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I. General Requirements

I.A. Letter of Transmittal
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I.B. Face Sheet

The Face Sheet (Form SF424) is submitted electronically in the HRSA Electronic Handbooks (EHBs).

I.C. Assurances and Certifications

The State certifies assurances and certifications, as specified in Appendix 2 of the 2026 Title V Application/Annual Report
Guidance, are maintained on file in the States’ MCH program central office, and will be able to provide them at HRSA’s request.

I.D. Table of Contents

This report follows the outline of the Table of Contents provided in the 2021 Title V application/Annual Report guidance.

II. MCH Block Grant Workflow

Please refer to figure 3 in the “Title V Maternal and Child Health Services Block Grant To States Program Guidance and
Forms”, OMB NO: 0915-0172; Expires: December 31, 2026.
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III. Components of the Application/Annual Report 

III.A. Executive Summary

III.A.1. Program Overview

Colorado’s MCH Program 
Colorado’s MCH program is administered by the Colorado Department of Public Health and Environment (CDPHE). 
MCH collaborates with programs across CDPHE, other state agencies and statewide organizations, local public 
health agencies and community partners to implement strategies that have a population impact on Colorado’s 
statewide MCH priorities.
 
2021-2025 MCH Priorities 
The MCH Framework for the current five-year block grant cycle is based on the statewide MCH needs assessment 
and prioritization process that was completed in 2020 that resulted in the following seven prioritized needs:

Create safe and connected built environments
Increase prosocial connection
Promote positive child and youth development
Improve access to supports
Increase social emotional wellbeing
Reduce racial inequities
Increase economic mobility

 
MCH Priority Implementation 
Evidence-informed strategy measures and associated objectives are outlined in logic models and action plans for 
each priority and are posted on www.MCHColorado.org. The logic models and action plans, used to guide 
Colorado’s state and local MCH work, are a combination of best and promising practices, along with emerging 
practices to drive innovation. MCH funds are leveraged with state resources, as well as aligned with other federally-
funded programs and initiatives, to support priority implementation efforts. MCH funds are also used to build the 
capacity of the state and local MCH workforce in the areas of racial equity, community inclusion and moving 
upstream. Interim progress toward the performance measures is tracked through quarterly performance 
management reporting and evaluation summaries are produced each year to monitor impact on each priority. A 
summary for each MCH priority and associated performance measure is included below.
 

 Create Safe and Connected Built Environments

State Performance Measure 3: Percent of children ages 0-17 years who live in a supportive 
neighborhood. 
Daily experiences such as feeling safe, taking a walk, visiting a park, having healthy food nearby, and being part of 
social networks are critical to physical, mental, and social well-being. Thoughtful planning and design of a 
community’s buildings, streets, sidewalks, transportation networks, parks, and homes can make it easier for 
children, youth, and families to engage, connect with others, and access resources in their communities. Safe and 
accessible built environments increase opportunities for physical activity by being able to walk, bike, or wheelchair 
roll to everyday destinations and decrease violence by creating safer environments for people to meet and connect. 
The MCH program funds built environment staff to build cross-sector partnerships and increase capacity for 
implementing place-based policy strategies that promote equity, community safety, and activity-friendly routes.
 

 Increase Prosocial Connection

National Performance Measure 9: Percent of adolescents, ages 12 through 17, who are bullied or who 
bully others. 
Data and research has shown that youth who have a trusted adult are less likely to experience bullying, as well as 
other health outcomes like suicide and substance use. Research also shows that if prevention efforts are focused on 
those who are most disproportionately impacted, it will also improve the outcomes for other youth. Evidence-based 
strategies supported through Colorado’s MCH program include integrating a positive youth development approach
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into youth-serving programs throughout the state and supporting model policies and practices, such as Gender 
Sexuality Alliances, which increase trusted adults in young people’s lives and enhances school climate and 
connectedness. The MCH program also supports the implementation of best practice youth violence prevention 
programs in schools.
 

 Promote Positive Child and Youth Development

National Performance Measure 4: a) Percent of infants who are ever breastfed and b) Percent of infants 
breastfed exclusively through 6 month 
Families experiencing low socioeconomic status have greater breastfeeding disparities, are more likely to 
experience barriers to breastfeeding, and thus have lower breastfeeding rates. The MCH program is focused on 
increasing the number of Baby-Friendly designated hospitals that serve high proportions of Medicaid paid births to 
decrease the breastfeeding disparities. Research shows as the number of evidence-based Baby-Friendly Hospital 
Initiative’s Ten Steps to Successful Breastfeeding practices increase in a hospital, breastfeeding rates increase as 
well (Bookhart et al., 2023). This is especially true for families enrolled in Medicaid or have no health insurance, as 
well as among families participating in the Special Supplemental Nutrition Program for Women, Infants and Children 
(WIC), where significant increases in breastfeeding initiation and long term success is shown when Baby-Friendly 
policies were in place at a hospital.
 

 Improve Access to Supports

National Performance Measure 11: Percent of children with and without special health care needs having 
a medical home 
A core component of a medical home is timely access to specialty care, including behavioral health. In Colorado, 
only 15 out of 64 counties have a child psychiatrist, which creates a barrier for identifying, diagnosing and connecting 
children with complex behavioral health needs with services and supports. One of the recommendations included in 
the MCH-funded policy agenda, The ABC’s of Health Equity for Children and Youth with Special Health Care Needs: 
A Policy Agenda for Colorado, centers on strengthening the capacity of the primary care provider network through 
telehealth and e-consultation. To advance this policy recommendation and strengthen access to behavioral health 
consultation and expertise statewide, MCH partners with the Pediatric Mental Health Institute and the Department of 
Psychiatry at the University of Colorado to implement the Colorado Pediatric Psychiatry Consultation and Access 
Program. The program offers pediatric primary care providers a phone, email or telehealth consultation with a child 
psychiatrist to support diagnosis or treatment. Enrolled practices can also receive continuing education opportunities 
tailored to their community, free screening tools and educational materials. 
 
National Performance Measure 6: Percent of children, ages 10 through 71 months, receiving a 
developmental screening using a parent-completed screening tool 
While Colorado remains in the top tier amongst states for developmental screening rates, barriers in the process to 
access evaluation and intervention services after screening still remain. In 2023, approximately 32% of Early 
Intervention Colorado referrals were closed before completing the process. Barriers between child and family-
serving systems in Colorado make it difficult to access and share data to know when children are screened, referred 
and, ultimately, whether they are able to access needed services. This results in children and families not receiving 
appropriate and timely support, and providers being unable to help coordinate care. To address this challenge, the 
MCH program is supporting a developmental screening and e-referral pilot project to improve communication and 
coordination among providers, early intervention partners, and families. 
 

 Increase Social Emotional Wellbeing

State Performance Measure 4: Percent of women of reproductive age (18-44 years) who report good 
mental health 
As outlined in Postpartum Behavioral Health in Colorado, depression and anxiety continue to be the most common 
conditions that people experience before and after pregnancy. To improve the awareness and knowledge of 
pregnancy-related depression among pregnant and postpartum women and to improve women’s perceptions and 
attitudes toward seeking support, Colorado’s MCH program supports provider education and a statewide public 
awareness campaign. MCH also coordinates the state’s Maternal Mortality Review Committee. Based on
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Colorado’s most recent review committee data, suicide and unintentional overdose continue to be leading causes of 
maternal mortality. The MCH program is an active partner in the Colorado Perinatal Care Quality Collaborative, 
which supports the implementation of the Alliance for Innovation on Maternal Health (AIM) care for pregnant people 
with substance use disorders patient safety bundle with hospitals that deliver 47% of Colorado births.
 
National Performance Measure 14a: Percent of women who smoke during pregnancy 
People who smoke during pregnancy are more likely to experience a fetal death or deliver a low birth weight baby. 
The MCH program partners with the state’s tobacco prevention, education and cessation program to implement 
evidence-based strategies in every county in Colorado to reduce the number of pregnant people who smoke, such 
as the community-based Baby and Me Tobacco Free Program and the QuitLine Pregnancy Protocol Program. Quit 
rates for QuitLine average 37% vs. 4-7% for unaided quit attempts. Those who access the Quitline are up to seven 
times more successful than people who try to quit unaided. A study of the Colorado Baby and Me Tobacco Free 
Program found program participants saw a 24% to 28% reduction in the risk of preterm birth and a 24% to 55% 
reduction in the risk of neonatal intensive care unit admissions.
 

 Reduce Racial Inequities

State Performance Measure 2: Number of points for racial equity related policy, practices and systems 
changes implemented at the program, division and department level 
Colorado’s MCH program integrates strategies and activities to advance racial equity across each of the priorities. 
In addition, the program tracks changes to state and  local  policies and practices and assesses the potential 
impacts those systemic and institutional changes may have across staff and programs that serve the MCH 
population. While reducing racial inequities is a priority unto itself, strategies to impact racial inequities are 
integrated across the action plans for all seven statewide MCH priorities.
 

 Increase Economic Mobility

State Performance Measure 5: Percent of children in poverty according to the supplemental poverty 
measure 
The connection between economic status and health is well-established, and poverty can have serious effects on 
children’s long-term health. Colorado is an increasingly expensive place to live, and many Colorado families have 
trouble meeting critical needs. Expanded tax credits support economic mobility and are associated with reduced 
child and household poverty, increased food security, and fewer adverse childhood events. MCH coordinates a tax 
outreach campaign, created a partner toolkit and provides statewide resources and information to help Coloradans 
access federal and state tax credits through Get Ahead Colorado. MCH supported the development of this 
interactive dashboard describing earned income tax credit filing rates and poverty measures by county and by the 
Census Bureau’s public use microdata areas to help partners and grantees identify opportunities for tax credit 
outreach work.
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III.A.2. How Federal Title V Funds Complement State-Supported MCH Efforts

Colorado’s MCH program has and will continue to align resources to meet the needs of the MCH population, as 
identified through the statewide MCH needs assessment and prioritization process completed in 2020. Strategies 
and activities outlined in the state action plans for each priority are used to identify resource needs and scope annual 
budgets to support implementation.
 
