health insurance coverage, and present chal-
lenges for state and local policy decision-makers, health 
care providers and private philanthropy.

What the Data 
Say…
Colorado’s population tends to be whiter, younger, 
higher-income, more highly educated and more urban-
ized than the rest of the country (Fig. 1) – characteris-
tics that generally portend more positive health status 
for a population. 

Because of these demographic factors, Colorado’s health 
status indicators are generally better than the rest of 
the nation. In particular, Colorado has among the lowest 
death rates in the nation from heart disease, cancer and 
stroke (Fig. 2).

disparities exist between population groups in the state, 
based largely on race, ethnicity and where in the state 
an individual lives. 

The population groups most at risk for poor health out-
comes are growing, notably the elderly and individuals of 
Latino (Hispanic) descent (Fig. 3). The Colorado popu-
lation age 65 years and older is expected to increase 
almost 50 percent by 2020, while Hispanics will make up 
25 percent of the state’s population by 2020.

Figure 1: Demographic characteristics, Colorado and 
U.S., 2000

Source: U.S. Census, 2000.
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Figure 2: Death rates from heart disease, cancer, 
and stroke, Colorado and U.S., 2002

Source: Colorado Department of Public Health and Environment, 
2003; U.S. Centers for Disease Control and Prevention, 2004.
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THE ELDERLY

The highest proportion of the 65+population lives in ru-
ral areas of Colorado. Geographic regions that currently 
have a relatively low percentage of individuals over the 

imately 9.8 percent of the population in Colorado in 
2005 is over 65 years of age. Map 1 shows the anticipat-
ed growth of this population between 2005 and 2010 by 
the state’s 14 planning and management regions (PMRs, 
designated in 1977 for planning purposes). Interestingly, 
those regions with the highest proportion of individuals 
over 65 years in 2005 are projected to have some of the 
lowest rates of growth through 2010. Conversely, the 
counties with the lowest rates in 2005 (Routt, Jackson, 
Grand, Eagle, Summit, Pitkin) are projected to be among 
those with the highest rates of growth between 2005 
and 2010. Among other impacts, an increase in the 
number of community residents over age 65 suggests 
an increased demand for primary care providers as this 
age group is at higher risk of developing chronic health 
problems. Findings from the combined HealthONE 
reports include: 

Many of the PMRs projected to have higher 
rates of growth in the 65+ population are des-
ignated as health profession shortage areas, (see 
Map 5), indicating the number of primary care 
physicians relative to the size of population does 
not meet traditional benchmarks for adequate 
coverage. 

The PMRs with the highest percentage of indi-
viduals over the age of 65 have very few physi-
cians with specialization in geriatrics.

Figure 3: Projected change in percent of elderly 
and Hispanic population, Colorado, 2003-20

reports, 2004 and 2005.
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Map1: Growth of the population 65 and over, by planning and management region, 2005-10
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THE HISPANIC POPULATION

Colorado’s Hispanic (Latino) population is also growing 
rapidly (Map 2) and is projected to reach one-quarter 
of the state’s population by 2020. Hispanics are more 
likely than other ethnic and racial groups to experience 
certain risk factors, including obesity and teen pregnancy, 
and are more likely to die from diabetes, motor vehicle 
crashes and cervical cancer. 

“linguistically isolated,”1 particularly in metropolitan ar-

monolingual Spanish speakers reside in many of Colo-
rado’s rural communities. In light of these risk factors 
and higher prevalence of certain diseases, key informants 
interviewed by CHI suggested the following: 

An increased number of primary care provid-
ers with clinical and linguistic competencies are 
needed to manage chronic diseases in culturally 
appropriate ways.

No data currently exist on the number of His-
panic primary care providers practicing in Colo-

need for practitioners who not only speak Span-
ish but also have the ability to provide culturally 
appropriate care to this growing population of 
Coloradans. 

RURAL RESIDENTS

Analyses of the geographic distribution of chronic dis-
ease prevalence, risk factors and mortality rates indicate 
that rural areas of the state have poorer health status, 
suggesting need for a better distribution of public health 
interventions and primary health care providers. These 
disparities are especially evident in the eastern plains 
and southern regions of the state.

The incidence of obesity, diabetes and hyperten-
sion is relatively high in the eastern part of the 
state, and many of the counties in this region 

ers, according to the Colorado Department of 
Public Health and Environment (CDPHE), (see 
Map 5). 

Rural residents in the southern part of the state 
experience high rates of death from respiratory 
disease and high rates of diabetes, both chronic 
health problems that respond well to primary 
care interventions and disease management pro-

of primary care providers, according to CDPHE.

Map 2: Percent of Hispanic Population by County, 2000

Source: U.S. Bureau of the Census, Census 2000. CHI analysis and mapping.
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Imminent health
threats
Despite the state’s generally positive health status pro-

challenges in three areas: suicide, respiratory disease and 

SUICIDE

Mental illness and its related conditions are a major 
cause of death and disability in Colorado. The suicide 
rate in the state is nearly 50 percent higher than the 
national average (Fig. 4), and suicide is a leading cause of 
death for Coloradans under the age of 45 years.

RESPIRATORY DISEASE

Rates of respiratory disease also are high in Colorado, 
despite the fact that the state has lower rates of smok-
ing than the U.S. average. Colorado has higher rates than 
the nation as a whole for chronic obstructive pulmonary 

the elderly.
SUICIDE FACTS

In 2002, Colorado had the eighth highest 
suicide rate in the U.S.

Suicide is the leading cause of injury death 
in Colorado. More people die by suicide 
than are killed in motor vehicle crashes. On 
average, 720 individuals die by suicide and 
2,560 are hospitalized for attempted suicide 
each year.

The age-adjusted suicide rate for males is 
almost four times higher than the rate for 
females.

The majority of suicides in Colorado (68 
percent) involve Caucasian males.

Females age 15-24 years have the highest 
rate of attempted suicide.

The majority of suicide deaths involve the 

jority of hospitalizations for suicide attempts 
involve a drug overdose (81 percent).

Source: Injury in Colorado, Colorado Department of Public 
Health and Environment, August 2005.

Chronic 
obstructive 
pulmonary 
disease
death rate, 
2002

Adult
asthma
rate, 
2003

Hospitalization for 
elderly patients 

2001

Colorado 54 per 
100,000

8.3% 15.2 per 100,000 
elderly

U.S. 44 per 
100,000

7.7% 9.8 per 100,000 
elderly

Source: Colorado Department of Public Health and Environment, 
2003; U.S. Centers for Disease Control and Prevention, 2004; U.S. 
Agency for Healthcare Research and Quality, 2005.

Table 1: Respiratory disease rates, Colorado and U.S., 
2001-03

Figure 4: Suicide rates, Colorado and U.S., 2003

Sources: Colorado Department of Public Health and Environ-
ment, 2004; U.S. Centers for Disease Control and Prevention, 
2005.

0 2 4 6 8 10 12 14 16

Colorado

U.S.

Number of deaths per 100,000



6

Health 

Disparities
DIABETES

Between Colorado’s Hispanic and African American 

are poorer than those experienced by Caucasians. 
The statewide average diabetes death rate is 18.3 per 
100,000 population; it is considerably higher, however, 
among minority groups. Latinos have the highest mortal-
ity rate from diabetes at 38 deaths per 100,000 popula-
tion; African Americans have the second highest rate at 
36 deaths per 100,000, followed by Native Americans 
at 24 deaths per 100,000 population. Although there 
is great disparity in diabetes rates among Colorado’s 
population groups, the state’s rates are still lower than 
the Healthy People 2010 objective for diabetes (Fig. 5).