Progress towards MCH measures and outcomes for each priority is not achievable without the federal Title V MCH 
Block Grant award. Colorado MCH uses the block grant to leverage a wide range of partnerships and resources to 
implement strategies that impact national and state performance measures associated with the state’s MCH 
priorities. Each year, Colorado receives approximately $7.6 million through the federal Title V MCH Block Grant and 
designates about $5.7 million in state General Funds to meet the maintenance of effort and match requirements. 
Colorado’s MCH funds and the state match allocations that are designated for maintenance of effort are distributed 
across the Colorado Department of Public Health and Environment’s organizational structure to maximize alignment 
and coordination of MCH implementation efforts. In addition, MCH funds are allocated via funding formula to the 
state’s 56 local public health agencies to support MCH implementation of local strategies to impact the MCH 
priorities. 
 
The use of Title V MCH Block Grant funding to support the Prosocial and Community Connectedness Specialist 
within Colorado’s Office of Youth Suicide is one example of how the MCH award is leveraged with other partners and 
resources. The MCH-funded position leads the implementation of strategies outlined in the MCH state action plan for 
the prosocial connection priority and coordinates these activities with other CDPHE violence prevention programs. 
The position also provides technical assistance to local public health agencies, schools, and school districts to 
implement local action plans for the prosocial connection MCH priority. Additional state funding supports 
implementation of best practice programs in nearly 250 schools throughout the state with contracts monitored by the 
MCH-funded position.
 
Colorado also leverages state General Funds with Title V MCH Block Grant dollars to support implementation of 
strategies outlined in the access to supports state action plan to advance Colorado’s social-health information 
exchange infrastructure. State and federal MCH dollars are currently funding a developmental screening and e-
referral pilot project to create electronic pathways between health systems, one of the state’s Health Information 
Exchanges and Early Intervention Colorado’s data platform to support closed loop e-referrals. Braiding these funds 
will also help take the pilot project to scale in the future, expanding to additional health systems throughout the state.
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III.A.3. MCH Success Story

As the cost of living continues to rise in Colorado, one clear action to immediately improve the economic status of Colorado 
families is to reduce barriers to claiming all the tax credits to which they are entitled. One in four eligible Coloradans does 
not claim the Earned Income Tax Credit (EITC), which can be up to $6,935. Expanded tax credits support economic mobility 
and are associated with reduced child and household poverty, increased food security, and fewer adverse childhood events.
 
The Get Ahead Colorado /Hacia Adelante Colorado media campaign launched in January  2022 and continues to provide 
partners and families with updated, vetted, Colorado-specific tax information, outreach materials, and media presence. In 
addition to the website and media campaign, the partner toolkit consists of outreach materials in multiple languages.
 
Get Ahead Colorado campaign efforts resulted in a number of earned media opportunities and additional paid media 
appearances. In 2023, the campaign increased its reach, generating 4.9 million digital impressions, 11.5 million radio 
impressions, 884,000 text messages to eligible potential filers, and over 90,000 site visits, reflecting a 115% year-over-year 
increase in website traffic to the English and Spanish campaign websites. In 2024, there were 337,176 unique visits to the 
campaign website, a 274% increase.
 
In 2022, through a contract with a non-profit focused on refugee services, 11 videos in 11 languages were created to 
promote tax filing and tax credit claims. In a new partnership with Rocky Mountain PBS, Get Ahead Colorado messaging 
was included in multiple PBS Kids newsletters reaching 8,595 recipients, as well as spots on local radio stations. In a 
partnership with Bright By Text, the program sent multiple text messages to an audience of roughly 14,000-15,000 
caregivers of children 0-18, receiving above average click through rates of up to 16 percent. A 2023-24 contract to support 
six 2-1-1 call centers around the state resulted in trained phone support given to 10,181 callers regarding tax credit and free 
filing information, a 60% increase over the year before.
 
The Economic Mobility Program contracted with ten organizations that coordinate and/or directly operate 53 Volunteer 
Income Tax Assistance (VITA) sites across Colorado during the 2022 and 2023 tax seasons. In late 2022, the program 
renewed its innovative economic mobility MOU with AmeriCorps and the Governor’s Office. Over $24 million in tax refunds 
have been claimed for Coloradans by MCH-sponsored AmeriCorps teams since November 2021. Additionally, the Program 
supported tailored tax outreach to immigrant, newcomer and refugee communities through a community-inclusive grant 
process to eight community-based organizations working in 17 languages.
 
The Economic Mobility Team supported the creation of Colorado-specific data products, such as this dashboard to monitor 
progress and impact throughout program implementation.
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III.B. Overview of the State

This section presents an overview of the state’s geography and demographics, data on the social determinants of 
health affecting the MCH population, an overview of the infrastructure that supports the delivery of Title V MCH 
services, and statutes and regulations related to the MCH population. For additional background data, see the most 
current MCH Snapshot.
 
Geography 
Colorado is located in the Rocky Mountain region of the United States and has the highest mean elevation of any 
state. The Continental Divide runs from north to south through west central Colorado and bisects the state into the 
eastern plains and western slopes. The state is further divided into five regions: the Front Range, the Western Slope, 
the Eastern Plains, the Central Mountains, and the San Luis Valley. Eighty-four percent of the state’s population lives 
either along the Front Range, which includes the metropolitan areas of Denver, Boulder, Fort Collins, Greeley, 
Colorado Springs, and Pueblo, or in the Western Slope city of Grand Junction (Colorado Department of Local 
Affairs, 2023). In total, there are 64 counties in the state with 17 designated as urban, 24 rural, and 23 frontier 
counties. Frontier counties have a population density of six or fewer persons per square mile  (Rural Health 
Information Hub, 2023). In Colorado’s 47 rural and frontier counties, residents’ health may be impacted by more 
limited local provider options, lack of specialty healthcare, the difficulty of travel to health care due to long distances 
and weather conditions, limited public transit options, a scarcity of resources and services, and fewer economic 
opportunities.

There are two sovereign Indian nations in Colorado, the Southern Ute Indian Tribe and the Ute Mountain Ute Tribe. 
Both tribes have reservations located in the southwest corner of the state. Both tribes have their own governance 
separate from state and local governments (Colorado Commission of Indian Affairs, 2024). The Colorado State 
Demography Office reports that among those who identify as American Indian/Alaska Native alone living in 
Colorado, there are 36,678 people who identify as non-Hispanic and 61,063 people who identify as Hispanic 
(Colorado Department of Local Affairs, 2022).

Tourism 
Tourism is a major driver of Colorado’s economy, which generates earnings, employment, and taxes across the 
state. Several counties across the state contain attractive travel destinations and cite tourism as their primary 
economic driver. Of Colorado’s eight designated travel regions, the Rockies Playground, The Great West, and 
Mountains and Mesas regions had the top three highest proportions when comparing travel earnings in relation to 
total earnings (Colorado Tourism Office, 2023). For a list of counties within each region, see page 23 of the 
reference cited for this section.
 
Population and Demographics 
Colorado ranks 21st among states in population size (United States Census Bureau, 2023). The total state 
population in 2022 was 5,890,612. In terms of Colorado’s MCH population, 21 percent of the state’s population is 
females ages 15-44 and 32 percent are children and youth ages 0-25 (Colorado Department of Local Affairs, 2023). 
Of the overall population of children and youth, approximately 383,000 are identified as having special health care 
needs (Health Resources and Services Administration, 2022). The two major racial and ethnic groups in Colorado 
are white non-Hispanic and persons of any race who are of Hispanic origin or ethnicity. Estimates from the Colorado 
State Demography Office (2022) show that 22.5 percent of Coloradans identify their ethnicity as Hispanic. 
Categories by race include white alone (66.5%), Black/African-American alone (4.1%), Asian alone (3.6%), Native 
Hawaiian/Other Pacific Islander alone (0.2%), American Indian and Alaska Native alone (0.6%), and people who 
report two or more races (2.6%) (Colorado Department of Local Affairs, 2022).

Approximately 16 percent of Colorado residents ages five years and older speak a language other than English at 
home; 68 percent of those speaking another language in the home speak Spanish (United States Census Bureau, 
2022). Two and a half percent of households in Colorado are estimated to be linguistically isolated, i.e., all members 
14 years and older have at least some difficulty with English (United States Census Bureau, 2022).

Although Colorado is a mid-sized state, it has had one of the fastest growth rates of all states and migration 
continues to be an important factor in the state's population growth. Between 2020 and 2025, Colorado's population 
is expected to grow from 5,784,584 to 6,014,467. While natural increase (births minus deaths) will contribute 88,727 
persons, net migration will contribute 141,160 to the total increase of 229,882 (Colorado Department of Local 
Affairs, 2024).
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Employment 
Employment, income, housing, food security, and transportation are all closely linked to health and wellness and 
should be considered in understanding the overall health status of the MCH population in Colorado. As of April 2024, 
Colorado’s unemployment rate was 3.7 percent (United States Bureau of Labor Statistics, 2024). This was lower 
than the national unemployment rate for the same time period, 3.9 percent (United States Bureau of Labor Statistics, 
2024). Colorado’s unemployment ranking was 32 nd  in the nation (United States Bureau of Labor Statistics, 2024).

Income and poverty 
Colorado has an income advantage. The median household income in Colorado is the 8th highest among all 50 
states at $89,302, higher than the national median of $74,755 (United States Census Bureau, 2022). However, the 
median household income fluctuates significantly among Colorado’s counties. Douglas County, located just south of 
Denver along the Front Range, has the highest median household income at $139,010. Costilla County, located in 
southern Colorado, has the lowest at $34,578 (United States Census Bureau, 2024).

The level at which Colorado families can be economically self-sufficient generally requires an income above 240 
percent of federal poverty level, sometimes higher depending on geographic location (Kucklick, Manzer, & Mast, 
2022). One in four (26.4%) Coloradoans live with incomes below 200 percent of the federal poverty level (Brennan & 
Contomo, 2020). Among children younger than 18 years of age, one-third (28%) live in families with incomes below 
200 percent of the federal poverty level (Kids Count Data Center, 2022) ($62,400 for a family of four) (Federal 
Register, 2024).

Housing 
Having safe, stable and affordable housing contributes to optimal health by allowing money to be directed to healthy 
food, recreation, and health care. Among occupied housing units in Colorado, 33.6 percent are rented. In renter-
occupied units, more than half (53.2%) pay 30 percent or more of the household income to rent. The median rent in 
Colorado is $1,646. The median home value for owner-occupied units in Colorado is $531,100 (2022) compared to 
$373,300 in 2018. This is a 42 percent increase in five years. (United States Census Bureau, 2022).