CARDIOVASCULAR DISEASE

Cardiovascular disease is the leading cause of death in 
Colorado.2 Map 4 summarizes the 2003 Colorado death 
rates from cardiovascular disease by PMR. In addi-

mortality rates from heart disease and cerebrovascular 

Figure 5: Diabetes – Colorado age-adjusted death 

Source: Colorado Department of Health and Environment, Racial 
and Ethnic Health Disparities in Colorado 2005, p. 19.
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Map 3: Age-adjusted death rate per 100,000 population from respiratory disease by PMR, 2003

Source: These data were supplied by the Health Statistics Section of the Colorado Department of Public Health and Environment, 
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disease (stroke), a disease associated with cardiovascular 
disease (1998-2002). 

African Americans have the highest mortality rate from 
cerebrovascular disease (Fig. 7) at 72 deaths per 100,000 
population; followed by Caucasians with a rate of 57 per 

rate of 52 per 100,000; and Latinos with the lowest 
rate at 47 per 100,000 population.  Rates for Colo-
rado Caucasians and African Americans are higher than 
Healthy People 2010 objectives for both heart disease 
and stroke.

Figure 6: Heart disease – Colorado age-adjusted 

age, 1998-02

Source: Colorado Department of Public Health and Environment, 
Racial and Ethnic Disparities in Colorado 2005, p. 17.
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Figure 7: Cerebrovascular disease – Colorado 

annual average, 1998-02

Source: Colorado Department of Public Health and Environment, 
Racial and Ethnic Disparities in Colorado 2005, p. 18.
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Map 4:  Age-adjusted death rate (per 100,000 population) from cardiovascular disease, by PMR, 2003

Source: These data were supplied by the Health Statistics Section of the Colorado Department of Public Health and Environment, 
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Health Care System

Characteristics
Health services in Colorado are provided by a blend of 
public and private health care providers and institutions. 
The public health system, comprising state and local 
health departments, works to improve health through 
population-based interventions such as health promo-
tion and health education campaigns, preventive health 
services (e.g., immunizations), environmental protections 
and services intended to increase access to basic health 
care.  Medical care services, provided by doctors, hospi-
tals and other providers, are directed at improving the 
health of individuals. Long-term care includes an array 
of services provided to individuals with chronic health 

unable to engage in activities of daily living without the 
assistance of others.

HEALTH CARE PROFESSIONALS

Colorado has rates per 100,000 population of nurses, 
physicians, dentists and psychologists that are compa-
rable to the U.S. average (Fig. 8).

Certain geographic areas of the state however, have 

viders than others. For example, over half of Colorado 
counties have a shortage of primary care physicians 
(Map 5). The state has 20 percent fewer geriatricians 
per 100,000 elders than the U.S. average. In addition, a 
relatively small proportion of Colorado physicians and 
dentists participate in the Colorado Medicaid program 

them as patients. 

Based on the prevalence of chronic disease, behavioral 
risk factors, insurance status and health profession 

found in Colorado’s rural communities.  A growing body 

age of primary health care providers in rural areas is a 

have been put forth to explain why these shortages are 
most acutely felt in rural areas of the state.3

The practice of primary care medicine in rural 
areas is more complex due to a general lack of 
specialists. For example, primary care physicians 
in rural areas often do not have the backup of 
local specialists in emergency situations, meaning 

Figure 8: Number of providers per 100,000 
population, Colorado and U.S., 2000

Source: U.S. Department of Health and Human Services, Health 
Resources and Services Administration, 2004.

Colorado U.S.
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they must rely on limited local resources until 
a patient can be transferred to a tertiary care 
center, often a considerable distance away. 

In many rural communities, in a family with two 
working spouses, the physician’s spouse often 

The social and professional isolation in rural 
communities has led many physicians to move 
to metropolitan areas. 

In 1999, women made up 46 percent of family 
practice graduating residents nationally, up from 
19 percent in 1980.  As women are less likely to 
pursue careers in rural areas, the supply of fam-
ily physicians has been affected by this trend.4

The perception that rural physicians work 
extremely long hours and are always on call has 
served as a disincentive to physicians choosing a 
rural practice site. 
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people who could potentially be served by each hospital 
varies considerably, ranging from a high of 122,000 in 
Larimer and Weld counties to a low of 9,200 in Logan, 
Morgan, Phillips, Sedgwick, Washington and Yuma coun-
ties – the northeast corner of the state.

Map 5: Primary care health professional shortage areas (HPSAs)

bility for any analysis, interpretations or conclusions it has not provided.

Partial HPSA counties: only certain areas of the county are designated
by census-tract or subdivision.

Low-income population HPSA counties: at least 30% of the population 
is at 200% of the FPL. Population to provider ratio is at least 3,000:1.

Geographic HSPA counties: population provider ratio for the entire 
area is at least 3,500:1.

Low-Income/migrant farm workers (MFW) HPSA counties:
at least 30% of the population is at 200% of the *FPL. Population
to provider ratio is at least 3,000:1, including MFW.

Not designated as a HPSA.

*FPL – Federal Poverty Level
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Map 6: Colorado hospital locations

Sources:  American Hospital Directory, Colorado Health and Hospital Association,  Agape Center. Centrus was used to add the lati-
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HEALTH CARE ORGANIZATIONS

Colorado has 92 hospital facilities scattered across the 
state, including three federally supported facilities. Twen-
ty of these hospitals are critical access facilities designed 
to improve health care in rural areas. The number of 

Partial HPSA counties: only certain areas of the county are designated
by census-tract or subdivision.

Low-income population HPSA counties: at least 30% of the population 
is at 200% of the FPL. Population to provider ratio is at least 3,000:1.

Geographic HSPA counties: population provider ratio for the entire 
area is at least 3,500:1.

Low-Income/migrant farm workers (MFW) HPSA counties:
at least 30% of the population is at 200% of the *FPL. Population
to provider ratio is at least 3,000:1, including MFW.

Not designated as a HPSA.

*FPL – Federal Poverty Level
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PUBLIC HEALTH ORGANIZATIONS

In 2003, Colorado was one of six states to assess the 
ability of the state and local public health systems to 
perform the 10 essential public health services (see 
box at right). The result of this assessment was that the 
Colorado Department of Public Health and Environ-
ment was competent in only two of the 10 essential 
public health services — diagnosing health problems and 
enforcing laws and regulations.  Assessment of the 54 lo-
cal public health agencies (Map 7) found that they were 
not competent in any of the 10 public health functions. 

This less than stellar assessment of Colorado’s public 
health system may be due, in part, to a reduced invest-
ment of state resources. Between 1992 and 2002, state 
per-capita funding for the public health system and 
higher education declined, while funding for other state 
programs increased (Fig. 9).

Map 7: Local health departments in Colorado

Sources:  American Hospital Directory, Colorado Health and Hospital Association,  Agape Center. 
Centrus was used to add the latitude/longitude, and population data were gathered from the Colorado 
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The 10 essential public health services
Monitor health status to identify and solve commu-
nity health problems. 

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

Inform, educate and empower people about health 
issues.

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

Develop policies and plans that support individual 
and community health efforts. 

Enforce laws and regulations that protect health and 
ensure safety.

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

Assure a competent public health and personal 
health care workforce.

Evaluate effectiveness, accessibility and quality of 
personal and population-based health services.

Research for new insights and innovative solutions 
to health problems.

Excerpted from “The Essential Services of Public Health” by James 

and Edward L. Baker, MD, MPH, Centers for Disease Control and 
Prevention and the Essential Services Work Group

Figure 9: Average annual change in per-capita appro-
priations in Colorado, 1992-02

Source: Bell Policy Center, Colorado Public Higher Education in a 
State of Crisis, 2003.
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HEALTH INSURANCE COVERAGE

A higher percentage of Colorado’s population is cov-
ered by employer-based health insurance than the na-
tional average (Fig. 10). Conversely, Colorado Medicaid is 
one of the leanest Medicaid programs in the country. 