“The cost of living is super high. Luckily, we were able to secure a house through the affordable housing program. 
Families need more affordable options for housing.” - Health eMoms participant (Colorado Department of Public 

Health and Environment, 2020)

Some communities are not able to find safe and affordable housing, which means they are more likely to live in poor 
quality homes. Poor housing conditions and environmental toxins can be detrimental to health, especially during early 
childhood (Bay area Health Inequities Initiative & The Federal Reserve Bank of San Francisco, 2018). Severe 
housing problems are indicative of housing quality. Sixteen percent of households in Colorado experience at least 
one of four severe housing problems (incomplete kitchen facilities, incomplete plumbing facilities, more than one 
person per room, and cost burden greater than 50%) (United States Department of Housing and Urban 
Development, 2016-2020). As of January 2023, there were an estimated 14,439 people in Colorado experiencing 
homelessness; 3,641 of these were persons in households with at least one adult and one child (United States 
Department of Housing and Urban Development, 2023).

Nutrition Security 
Having access to nutritious food influences healthy eating. People who live in neighborhoods where grocery stores 
are not being built have limited access to fresh, healthy food such as fruits and vegetables. Among women who 
recently had a baby, 6.4 percent ate less than they felt they should because of lack of money for food (Colorado 
Department of Public Health and Environment, 2022). Among Colorado families with children ages 0-17 years, 3.3 
percent sometimes or often could not afford enough to eat. (Health Resources and Services Administration, 2022). 
Among low-income Coloradans, 5 percent do not live close to a grocery store (United States Department of 
Agriculture, 2020). The Supplemental Nutrition Assistance Program (SNAP) and the Special Supplemental Nutrition 
Program for Women, Infants, and Children (WIC) are programs that have been demonstrated to positively impact 
food security and nutrition outcomes. Almost eight in ten (78%) Coloradans who are eligible for SNAP have access 
to SNAP benefits (United States Department of Agriculture, 2022). This is the same as the national average of 78 
percent for SNAP enrollment (United States Department of Agriculture, 2022). As of November 2022, the total 
number of WIC infant and child participants compared to the total number of WIC-eligible Medicaid infant and child 
participants averaged 43 percent (Colorado Department of Public Health and Environment, 2022).

“SNAP has been a tremendous help to us. Some months we worry about not being able to buy diapers, but we 
have made it by so far.”- Health eMoms participant (Colorado Department of Public Health and Environment,
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Transportation 
Transportation is necessary to travel to work and school, access healthy food and medical care, and foster 
community connections. When transportation systems don't provide access to all communities, some groups have a 
harder time accessing resources. Direct transportation and by-products can also impact health. Most Coloradans 
commute to work in a single occupancy vehicle (64.7%) or work from home (21.1%). Less than one in ten use public 
transport (1.6%), walk to work (2.5%), bike to work (1.0%). Two and a half percent of working Coloradans do not 
have a vehicle (United States Census Bureau, 2022).

Air Quality 
Many forms of transportation lead to air pollution thus impacting air quality, especially in low-income neighborhoods. 
Latinos experience the highest air pollution exposure (index of 52), while Native Americans experience the lowest air 
pollution exposure (index of 37) (The National Equity Atlas, 2020). A recent report ranks three of Colorado’s 
metropolitan areas in the top 25 for poor air quality based on ozone, Denver-Aurora is ranked 6th, Fort Collins is 
ranked 15th, and Colorado Springs is ranked 20th. Poor air quality can be a greater burden on older and younger 
populations, those with chronic conditions (asthma or other chronic lung disease, cardiovascular disease or 
diabetes), and those with low socioeconomic status (American Lung Association, 2024).

Climate Change 
A changing climate results in warmer temperatures, drier air, and changing weather patterns. These changes 
increase the risk for fire, drought, and heat, which impact health and have been seen in Colorado. The Colorado 
Health Institute built a Health and Climate Index based on 24 variables related to health and climate. Counties in 
western Colorado are the state’s most vulnerable region (prone to wildfire, flooding, drought, and extreme heat). 
Counties in southeast and eastern Colorado are the state’s least vulnerable region (Colorado Health Institute, 2022).

Education 
Education is critical to the health and well-being of the MCH population. Higher levels of education can lead to 
employment with strong incomes resulting in the ability to live in healthy neighborhoods. Overall, Colorado has a 
highly educated population. More than half (54.2%) of Coloradans age 25 and older have an associate's degree or 
higher, and Colorado is ranked 3 rd  among all states in the percentage of the population with a college degree 
(United States Census Bureau, 2022).

Yet inequities in educational opportunities exist among different racial and ethnic groups. Many of these opportunities 
are affected by systemic inequities like community disinvestment and school poverty. Three in five (64.1%) Asians 
have an associate’s degree or higher (United States Census Bureau, 2022), as do 60.9 percent of white, non-
Hispanics (United States Census Bureau, 2022). Two in five (40.7%) Black/African Americans (United States 
Census Bureau, 2022) and one in three (29.8%) Hispanics have an associates degree or higher (United States 
Census Bureau, 2022).

While the prevalence of college graduates in Colorado is high among Asian and white non-Hispanics, the 
percentage of high school students who graduate overall is relatively low as 39 states have higher rates of high 
school graduation (National Center for Education Statistics, 2024). Inequities in graduation rates mimic the 
disparities in college graduation attainment among adult Coloradans, with Native Hawaiians or Other Pacific 
Islanders having the lowest high school graduation rate and Asians having the highest (Colorado Department of 
Education, 2024) .

Social Connectedness and Civic Engagement 
Participation in civic life or religious organizations has been shown to positively impact individual longevity and well-
being. In Colorado, two in three (66.6%) high school students participate in extracurricular activities. One in four 
(28.2%) high school students participated in organized community services as a non-paid volunteer during the past 
30 days (Healthy Kids Colorado Survey, 2023). Among parents with young children, 54.2 percent report having a 
somewhat strong or very strong sense of belonging to their local community (Colorado Department of Public Health 
and Environment, 2019).
 

“Emotional support typically stemmed from friends that were also mom’s [sic] - nice chatting with people you 
trust/respect who have been through a lot of the same things that come with being a mama! I am a member of a 
MOPS group at (a church) and they have been very helpful for me. There are about 50 other moms in my group 
and they are amazing and we all support each other.”- Health eMoms participant (Colorado Department of Public
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Social and Emotional support 
Social support can help improve quality of life and decrease emotional distress, while limited social support can 
negatively impact well-being. Overall, 5.4 percent of Colorado family households are headed by a single adult and 
may lack needed support systems (Colorado Department of Public Health and Environment, 2019). The majority of 
Colorado parents (77.9%) report that they have someone to turn to for day-to-day emotional support with parenting or 
raising children. Hispanic parents are less likely to report having emotional support compared to white, non-Hispanic 
parents (70.2% vs. 84.7%, respectively) (Health Resources and Services Administration, 2022). Three-quarters 
(75.4%) of high school students have an adult to go to for help with a serious problem (Healthy Kids Colorado 
Survey, 2023), which has been demonstrated in research as a critical protective factor in avoidance of risky 
behaviors.

“The care and emotional support I received and still receive has helped me survive this year.” - Health eMoms 
participant (Colorado Department of Public Health and Environment, 2020)

Racism 
Racism and discrimination are two other social determinants of health that negatively impact health. Among high 
school students who were bullied in the past year, one in three (30.3%) were bullied because of their actual or 
perceived race or ethnic background, and one in four (24.9%) because of their actual or perceived sexual orientation 
(Healthy Kids Colorado Survey, 2023). Among parents with young children, 19 percent reported experiencing 
discrimination or harassment because of their race, ethnicity, or culture since their baby was born. Of those parents 
who reported experiencing this discrimination or harassment, 83.3 percent experienced it in daily life, 12.7 percent 
at work or school, 18.7 in a doctor’s office or other health care setting, and 4.7 percent when interacting with law 
enforcement (Colorado Department of Public Health and Environment, 2019).

Health insurance 
Passing legislation in 2011, Colorado was an early adopter in the creation of a state-run health insurance exchange, 
Connect for Health Colorado. Colorado is now among just 18 states/DC that are running their own exchanges and 
enrollment platforms for 2024 coverage. Here is a summary of milestones and current events related to Colorado’s 
health insurance marketplace:
 

Colorado has implemented a permanent 2.5 month open enrollment period; enrollment runs from November 1 
to January 15 each year, expanding the federal platform’s annual enrollment period of November 1 to 
December 15 (Connect for Health Colorado, 2024);
Connect for Health Colorado is among the most robust exchanges in the country, with six carriers offering 
plans in 2024 (Connect for Health Colorado, 2024).
In the individual/family market, there were 149 on-exchange plans available in Colorado for 2024, down from 
166 in 2020 (however, plan availability varies considerably from one area to another) (Connect for Health 
Colorado, 2024).
A total of 237,107 people enrolled in 2023 plans during open enrollment (Connect for Health Colorado, 2024).
Colorado implemented a reinsurance program starting in 2020. It pays a larger portion of claims in areas 
where premiums are highest, in an effort to make coverage more affordable in those areas.
Colorado’s Easy Enrollment Program (referred to as a Tax Time Enrollment) debuted in 2022. The program 
lets Colorado residents indicate on their state tax returns that they would like Connect for Health Colorado to 
determine, based on the information on their tax return, whether they might be eligible for free or subsidized 
health coverage. If so, the exchange contacts the person to help them enroll in coverage — Medicaid, CHP+, 
or a subsidized private plan in the individual market. It also allows for enrollment outside of the open 
enrollment period.