Meanwhile, approximately 17 percent of the population 
was uninsured in 2003, placing Colorado’s uninsurance 
rate slightly above the national average. Over half of 
uninsured Coloradans are below 200% of the federal 
poverty level (Fig. 11). Most of the uninsured working-
age adults in Colorado are employed (Fig. 12).  

For those Coloradans who are insured by their employ-
ers, premiums are rising precipitously. Health insurance 
premium increases have been double-digit in Colorado 

increases get passed on to the employee.  As of January 
2005, the average premium in the Denver Metro Area 
was:

Standard PPO plan, employee-only – $4,740 (age 
36)

Employer (86%) $4,076

Employee (14%) $664

Standard PPO plan for an employee and family 
of three – $14,208 (employee age 34)

Employer (60%): $8,525

Employee (40%) $5,683

Figure 10: Population distribution by insurance sta-
tus, Colorado 2003-04 and U.S., 2004

Source: Current Population Survey, 2003 and 2004 combined data.
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Figure 11: Colorado uninsured (2002-04) by federal 
poverty levels (FPL)

Source: Current Population Survey, 2002-04 combined data.
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Figure 12: Uninsured working-age adults, Colorado, 
2001-03

Source: Current Population Survey, 2002-03 combined data.
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LONG-TERM CARE

Long-term care covers an array of services provided 
over a sustained period of time to people with chronic 
health conditions and functional limitations. The need for 
long-term care is a function of age, self-care limitations 
and living alone. In addition, low income is a predictor of 
the need for publicly subsidized long-term care services. 
As Colorado’s population continues to age, the state 
will face increasing demands for long-term care for the 
elderly. 

Additionally, the prevalence of disability is unevenly 
distributed around the state, thus making the demand 
for long-term care services sensitive to the geographic 
distribution of the population.

Colorado had about 15,000 residents in nursing homes 
in 2003 (Table 2).  According to the Kaiser Family Foun-
dation this represents 3.4 percent of the 65+ population 
in Colorado.

Medicaid is the primary payer of institutional and 
community-based long-term care services in the state. 
Although Colorado is one of eight states that serves 
more long-term care clients in community settings than 
nursing homes, the Colorado Medicaid program still 
pays more for nursing home care than services provided 
in the community. 

Map 8: Colorado uninsured by county, 2000

Source: Experimental estimates from the U.S. Census Bureau, Small Area Health Insurance Estimates (SAHIE) Program.
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Table 2: Summary of number of distinct clients, full-time enrollee equivalents, and costs in nursing facilities (NF) ver-
sus the community-based elderly, blind, disabled (EBD) waiver. FY 1999-00 through FY 2003-04. 

Number of 
distinct clients

Number of 
full-time
enrollee 
equivalents Total Costs*

Costs per dis-
tinct client*

Cost per full-
time enrollee 
equivalents*

FY ‘99-’00
EBD 13,006 9,435 $65,204 $5 $7
NF 15,793 10,530 $347,522 $22 $33

FY ‘00-’01
EBD 14,082 10,454 $72,256 $5 $7
NF 15,592 10,332 $360,822 $23 $35

FY ‘01-’02
EBD 15,157 11,271 $86,793 $6 $8
NF 15,070 9,991 $372,603 $25 $37

FY ‘02-’03
EBD 15,634 12,057 $93,169 $6 $8
NF 14,867 9,801 $384,278 $26 $39

FY ‘03-’04**
EBD 15,435 11,665 $92,569 $6 $8
NF 14,341 9,652 $417,867 $29 $43

*Costs in thousands of dollars
**Preliminary          

“Full time enrollee equivalent” refers to one enrollee equivalent in the program for 365 days. For example, two distinct clients, one 
of whom was in the program for 300 days and the other of whom was in the program for 65 days, would be counted as one full-time 
enrollee equivalent.

Source:  HCBS-EBD 372 reports.

What the Experts 
Say…
PRIMARY CARE HEALTH PROFESSIONS
WORKFORCE

CHI’s synthesis of key informant interviews, review of 
the literature and analysis of demographic trends sug-

health care simply in terms of physician-to-population 

strategic workforce planning should include particular 
attention to demographic trends, and how they may 

workforce policy development. Based on expert inter-
views with health professions educators, the following 
considerations were noted:

Primary health care professionals should receive 

prevalent chronic diseases such as diabetes and 
asthma. As the population ages, diabetes care 
and that of other chronic diseases will grow in 

-
ers who have the skill and expertise to manage 
these diseases with the best evidence-based 
interventions available. 

To better serve the un- and underinsured, 
primary health care professionals need to be 

-

pharmaceuticals, both generics and their equiva-
lents. For example, physicians need to be aware 
of whether their patients have the resources to 
actually purchase drugs that are prescribed, and, 
if not, what alternatives are available and 

More Spanish-speaking primary care providers 
-

tencies to treat Latino patients. 

Because of the dearth of geriatricians in most 
areas of the state, family practice residency 
programs should include training in the care and 
treatment of an aging population with particular 
attention to the ongoing management of chronic 
conditions. 
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focused curriculum content on health care deliv-
ery systems, particularly integrated care in rural 
areas that maximizes the interdisciplinary health 
care team approach involving the full range of 
physical, mental and dental health care providers.

The training of primary care professionals 
should include mandatory rural rotations that 
expose residents and other trainees to rural 
lifestyle factors, including environmental and 
occupational issues such as pesticide use and 
health risks associated with farm machinery and 
equipment.

Lack of mental health services in traditionally 
underserved areas suggests that primary care 
physicians should receive primary mental health 
care management as part of their residency 
training. 

MEDICAL AND CLINICAL LABORATORY
TECHNOLOGISTS

Another area of health workforce shortage in the state 
is in medical and clinical technologists. In the Colorado 
Occupational Employment Outlook, the Colorado De-
partment of Labor and Employment estimates that be-
tween 2002 and 2012 the state will need to increase its 
number of medical and clinical laboratory technologists 

from retirement.5 Colorado’s three training programs, 
however, generate only a total of 32 graduates per year, 
about 25 percent of the projected need.6

CHI’s research and interviews suggests that medical 
technology programs consider incorporating curriculum 
and training opportunities to address several emerging 
trends: 

As medical laboratory technology moves to-
ward more highly sophisticated techniques and 
equipment, technologists need to enhance their 
skills to include the operation of this new equip-
ment (i.e., robotic and automated equipment).

As the aging of the population continues, tech-
nologists need to have the skills and competen-
cies to communicate test results effectively to 
older patients. 

The medical laboratory technician as “educa-
tor” is an emerging patient education role for 
the profession. The number of laboratory tests 

tests are more complex, and their results are 

Medical laboratory technicians could be in a 
new role as liaison between the physician and 
the patient, one that requires teaching and edu-
cator functions that explain the complexity of 
laboratory results in a consumer-friendly format. 

As the Human Genome Project more fully 
emerges on the scene of mainstream medicine, 
there will be an even greater emphasis on the 
nuances of molecular biology, and it will be es-
sential for medical and clinical laboratory tech-
nologists to be fully trained in this important 
translational work. 

The Health Resources and Services Administration 
reports that Colorado’s per-capita employment rate 
for medical and clinical laboratory technologists and lab 
technicians in 2000 was 74.2 per 100,000, compared 
with the U.S. rate of 103 per 100,000 population, making 
Colorado 46th in the country.7 A number of reasons 
were given for the decline in the number of individuals 

Low wages – In 2002, the median national 
wage for medical and clinical laboratory tech-
nologists was $42,910 annually.8 Individuals with 

-

More professional opportunities for 
women – The medical and clinical laboratory 
workforce traditionally has been female, but as 
more women with science backgrounds pursue 
higher-paying careers in medicine, fewer appli-
cants are applying for laboratory technologist 
and technician programs. 