 
Since 2015, Colorado’s insured rate has remained consistent. In 2023, about 95.4 percent of Coloradans have 
health insurance coverage (Colorado Health Institute, 2023). However, this consistency masks some instability in the 
health insurance market. According to the most recent Colorado Health Access Survey (2023), 11.3 percent of 
Coloradans experienced a change in insurer. In Colorado, 54.8 percent of residents had private insurance, 30.1 
percent are enrolled in Medicaid or Child Health Plan Plus (CHP+), and 10.5 percent are enrolled in Medicare. The 
uninsured rate dropped by more than 60 percent from 14.3 percent in 2013 to 4.6 percent in 2023. Of the 4.6 percent 
who are uninsured in Colorado, 21.1 percent were insured for part of the year. The uninsured rate was highest 
among Coloradans ages 19-64 years at 6.4 percent. Only 2.4 percent of children ages 0-18 years are uninsured.
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The uninsured rate among White non-Hispanics is 3.3 percent. By contrast, 8.9 percent of Hispanics in Colorado are 
uninsured (Colorado Health Institute, 2023).
 
Several programs are available to reach low-income families and those without health insurance. Pregnant women 
and children living in households at or below 260 percent of the federal poverty level are eligible for health insurance 
coverage either through Child Health Plan Plus (CHP+) or Medicaid. As of April 2024, 433,520 children are enrolled 
in Medicaid and 80,968 children are enrolled in CHP+ (Colorado Department of Health Care Policy & Financing, 
2024). In 2023, 36.3 percent of live births in Colorado were paid for by Medicaid (Colorado Department of Public 
Health and Environment, 2023).
 
The COVID-induced economic downturn caused hundreds of thousands of Coloradans to lose their jobs and with 
them, their employer sponsored health benefits. Colorado’s Medicaid rosters grew by 45% and was one of the top 
states for membership growth during the public health emergency. While Colorado processed Medicaid and CHP+ 
member renewals throughout the pandemic, members did not lose coverage if they were no longer eligible because 
of the federal continuous coverage requirement. With the end of the public health emergency, Medicaid reviewed all 
enrollees in Medicaid to determine if they still qualified and engaged in an extensive awareness campaign to 
educate members about the need to reapply for Medicaid. Colorado Medicaid began notifying the members in 
March 2023 who had renewals due in May 2023, while the last group of renewals were due in April 2024. Medicaid 
and CHP+ enrollment overall has returned to prepandemic enrollment levels.

Colorado Medicaid programs impacting MCH populations include Programs for Children, Programs for Pregnant 
People,  and Programs for Parents and Caretakers. The Affordable Care Act expanded Medicaid eligibility for all 
adults (including parents and adults without dependent children) with incomes below 133% of the federal poverty 
level (FPL).
 
Since 2014, with Medicaid expansion, children and youth with special health care needs in Colorado have had the 
ability to be part of the Medicaid Buy-In Program for Children with Disabilities. This program allows qualifying 
families of children with a disability to “buy-into” Colorado Medicaid for that child. Family income must be below 
300% of the Federal Poverty Level. Eligible families receive Medicaid benefits by paying a monthly premium on a 
sliding scale based on their adjusted income.
 
Colorado’s Medicaid program also offers waivers for children and youth who meet certain criteria. Of the Medicaid 
members who qualify for Long Term Services and Supports based on functional needs, 10% are children and youth 
with special health care needs. This table provides an overview of the children’s waiver programs and this table 
shows adult waiver programs. There are currently no waitlists for any of Colorado Medicaid’s children’s waivers and 
all but one of the adult waivers, as a result of legislation passed in 2014. 
 
Medicaid also offers the Prenatal Plus program, which is a special program for at-risk pregnant people during their 
pregnancy through 60 days postpartum. Services include case management, behavioral health services, and 
nutrition counseling. These services are meant to lower risk for negative maternal and infant health outcomes due to 
social determinants of health and other non-medical parts of a member's life that could affect their pregnancy. There 
are currently ten Prenatal Plus providers across the state as of June 2023.
 
There is also a program for pregnant people struggling with substance use disorder, called Special Connections. 
Special Connections helps pregnant people and their families have healthier pregnancies and healthier babies by 
providing case management, counseling, and health education during pregnancy and up to one year after delivery. 
There are currently seven Special Connections programs in the state of Colorado.
 
Home visiting services are also available to Medicaid members during their first pregnancy through their child’s 
second birthday through the Nurse Home Visitor Program. The evidence-based home visiting model supported 
through this program is Nurse-Family Partnership. In 2022, 313 families enrolled in Medicaid accessed Nurse Home 
Visitor Program services. 
 
The state’s Medicaid program implements the Accountable Care Collaborative (ACC), which includes seven 
Regional Accountable Entities (RAEs) across the state that are responsible for coordinating physical and behavioral 
health care for members. The RAEs develop, contract, and manage a network of primary care physical health 
providers and behavioral health providers to ensure member access to appropriate care.
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Health care services for low-income and uninsured persons in Colorado include 20 Community Health Centers that 
operate 243 clinic sites in 48 counties and provide care to patients living in 63 of the state’s 64 counties. Colorado 
Community Health Centers provide care to over 832,000 people (one in seven Coloradans). Eight-eight percent of 
patients at community health centers have family incomes at or below 200% of the federal poverty level (Colorado 
Community Health Network, 2023). Children’s Hospital Colorado and the University of Colorado School of Medicine 
form the largest pediatric specialty care network in Colorado, serving over 283,000 children and youth annually, with 
roughly 50% enrolled in Medicaid or CHP+. Children and youth from every county in the state receive care either 
onsite at the main campus in metro Denver, and/or through approximately 40 Network of Care and Special Outreach 
locations, as well as through telehealth (more than 1000 telehealth visits per week).
 
Health Information Exchange 
Colorado, like many states, has more than one regional health information exchange. The first health information 
exchange in Colorado was Quality Health Network (QHN), which is based out of Grand Junction and has served the 
Western Slope since 2004. Starting in 2010, Contexture (previously CORHIO) began offering health information 
exchange services to providers in communities along the Front Range, Eastern Plains and some of the mountain 
towns.

The Colorado Community Managed Care Network works closely with both health information exchanges as a health 
center controlled network comprised of 20 community health centers with over 190 clinic sites (including school 
based clinics, pharmacies, and mobile units). The organization was founded as a non-profit in 1994 to respond 
proactively to the advent of mandatory Medicaid managed care, and has evolved with Colorado’s changing health 
care landscape. Areas of focus now include managed and accountable care, health information technology, and 
clinical quality improvement programming.
 
Located within the Governor’s Office, Colorado’s Office of eHealth Innovation works closely with all three health 
information entities and is responsible for defining, maintaining, and evolving Colorado's Health IT strategy 
concerning care coordination, data access, healthcare integration, payment reform and care delivery.
 
State Health Agency Roles and Responsibilities 
Colorado’s Title V Maternal Child Health (MCH) program is administered by the Colorado Department of Public 
Health and Environment (CDPHE). CDPHE is one of 22 cabinet-level entities whose Executive Director is appointed 
by the Governor. Jill Hunsaker Ryan is the Department’s Executive Director. CDPHE serves Coloradans by providing 
public health and environmental protection services that promote healthy people in healthy places. Public health 
professionals use evidence-based practices in the public health and environmental fields to create the conditions in 
which residents can be healthy. In addition to maintaining and enhancing core programs, CDPHE continues to 
identify and respond to emerging issues affecting Colorado's public and environmental health.
 
CDPHE pursues its mission through broad-based health and environmental protection programs and activities. 
These include chronic disease prevention; control of infectious diseases; family planning; injury and suicide 
prevention; general promotion of health and wellness; provision of health statistics and vital records; health facilities 
licensure and certification; laboratory and radiation services; emergency preparedness; air and water quality 
protection; hazardous waste and solid waste management; pollution prevention; and consumer protection. The 
statutory authority for CDPHE is found predominantly in Title 25 of the Colorado Revised Statutes.
 
Colorado’s most recent Public Health Improvement Plan was released in June 2022 and is currently being updated. 
CDPHE’s new strategic plan was released in July 2023. The Prevention Services Division’s current strategic plan 
was developed in 2022. The external-facing priorities reflected in the strategic plan directly align with the MCH 
framework:

Priority 1: Increase access to safe, healthy and connected communities
Priority 2: Expand meaningful community inclusion and improve racial equity
Priority 3: Increase social and emotional wellbeing
Priority 4: Increase equitable economic opportunities and access

 
The MCH program, administered by the Children, Youth and Families Branch, collaborates with and leverages 
programs across the Prevention Services Division and other CDPHE programs/work units to address the needs of 
MCH populations. Colorado MCH includes state strategies and works with 56 local public health agencies serving 
64 counties to improve the health of Coloradans using population-based and infrastructure-building strategies. In 
Colorado, the 4,789 local governments across the state including counties, municipalities, special districts and
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public school districts have local control. Colorado has a decentralized public health system in which each of its 64 
counties are required to either operate a local public health agency or participate in a district public health agency. 
The MCH program is state supported and county administered with an emphasis on state and local partnerships to 
align efforts. This allows for centralized coordination, support, and technical assistance, and a flexible 
responsiveness to the unique needs and strengths of local communities.
 
The Colorado MCH Framework is grounded in the program’s strategic anchors–racial equity, community inclusion, 
and moving upstream–which serve as a foundation to impact seven priorities and three health impact areas. The use 
of evidence based practices, dedication to quality and process improvement, commitment to core public health 
services, and the leveraging of stories to better understand invaluable context behind quantitative data and impacts 
of emerging issues are just a few of the key qualities influenced by the specific interests of CDPHE, the Prevention 
Services Division, and the Children, Youth and Families Branch.
 
Statutes and Regulations 
The second regular session of the 74th General Assembly commenced on January 10th, and ended in the early 
evening hours on May 8th, 2024, right at the 120-day cap (as directed by the Colorado Constitution).
 
Included below are descriptions of bills passed during the 2024 session that are aligned with Colorado MCH 
strategies. Click here for a full list of state statutes relevant to MCH efforts.
 

 Reducing Racial Inequities

 
Racial Equity Study: SB24-053 acknowledges the negative, intergenerational impact of slavery, racial 
discrimination and systemic racism on Black Coloradans. This bill establishes the Black Coloradan Racial Equity 
Commission within the Legislative Department to conduct a study to determine the extent to which Black Coloradans 
have experienced, and continue to experience racial discrimination as a result of systemic policies. This study will 
make recommendations related to any potential historical and ongoing effects of slavery and subsequent systemic 
racism on Black Coloradans, quantify the economic impact on Black Coloradans, and more. The results and 
recommendations created by this study will be presented to the named legislative committees in three years.
 
Protect Tribal Lands from Unauthorized Annexation: SB24-193 was introduced with the intent to respect the 
sovereignty of  federally recognized Tribes with lands within the exterior boundaries of the state, reduce the 
jurisdictional complexities that arise when municipalities annex Tribal land, and ensure cooperation and collaboration 
by municipalities with Tribal governments. This bill therefore, prohibits a municipality from annexing Tribal lands that 
are within the boundaries of a reservation or federally recognized Tribe unless the Tribal government issues a 
resolution or ordinance that approves this annexation.
 
Federal Indian Boarding School Research Program: HB24-1444 recognizes the intergenerational impact of 
federal Native American boarding schools had on Native American communities. This bill reestablishes the “Federal 
Indian Boarding School Research Program” in History Colorado to research and make recommendations to 
promote understanding of the deaths and cultural suppression that occurred at federal Native American boarding 
schools in Colorado. In consultation with Tribal governments, History Colorado is required to facilitate research on 
the events, deaths, and other harms that occurred at these facilities. This program continues through December 
2027. 
 

 Increase Prosocial Connection

 
Behavioral Health First Aid Training: SB24-007 creates the Behavioral Health First Aid Training Program in the 
Office of Suicide Prevention in CDPHE. Participants of the training will be prepared to teach certification courses to 
youth and adults in their organizations and communities, with the intent to recognize warning signs of suicide and 
suicidal despair. The office must adopt rules for the program, and contract with a third party entity to administer and 
offer the training program at no cost to eligible organizations, which may include public schools, nonprofit 
organizations, and first responder agencies.
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Student Weight Based Bullying Prevention: HB24-1285 recognizes the impact weight based bullying has on 
youth, specifically those from Black, Indigenous, and other communities of color, as well as LGBTQIA+ youth. This bill 
makes statutory changes to current law, which does not formally recognize weight based bullying.
 
Non-Legal Name Changes: HB24-1039 recognizes the impact using a student’s chosen name has on the well 
being and overall health outcomes of students. The bill requires public and charter schools to address a student by 
the student’s chosen name during school functions. This bill also states intentionally using a name other than a 
student’s chosen name is discriminatory and allows students to file a report with the school district. The school 
district must implement a policy on how a school will honor a request for using a student’s chosen name.
 

 Create Safe and Connected Built Environments

 
Housing in Transit-Oriented Communities: HB24-1313 recognizes the issue of Colorado’s housing supply not 
keeping pace with the population growth in the state. The 2020 Census set the Colorado shortage at 225,000 units. 
This bill identifies local governments that must create, report, and implement a housing opportunity to increase 
housing inventory. The Department of Local Affairs (DOLA) in collaboration with multiple state agencies and offices, 
must provide broad technical assistance to affected local governments, and administer a grant program to assist 
with planning, compliance and various infrastructure projects for the purpose of increasing regulated affordable 
housing, transit centers, and neighborhood centers.
 
Sustainable Affordable Housing Assistance: SB24-174 requires the Department of Local Affairs (DOLA) 
develop methodologies and conduct various housing needs assessments and action plans, and provide grants and 
technical assistance to assist local governments to conduct housing needs assessments and action plans. This bill 
includes requires DOLA to develop methodologies for conducting statewide, regional, and local housing needs 
assessments, and methodologies to identify areas at an elevated risk of displacement; publish an affordability 
strategies directory, a long-term affordability strategies directory, and a “displacement risk mitigation strategies” 
director to guide local governments in adopting policies that encourage the development of housing types; and, in 
consultation with Colorado Parks and Wildlife, the Outdoor Recreation Industry Office, and the Colorado Tourism 
Office, to publish a natural land and agricultural report that includes opportunities for local governments and 
Metropolitan Planning Organizations to connect areas like open space, wildlife habitat, and other priority 
landscapes.
 

 Improve Access to Supports

 
School Food Programs: HB24-1390 aims to alleviate the funding gap the ‘Healthy School Meals for All’ (approved 
by Colorado voters in 2022) program encountered during implementation. Analysts anticipate a $24 million shortfall 
this year, and a $50 million shortfall next year, due to the funding mechanism supporting this program (increasing 
income taxes for individuals earning $300,000 or more) not providing sufficient funds/revenue to support this 
program. This bill requires the Colorado Department of Education to explore ways to maximize federal funding, 
allows the department to delay the implementation of certain elements of the program, and establishes an advisory 
group to identify long term solutions to balance program revenues and expenditures.
 
Free Menstrual Products for Students: HB24-1164 requires Local Education Providers provide free menstrual 
hygiene products to students in all applicable bathrooms by June 2028, using a phased in approach (i.e., 25% of 
bathrooms by 2025, 50% of bathrooms by 2026, 75% of bathrooms by 2027). This bill also expands the Menstrual 
Hygiene Grant Program in the Colorado Department of Education to be available to rural and small rural school 
districts.
 
Welcome, Reception, and Integration Grant Program: HB24-1280 establishes the new statewide “Welcome, 
Reception, and Integration” grant program in the Colorado Department of Labor and Employment to award grants to 
community-based organizations that provide culturally and linguistically appropriate navigation of state services to 
migrants within one year of arrival in the United States. This grant program will support organizations specializing in 
migrant services such as: providing housing information/education and referrals to housing, distributing emergency 
and transitional supplies including food and clothing, providing case management, providing transportation, bus
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passes, and orientation to the bus and transportation system, legal services and more.
 
Maternal Health Midwives: HB24-1262 recognizes the impact and unintended consequences facility closures and 
other disruptions in care have on maternal health outcomes in the state. This bill requires the Colorado Civil Rights 
Division within DORA to collect reports of mistreatments in the context of maternity care in ways that allow data to be 
accessible (confidential information can be de-identified and reports can be generated for the public) and expands 
the information that can be provided by individuals. This bill also requires CDPHE to contract with an external entity 
to study closures and report on the availability of perinatal health care providers and others.
 
Housing and Nutrition Services for Medicaid Members: HB24-1322 requires the Department of Health Care 
Policy and Financing (HCPF) to study the feasibility of covering specified housing and nutrition services and report 
to the General Assembly by November 2024. The study must address several issues, including costs and funding 
mechanisms, and how the services will integrate with existing state housing and nutrition services. If HCPF 
determines that providing these services is budget neutral to the General Fund due to offsetting reductions in 
medical services and other expenditures, the department must seek federal authorization to cover the services by 
July 2025.
 

 Increase Social and Emotional Well-being 

 
Birth Equity: HB24-1459 prohibits correctional facilities from using restraints on pregnant and postpartum 
incarcerated individuals during labor and delivery. This bill also requires correctional facilities to develop 
administrative policies including a system for human milk storage, to ensure a newborn can receive the human milk 
the parent has pumped for the newborn’s nourishment.              
 

Improving Perinatal Health Outcomes: SB24-175 creates and amends multiple programs concerning perinatal 
health programs. This bill requires large employer health benefit plans to cover doula services to the same extent and 
same provider qualification requirements as required by Medicaid. CDPHE is also required to contract with the state 
Perinatal Quality Collaborative (PQC) in order to provide funds for quality improvement initiatives to selected 
hospitals, track statewide implementation of Maternal Mortality Review Committee recommendations, address gaps 
and disparities in maternal care. The department is also required to establish a grant program to provide funds to 
eligible hospitals to participate in QI initiatives. This bill requires the Department of Health Care Policy and Financing 
to cover over-the-counter- choline supplements for Medicaid members.
 

School Psychologist Licensure Interstate Compact: HB24-1096 recognizes the importance of improving the 
availability of school psychological services to the public. The bill is intended to establish a pathway to allow school 
psychologists to obtain equivalent licenses to provide school psychological services in any member state. Therefore, 
this bill enacts the School Psychologists Licensure Interstate Compact, which allows licensed school psychologists in 
a member state to more easily obtain a license from another member state.
 

 Promote Positive Child and Youth Development

 
Bill of Rights for Foster Youth: HB24-1017 recognizes the disproportionate adverse health outcomes youth in 
foster care experience, and the need for the state to improve the health outcomes and experiences of youth in foster 
care. This bill creates a non-exhaustive list of statutory rights youth in foster care are entitled to, including, but not 
limited to: freedom from discrimination or harassment on the basis of race and ethnicity, religion, gender identity, 
gender expression, disability, familial status, etc., freedom from threats, punishment or retaliation for making 
complaints about a violation of the rights and protections established in this statute, access to federal and state 
services, appropriate guidance, support and supervision in a safe, healthy, and comfortable environment where youth 
are treated with respect and dignity, access to education and basic essentials, ability to participate in legal 
proceedings, and more.
 
Best Practices to Prevent Discrimination in Schools: SB24-162 modifies an existing initiative created by a 
previous bill (SB23-296), which required the Colorado Department of Education (CDE) to develop training for school 
staff regarding harassment and discrimination policies to be available at no cost to public schools. This bill now
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requires CDE to contract with an organization to develop best practices and trainings for notifying students and 
parents about school policies and procedures, processing reports, and implementing trauma-informed responses.
 
Increase Access to School Based Health Care: SB24-034 expands the definition of eligible School Based 
Health Centers to include evidence based/informed school-linked models to deliver primary care services through 
various modalities such as: telehealth, mobile units, and others.
 

 Increase Economic Mobility

 
Prohibit Residential Occupancy Limits: HB24-1007 prohibits local governments from enacting occupancy limits 
in properties. The bill also lists exceptions, should the local government demonstrate health and safety standards 
would be violated by not enforcing an occupancy limit, and others.

 
Family Affordability Tax Credit: HB24-1311 creates a family affordability income tax credit for Coloradans with 
children for tax years 2024 through 2033. The credit is available to single filers with a federal adjusted gross income 
(AGI) up to $75,000 or joint filers with AGI up to $85,000. The bill authorizes and encourages the Department of 
Revenue to develop a way to distribute the credits in 12 monthly payments, rather than once annually, but does not 
require distributions on this schedule.
 
Operation of Home Based Businesses: SB24-134 prohibits a homeowner association (HOA) from restricting the 
operation of a home-based business in a HOA unit. All businesses operated out of a home, however, are required to 
adhere to noise, nuisance, or other applicable rules.
 