Long and inconvenient work hours – Hos-
pitals employ technologists 24 hours per day, 
seven days per week. Most individuals don’t 
want to work long hours, be on call, or work 
evenings and holidays. 

Lack of marketing – Many biological science 
graduates are not familiar with opportunities in 
clinical laboratory science. 

of options for increasing the supply of medical and clini-
cal laboratory technologists in Colorado. These options 
include:
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The medical and clinical laboratory technology 
associations could generate more excitement 
about these careers among high school and col-
lege students. 

More outreach could occur in rural areas; in 
particular, consideration of a rural medical tech-
nology program should be a high priority. 

Medical and clinical laboratory programs can 
and should establish stronger collaborative ties 
with four-year colleges and universities. 

Universities and hospitals should consider prior-
itizing medical and clinical laboratory programs 
within their institutions. 

Grants should be made available to expand 
scholarship and loan repayment opportunities 
for medical and clinical laboratory students. 

What Coloradans
say…
In spring 2005, the Colorado Health Institute mailed a 
written survey to 640 community leaders in 23 com-
munities around the state. The purpose of the survey 
was to assess the relative health threats to communities 

-
ventions being pursued.

threats to be:

Lack of affordable health insurance

Illicit drug use

Alcohol abuse

Lack of access to mental health services.

RURAL-URBAN DIFFERENCES

Respondents living in rural communities consistently 

threats to their communities:

Lack of affordable health insurance (92%)

Illicit drug use (80%)

Alcohol abuse (79%)

Lack of affordable housing (60%).

Urban respondents had an equally strong and consis-
tent message about health threats that compromise the 
health of their communities:

Lack of affordable health insurance (88%)

Alcohol abuse (64%)

Illicit drug use (63%)

Lack of doctors to see people with no health 
insurance (63%).

between rural and urban communities in their descrip-
tions of health threats. Substance abuse (alcohol and il-
licit drugs) appears to be a much more visibly felt health 
threat in rural communities across the state, possibly 
calling for interventions tailored to the unique geograph-

communities. 

Respondents also had the option to write in and rate up 
to three additional health threats of their choosing. The 
most prevalent type of write-in response described a 
factor in the social or physical environment perceived to 
have a deleterious effect on the health of the community 
(49 responses). The two most common responses in this 
category were lack of transportation and environmental 
pollutants. 

Other common write-in responses included issues 
related to the health care workforce (e.g., shortage of 
specialists), education, access to health care and illicit 
drug use, particularly methamphetamine usage.
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ENDNOTES

1. A “linguistically isolated” household is one in which 
all members age 14 years and over speak a non-English 
language and report that they speak English less than 

“very well.”

2. Colorado Health Information Dataset. Available at 
http://www.cdphe.state.co.us/cohid/deathgeo.html (ac-
cessed April 25, 2005). 

3. These factors were related to CHI staff in the course 
of key informant interviews.

4. American Academy of Family Physicians. “General 
Information about Family Practice Residency Programs.” 
Reprint no. 150. Kansas City: The Academy; 1999. (As 
noted in Colwill, Jack, and James Cultice. “Increasing 
Numbers of Family Physicians – Implications for Ru-
ral America,” as printed in the Council on Graduate 
Medical Education’s Update on the Physician Workforce, 
August 2000.) http://www.cogme.gov/00_8726.pdf

5. Colorado Department of Labor and Employment, 
Colorado Occupational Employment Outlook. Available at 
http://www.coworkforce.com/lmi/oeo/oeo.asp.

6. CHI key informant interview with national accrediting 
agency for clinical laboratory science, May 18, 2005.

7. U.S. Health Resources and Services Administration. 
.

8. U.S. Department of Labor, Bureau of Labor Statistics, 
Occupational Outlook Handbook. Available at http://
www.bls.gov/oco/home.htm (accessed May 5, 2005).
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