Overview of the State Reference List
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III.C. Needs Assessment 
FY 2025 Application/FY 2023 Annual Report Update

Colorado’s MCH program continues to collect and analyze qualitative and quantitative data to augment the statewide 
needs assessment conducted in 2020 and inform state action planning and implementation. Preliminary work on the 
2025 assessment has also begun. A description of these ongoing activities is included below.
 
On-going Needs Assessment Activities 
Data to Action Priority Packages 
The Colorado MCH program is approaching the data products for the 2021-2025 cycle differently than in the past. 
Instead of creating data products as separate items, there is now a more intentional effort to ensure individual 
products are aligned as a cohesive set of resources. The items that make up the “data to action priority packages” 
complement and reference different components of the package. The overarching goal is to integrate qualitative and 
quantitative data to tell the story of MCH in Colorado - both the processes and the outcomes are updated in the data 
packages throughout the five year cycle.
 
The most current versions of completed products are linked below and a more detailed description of some of the 
products follows: 

MCH Framework - A high level visual of the MCH program, the latest version more explicitly delineates the 
connection between strategies, outcomes and the measures used to track progress. Updated in FY2023.
MCH Snapshot - An overview of data on the social determinants of health affecting the MCH population 
including geographical, social, and economic factors. Updated FY2023.
Priority Overviews - A two-page high level summary of each priority. Updated in FY2023.
Anchor Overviews - One to two-page high level summary of each strategic anchor.
State Data Briefs - The Positive Child and Youth Development Brief was completed summer 2023. The rest of 
the briefs will be completed by December 2023. The Built Environment Brief was completed in June 2024.
Evaluation Summaries - Annual assessment of progress by priority and strategic anchor. Updated in 
FY2024. 
Racial Equity in Data Initiative (REDI) docs

Priority Specific REDI docs - Built Environment
Interpreting Data on Racial Inequities

State of MCH Infographics
Perinatal
Child 
Adolescent 
CYSHCN 
Women of Reproductive Age (Coming soon)

 
State Data Briefs and Racial Equity in Data Initiative 
The first data brief (Positive Child and Youth Development) was completed last year and one for Build Environment 
was created this year. The final four briefs will be completed by fall of 2024. The formatting of these documents was 
delayed due to the need to develop data documents for the Needs Assessment Listening Tour. This cohort of data 
briefs are formatted using a new template created for the current five year cycle/upcoming needs assessment. The 
data briefs include more data visualization and less text than previous versions. The data brief template includes 
state data for core measures and population-based data for related measures. Disaggregated data to highlight 
disparities and inequities is also included along with context that explains drivers of inequities. Anecdotal quotes 
from survey participants are integrated throughout as applicable.
 
The MCH program identified the need to be more explicit in ensuring that a racial equity lens is employed in 
reporting and analyzing data within the historical, social and structural systems that contributed to health disparities. 
This led to the creation of the Racial Equity in Data Initiative (REDI). The MCH Epidemiology and Evaluation team is 
working with the Racial Equity Specialist, MCH priority coordinators and the MCH Program Specialist to ensure this 
perspective is woven into data briefs from the onset. The MCH Epidemiologist drafted a brief that addressed racial 
equity within MCH data sources that includes underreporting, sample sizes that may be too small to disaggregate
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and other overall challenges to racial equity in data. This document will be formatted by the end of 2024. In addition, 
the Racial Equity Specialist and MCH Priority Coordinators identified specific areas within the state action plans 
where there is historical, structural or social context that has been directly linked to health disparities in the  data, and 
published supplemental material to the data briefs to give the additional context. The Built Environment REDI 
document was completed this summer. The rest of the priority-specific REDI docs will be finalized and formatted in 
fall 2024. By the end of 2024, the MCH Epidemiologist and MCH Program Specialist will also collaborate with the 
Racial Equity Specialist to publish best practices and lessons learned in using a racial equity lens in the 
development of MCH products, including MCH data reporting.
 
Picturing Colorado MCH 
The Picturing Colorado MCH project was created as a way to illuminate the lived experiences of women, children, 
and families representing different communities throughout the state. A workgroup with MCH staff, local MCH staff 
and community members formed in 2022. As planning for the project continued, including gathering community input 
and a story collection pilot, it became clear that there was a need to work more closely with the MCH Community 
Inclusion Specialist and Racial Equity Specialist. This led to a recognized need for more training. See the Annual 
Update for the Reducing Racial Inequities priority in the III.E.2.c.  State Action Plan Narrative by Domain section 
for more about the storytelling training.
 
A goal of the project is to use the collected stories to inform the Colorado MCH program, both as part of the 
upcoming MCH needs assessment and ongoing MCH evaluation. The needs assessment incorporates storytelling 
into a listening tour that happened May through August 2024. Each session included an MCH relevant story shared 
by a facilitator to set an example of how stories can complement and deepen understanding of the quantitative data, 
followed by breakout sessions to review compiled NPM data and to discuss community needs, strengths and 
experiences related to the data. Participants included state and local MCH staff, community-based organizations, 
and community leaders throughout the state.
 
Evaluation Summaries 
Similar to previous years, priority evaluation reports were completed this year. This year’s evaluation summaries 
cover October 2022 through September 2023. There is a cross-cutting summary on the overall performance of the 
block grant including the strategic anchors, and a summary for each priority highlighting data, successes and 
challenges.
 
Implementation teams were given the latitude to determine whether objectives in their action plan will span one or 
two years. About 46% of objectives had a timeframe ending in September 2023, the others end in September 2024. 
Overall, 80% of objectives were complete by September 30, 2023. There were a total of 35 objectives: 16 ended in 
September 2023 (15 or 94% of those were complete, 1 was incomplete). Of the 19 objectives that will end in 
September 2024, 13 or 68% are already complete, 5 are in progress, and 1 was unmeasurable. Even though three 
years isn’t sufficient time to show significant change in population based performance measures, two NPMs are 
improving, two show no change, and one NPM (4A, 4B) is split, with one measure improving (4A) and the other 
showing no change (4B). Two SPMs are improving, one SPM shows no change, and one SPM is getting worse. 
Overall, 50% of measures are improving, 40% show no change and 10% are getting worse.
 
Partnerships and Collaborations 
Colorado’s MCH program values and fosters relationships across CDPHE programs, local public health agencies, 
and other Colorado state agencies, as well as with other statewide and community-based organizations. Working 
across sectors and with local, regional, and state partners brings a variety of perspectives that inform both the needs 
assessment process and program implementation. Colorado’s MCH Framework includes a broad purpose 
statement “To Increase Community and Family Resilience” and the seven high level priorities to engage partners in 
opportunities to connect, align and leverage each other's efforts to collectively drive towards the MCH vision of 
community and family resilience. A summary of key partners by priority can be found in the Partners Infographic.
 
Organizational Structure and Leadership Updates 
Colorado’s MCH program uses a collaborative meeting infrastructure to best support the state and local 
implementation of MCH priorities. Colorado MCH entered the third and final stage of transition to the 2021-2025 
MCH priorities in July 2022, and now all programs are working on the same set of priorities. Designated leadership 
positions coordinate state and local MCH planning and implementation, with intentional attention on increased 
collaboration.
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In October 2021, the MCH Local Support Team piloted a model of local support developed collaboratively with 
priority coordinators, staff from the Workforce Development Section, and other subject matter experts within the 
MCH program to support the first year of local implementation of the current priorities for agencies receiving more 
than $50,000 annually. As a result, the state MCH team has clearly defined roles and a coordinated approach to local 
consultation and technical assistance that ensures cohesion and consistency in how the MCH program is 
implemented statewide.
 
In partnership with state colleagues, MCH Local Liaisons continue to improve the local support model to ensure it 
remains meaningful and effective. One component of the model that has gained traction is the facilitation of 
bimonthly Local Learning Community spaces, where local MCH staff from across the state learn from one another 
and connect across county lines. The learning communities are co-led by local colleagues, and past topics include 
breastfeeding implementation strategies, communicating the value of public health through storytelling, utilization of 
data tools, perinatal mental health, and strategies dedicated to implementing the MCH strategic anchors of 
community inclusion and racial equity. Local MCH staff are invited to participate in bimonthly MCH managers calls 
held in the alternate months from the local learning communities.
 
Team FAD (Focus, Advise, Decide) serves as the leadership team for the MCH program, with representation from 
staff with diverse perspectives and roles across the program. In addition, state MCH staff are invited to participate in 
monthly all-staff meetings, which provides a forum to solicit input and provide updates on topics such as the needs 
assessment, operationalizing the MCH strategic anchors, evaluation summaries and cross-division and department 
collaborations.
 
Erika Iisa joined the MCH program in February 2024 as the MCH Epidemiologist. In this role, she supports team 
members across the division and department and local public health agency staff in using MCH surveillance data to 
drive strategic planning and program improvement. Erika also coordinates the Colorado Pregnancy Risk 
Assessment Monitoring System and the state’s oversample of the National Survey of Children’s Health.
 
2025 Needs Assessment 
Preparation for the 2025 MCH needs assessment to select 2026-2030 priorities began in March 2023. The process 
has been divided into five distinct phases: (1) process design (which concluded in October 2023); (2) data collection 
and review; (3) capacity assessment; (4) prioritization process; and (5) reporting. The data collection and review 
phase includes steps to gather relevant data sources, document state and local trends and other important 
considerations, engage community representatives and stakeholders and various communication efforts.
 
The needs assessment implementation infrastructure has been organized into existing teams and temporary 
workgroups to ensure diverse perspectives in planning and adequate leveraging of current capacity. The following 
groups coordinate to actualize the approved needs assessment workplan:

Team FAD+ - Team FAD “plus” is an expansion of the previously existing leadership team to include 
the strategic anchor leads and MCH Deputy Director, who is providing overall coordination for the 
needs assessment. This group serves as the needs assessment leadership and decision making 
body.
Data Workgroup - consists of epidemiology and evaluation staff and data subject matter experts who 
will create and implement a plan for quantitative and qualitative data collection and analysis.
Priority Coordinators - MCH staff who develop and implement priority action plans and provide input 
and perspective on the needs assessment and prioritization processes based on their experience 
developing and implementing  state action plans for the current MCH priorities.
Local Support Team - MCH staff who support local agencies to build a shared understanding around 
the purpose and impact of the needs assessment, advocate for transparency and local input 
throughout the process, and organize and facilitate engagement opportunities for LPHAs statewide.
Listening Tour Workgroup - combination of state and local state who develop a strengths-based 
strategy for engaging stakeholders in the listening tour to review MCH data summaries and share 
ideas about refining the current MCH priorities for National Performance Measures (NPMs), State 
Performance Measures (SPMs), and emerging issues.

 
In addition, the needs assessment implementation structure is enhanced by efforts and support of the MCH 
Community Advisory Board, the Youth Partnership for Health, and Parent to Parent of Colorado.
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In the second phase of the needs assessment, MCH program staff and partners across the state simultaneously 
collected and reviewed data products through a listening tour, which took place May through August 2024. To ensure 
that programmatic efforts closely reflect the issues impacting Colorado's MCH populations, the listening tour 
provided important opportunities to hear reactions to data collected and organized into the State of MCH overviews 
and to gather stories about the context behind quantitative data. By bringing together a range of MCH partners, 
including local public health professionals, community-based organizations, members of advisory and advocacy 
groups, providers, volunteers, families, children and youth including those with special healthcare needs, and their 
caregivers, the MCH needs assessment will be a robust process and next cycle programming will directly respond to 
needs and strengths of Colorado communities.
 
At the time of submission, upcoming steps in the data to action process include finalizing a data summary entitled, 
The State of MCH: Facts, Figures, and What Works, completing the capacity assessment, selecting final priorities 
and measures and refining the MCH Framework based on what emerges from the process.
 
Emerging Public Health Issues 
The MCH public health issues that were prioritized through the 2020 needs assessment process remain as the top 
areas of focus for Colorado’s MCH program. That said, emerging issues that are currently being explored and 
possibly included in the next cycle of MCH priorities are climate change and housing. The Built Environment team is 
exploring opportunities to more intentionally include strategies that address climate change moving forward. To 
explore the potential public health role in housing, staff from across the Prevention Services Division participate in an 
internal learning community and are working to coordinate efforts across the division.
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Click on the links below to view the previous years' needs assessment narrative content: 

2024 Application/2022 Annual Report – Needs Assessment Update 

2023 Application/2021 Annual Report – Needs Assessment Update 

2022 Application/2020 Annual Report – Needs Assessment Update 

2021 Application/2019 Annual Report – Needs Assessment Summary
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$7,397,625 $7,337,336 $7,346,989 $7,403,131

$5,548,219 $5,503,002 $5,510,242 $5,552,349

$0 $0 $0 $0

$0 $0 $0 $0

$0 $0 $0 $0

$12,945,844 $12,840,338 $12,857,231 $12,955,480

$920,000 $1,040,663 $1,175,000 $1,299,024

$13,865,844 $13,881,001 $14,032,231 $14,254,504

$7,337,336 $7,630,605 $7,403,131

$5,503,002 $5,722,954 $5,552,349

$0 $0 $0

$0 $0 $0

$0 $0 $0

$12,840,338 $13,353,559 $12,955,480

$920,000 $2,197,934 $2,288,800

$13,760,338 $15,551,493 $15,244,280

III.D. Financial Narrative

2021 2022

Budgeted Expended Budgeted Expended
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State Funds

Local Funds

Other Funds

Program Funds

SubTotal

Other Federal Funds

Total

2023 2024

Budgeted Expended Budgeted Expended

Federal Allocation

State Funds

Local Funds

Other Funds

Program Funds

SubTotal

Other Federal Funds

Total
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$7,630,605

$5,722,954

$0

$0

$0

$13,353,559

$2,802,847

$16,156,406

2025

Budgeted Expended

Federal Allocation

State Funds

Local Funds

Other Funds

Program Funds

SubTotal

Other Federal Funds

Total
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III.D.1. Expenditures

Aligning MCH Resources with Need 
Colorado’s MCH program aligned resources to meet the prioritized needs for this reporting period, as identified 
through the statewide MCH needs assessment. Strategies and activities outlined in the state action plans for each 
priority were used to identify resource needs and scope annual budgets to support implementation.
 
MCH progress towards outcomes for each priority could not have been achieved without federal MCH block grant 
support. A summary of how the federal/state partnership resources were leveraged is included below and organized 
by the national and state performance measures selected by Colorado for this reporting year.
 
NPM 4a:  Percent of infants who are ever breastfed was 87.8%. The annual objective for reporting year 2023 was 
91.5%. The annual objective was not met.
 
NPM 4b: Percent of infants breastfed exclusively through 6 months was 28.7%. The annual objective for reporting 
year 2023 was 36.0%. The annual objective was not met.
 
MCH Block Grant dollars funded .25 FTE to implement breastfeeding strategies in this priority’s action plan. MCH 
leveraged additional funding from the CDC SPAN grant and additional .25 FTE, as well as for equity and physician 
training activities. Other staff time (.5 FTE) and associated strategy work was funded through the WIC program. In 
addition, MCH Block Grant dollars funded approximately  0.65 FTE of staff time to build nutrition security through 
increased access to nutrient-rich locally grown food, referred to as “farm to child.”
 
NPM 6:  Percent of children, ages 9-35 months, who received a developmental screening using a parent-completed 
screening tool in the past year was 44.1%. 
The annual objective for reporting year 2023 was 42.5%. The annual objective was met.
 
MCH Block Grant dollars were braided with state General Funds to support approximately 5.5 FTE on the CYSHCN 
team and 0.35 FTE on the Health Informatics and Telehealth and Digital Inclusion teams at CDPHE to implement 
strategies in the state action plan for the access to supports priority. The CYSHCN team leveraged additional MCHB 
grant funds from the Pediatric Mental Health Care Access Grant to continue and/or expand several existing 
partnerships and to support state and local implementation efforts.
 
NPM 9: Percent of adolescents who are bullied on school property or electronically was 16.4%. The annual objective
for reporting year 2023 was 19.0%. The annual objective was met.
 
MCH Block Grant dollars funded approximately 2.0 FTE to implement the state action plan for the prosocial 
connection priority. MCH staff time was leveraged with additional funding including: $400,000 of state General Funds 
to support gender sexuality alliances, staff mental health training and school and district policy implementation with 
Colorado schools and districts; state General Funds for maternal mortality prevention community-based strategies to 
promote social connectedness; state funds from tobacco and marijuana programs for a public awareness campaign 
for youth; and federal SAMHSA funds from the Colorado Department of Education to support the development of 
comprehensive suicide prevention policies. Through an interagency agreement, MCH funding also supports a 
positive youth development training system coordinated by the Colorado Department of Human Services.

NPM 11: Percent of children with special health care needs, ages 0-17, who have a medical home was 40.5%. The 
annual objective for reporting year 2023 was 44.0%. The annual objective was not met.
 
MCH Block Grant dollars were braided with state General Funds to support approximately 5.5 FTE on the CYSHCN 
team and 0.35 FTE on the Health Informatics and Telehealth and Digital Inclusion teams at CDPHE; implementation 
of strategies in the state action plan for the access to supports priority.
 
NPM 14a: Percent of women who smoke during pregnancy was 3.1%. The annual objective for reporting year 2023 
was 4.5%. The annual objective was met.
 
MCH Block Grant dollars continued to fund a portion of a Tobacco program staff position (0.25 FTE) to serve as a 
liaison between the Tobacco and MCH programs. Amendment 35 tobacco state tax revenue and a CDC grant
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continued to provide annual funding for additional tobacco program staff and comprehensive Tobacco program 
efforts, including MCH-related tobacco activities. Leveraging combined funds enabled the Tobacco program to 
extend the reach of strategic efforts that reduce the burden of perinatal tobacco use and exposure, increase positive 
birth outcomes and improve the health of families throughout the lifespan.
 
SPM 1: Percent of children ages 0-17 years who live in a supportive neighborhood was 57.2%. The annual objective 
for reporting year 2023 was 55.0%. The annual objective was met.
 
MCH Block Grant funds continue to be braided with CDC funding for physical activity, nutrition, comprehensive 
cancer prevention, workforce development, and injury prevention, and state tobacco tax funds to develop and 
implement the state action plan for the built environment priority. Leveraging these funds enables CDPHE’s Health 
Promotion and Chronic Disease Prevention Branch to extend the reach of implementation efforts to the MCH 
population. For this reporting period, MCH Block Grant dollars funded approximately 0.7 FTE of the built environment 
team within the Healthy Communities Unit for action planning, implementation, technical assistance, and community 
engagement support.
 
SPM 2 was retired in 2023 and was replaced by SPM 5 (see below).
 
SPM 3: Number of points for racial equity related policy, practices and systems changes implemented at the 
program, division and department level was 13. The annual objective for reporting year 2023 was 9. The annual 
objective was met.
 
MCH Block Grant dollars supported 1.0 FTE for the Racial Equity Specialist to develop and implement state action 
plan strategies and consult with internal and external partners to integrate racial equity approaches across programs 
and systems that serve the MCH population. There are three main strategies associated with this priority: (1) build 
program infrastructure and capacity for racial equity efforts; (2) develop and strengthen workforce competencies 
related to racial equity; and (3) coordinate and align racial equity efforts between the MCH program and the 
Workforce Development Section, Children, Youth and Families Branch, Prevention Services Division, and the 
Department.
 
SPM 4: Percent of women of reproductive age (18-44 years) who report good mental health was 66.4%. The annual 
objective for reporting year 2023 was 73.0%. The annual objective was not met.
 
For this reporting period, MCH Block Grant dollars funded 1.0 FTE of the Maternal Health team across multiple 
positions and were also braided with state General Funds to support 1.0 FTE on CYSHCN team for the 
implementation of strategies in the state action plan. To expand impact, MCH leveraged funding from state General 
Funds to reduce maternal mortality, the ERASE Maternal Mortality grant through the CDC, and HRSA funding through 
the State Maternal Health Innovation and Data Capacity grant.
 
SPM 5: Percent of children in poverty according to the supplemental poverty measure was 7.0%. The annual
objective for reporting year 2023 was 8.0%. The annual objective was met.
 
For this reporting period, MCH Block Grant dollars funded the Economic Mobility Program Manager at 0.3 FTE. To 
expand impact, MCH continued to leverage additional funding of $5.2 million to support tax credit outreach and 
communication efforts in 2022-24, including private foundation funds, American Rescue Plan Act (ARPA) dollars, a 
Department of Labor grant, and AmeriCorps volunteers. These leveraged funds supported additional FTE dedicated 
to coordination of community grants, contract administration, evaluation, and communications for programs 
supporting tax credit outreach, engagement, and referrals throughout the state. Overall, funding supported a total of 
4.5 FTE. This braided funding also supported contracts with Volunteer Income Tax Assistance sites, and community-
based organizations to promote tax credit outreach and engagement. Funding supported outreach by improving the 
Get Ahead Colorado public information campaign (in Spanish, Hacia Adelante Colorado), and providing materials in 
up to eighteen languages.
 
Colorado’s MCH program monitors implementation of the strategies supported by Title V dollars through quarterly 
performance management reporting and progress towards meeting annual objectives for national and state 
performance measures through annual evaluation of state and local impact as captured in the Annual Evaluation 
Summaries.
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Local Public Health Agency Funding 
During this reporting period, all 56 local public health agencies in Colorado were awarded $5,215,532 of 
federal/state MCH partnership funding to impact Colorado’s seven statewide priorities. Note: with the dissolution of 
Tri-County Health Department into three separate agencies, the number of local public health agencies increased 
from 54 to 56, starting January 2023. Local funding allocations are calculated by a formula based on the MCH 
population and poverty rates in each local public health agency’s jurisdiction. Agencies receiving the largest awards 
(>$55,000) were required to implement an action plan for one or more of the MCH priorities and submit quarterly 
performance management reports based on the action plans. Smaller agencies were required to use their funding 
for core public health services that support the MCH population within their communities.
 
MCH Federal/State Partnership Match Requirement 
For this reporting period, the Colorado MCH program received a Title V Block Grant award of $7,630,605. Colorado 
matched the federal Title V Block Grant award with $5,722,954 of state General Funds (as indicated in Form 2, line 
3), meeting the 4:3 federal to state match requirement. These state General Funds are from the following three 
programs: Children and Youth with Special Needs ($2,455,852); Family Planning (contracts line, $2,000,000); and 
School Based Health Centers (contracts line, $1,267,102). A brief description of each match source is included in 
the budget section.
 
Colorado does not use any other funds as match, as reflected on Form 2, lines 3-6 (local, other or program income).
 
30%-30%-10% Requirement 
For the past year, MCH expenditures (not including match) were allocated 34.09% to CYSHCN, 36.94% to 
preventive and primary care for children and 4.13% to Title V administrative costs (see Form 2). Specific to line 1C 
of Form 2, administrative costs include operating costs and personnel time for the division’s centralized services that 
support the MCH program. This includes fiscal, contracting, compliance, communications and operations support. 
These costs have consistently remained between 4 - 9%. Annual variations are contingent upon the status of the 
Prevention Services Division's overall budget for centralized services, which is impacted by changes in Federally 
negotiated indirect rates, centralized services staffing and availability of resources from other funding streams.
 
To ensure adherence to federal population-specific budget requirements, the state MCH fiscal officer and MCH 
program staff track expenditures throughout the year by type of effort (direct versus enabling versus public health 
services and systems) and by population (CYSHCN, child/adolescent, women of reproductive age). Based on the 
Maternal and Child Health Bureau’s definition of direct health care services, Colorado’s MCH program does not fund 
any direct services with Title V dollars, nor does MCH fund any services that are eligible for Medicaid 
reimbursement. In addition to monthly fiscal meetings, a coded system of invoicing for contractors is employed, 
allowing for budgetary planning and tracking according to the three population categories. Spending on 
administrative services is tracked by the Fiscal Services Unit Manager in coordination with the MCH fiscal officer 
and the MCH Director.
 
The MCH Block Grant Expenditures infographic provides an overview of Colorado’s MCH expenditures. The 
infographic includes programmatic and administrative expenditures, as well as icons to indicate coding by 
population. The infographic also reflects how Title V block grant funds are distributed across CDPHE’s 
organizational structure and work units, along with a brief description of the work that was implemented with the 
allocated MCH resources. The infographic also includes match sources.
 
Expenditure data reported in Form 2 and Form 3 did not exceed a variation of 10% as compared to budgeted 
amounts except for the Administrative Cost. CDPHE had a reduction in the federally negotiated indirect rate and 
experienced an increase in available funding to support CDPHE’s Administrative Budget. Thus the Title V MCH 
expenditures related to administrative costs were less than the anticipated budgeted amount.
 
Form 5 
The methods for reporting the unduplicated count of individuals served under Title V in Form 5a and 5b are reviewed 
annually by the state MCH Director and state MCH Epidemiologist, in consultation with the Office of Epidemiology 
and Research at MCHB. The total numbers served in 5a was 35,382 which is up from 34,946 in the previous 
reporting year. This increase is due to the shift in the percent allocation of match sources. The total numbers served 
in 5b was 1,772,964 which is up from 1,685,484 that was reported the prior year. The majority of this increase is due 
to an increase in the number of children 1 through 21 years of age that were served by suicide prevention and 
LGBTQ+ school climate work and the increase in the number of patients covered by the Colorado Pediatric

Created on 9/27/2024 at 10:30 AMPage 30 of 276 pages

https://drive.google.com/file/d/10u62bSglcqkCvXQ4nUjTcY4vZzwlQ1PO/view?usp=sharing


Psychiatry Consultation and Access Program (CoPPCAP). See Form 5b notes for additional details on shifts for 
each population served by Title V. 
 
Form 5a field notes include a definition of each population count. Because Colorado is focused on predominantly 
employing systems level strategies to impact outcomes for the MCH population, Form 5a presents a challenge in 
that it captures direct and enabling services. Since Colorado’s MCH program provides no direct services, the 
numbers are predominantly enabling services provided by match sources (CYSHCN care coordination, family 
planning and school-based health centers).
 
Field notes for Form 5b include a description of the methods used to determine reporting for each population group. 
For each population group, Colorado reported the number from the program(s) that have the largest reach in an 
effort to avoid duplication. Using this methodology, Colorado’s estimates track closely to the overall state population 
for most of the six population groups (see form 5 field notes).
 
Audit of Expenditures 
Colorado implements a state single audit, which meets the requirement of Section 506(b)(1). Please click here for 
the most recent single state audit.
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III.D.2. Budget

Aligning MCH Resources with Need 
In the upcoming year, Colorado’s MCH program will continue to align resources to meet the prioritized needs for this 
reporting period, as identified through the statewide MCH needs assessment. Strategies and activities outlined in 
the state action plans for each priority were used to identify resource needs and scope annual budgets to support 
implementation that begins October 2023.
 
Progress towards MCH outcomes for each priority is not achievable without the federal Title V MCH Block Grant 
award that also leverages additional resources. A description of how Colorado is braiding resources to impact the 
priorities is included below and organized by the national and state performance measures selected by Colorado for 
the upcoming year.
 
NPM 4a: Percent of infants who are ever breastfed. 
The annual objective for reporting year 2024 is 92%.
 
NPM 4b: Percent of infants breastfed exclusively through 6 months. 
The annual objective for reporting year 2024 is 35.0%.
 
For the upcoming reporting period, MCH funding will continue to support staff time to implement breastfeeding 
strategies in the positive child and youth development priority action plan. MCH will continue to leverage funding from 
the CDC State Physical Activity and Nutrition (SPAN) grant to pay for staff time and technical assistance and 
hospital recognition. Additional breastfeeding FTE (and associated strategy work) will be funded through the USDA 
Special Supplemental Nutrition Program for Women, Infants and Children (WIC). In addition to breastfeeding support 
and promotion, MCH Block Grant dollars will continue to fund staff time to build nutrition security through increased 
access to nutrient-rich locally grown food.
 
NPM 6: Percent of children, ages 9 through 35 months, who received a developmental screening using a parent-
completed screening tool in the past year. The annual objective for reporting year 2024 is 43.0%.
 
For the upcoming year, MCH Block Grant dollars will continue to be braided with state General Funds to support 
approximately 5.5 FTE on the CYSHCN team and .35 FTE on the Health Informatics and Telehealth and Digital 
Inclusion teams at CDPHE; implementation of strategies in the state action plan; and contracts with local public 
health agencies to implement local action plans that support the CYSHCN population. The CYSHCN team will 
continue to leverage HRSA’s  Pediatric Mental Health Care Access Grant to maintain and/or expand several existing 
partnerships and to support state and local implementation efforts.
 
NPM 9: Percent of adolescents who are bullied on school property or electronically. The annual objective for 
reporting year 2024 is 18.5%.
 
MCH Block Grant dollars will continue to fund approximately 2.0 FTE to implement the state prosocial connection 
action plan. In addition, MCH staff time will be leveraged with additional state funding including: $400,000 of state 
General Funds to support gender sexuality alliances, staff mental health training and school and district policy 
implementation with Colorado schools and districts; state General Funds for maternal mortality prevention 
community-based strategies to promote social connectedness; state funds from tobacco and marijuana programs 
for a public awareness campaign for youth; and federal SAMHSA funds from the Colorado Department of Education 
to support the development of comprehensive suicide prevention policies. Through an interagency agreement, MCH 
funding will continue to support a positive youth development training system coordinated by the Colorado 
Department of Human Services. 

NPM 11: Percent of children with special health care needs, ages 0-17, who have a medical home. The NPM 11 
annual objective for reporting year 2024 is 41.0%.
 
For the upcoming year, MCH Block Grant dollars will continue to be braided with state General Funds to support
approximately 5.5 FTE on the CYSHCN team and .35 FTE on the Health Informatics and Telehealth and Digital
Inclusion teams at CDPHE; implementation of strategies in the state action plan; and contracts with local public
health agencies to implement local action plans that support the CYSHCN population. The CYSHCN team will
continue to leverage HRSA’s  Pediatric Mental Health Care Access Grant to maintain and/or expand several existing
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partnerships and to support state and local implementation efforts.   
 
NPM 14a: Percent of women who smoke during pregnancy. The annual objective for reporting year 2024 is 4.3%.

MCH Block Grant dollars will continue to fund a portion of a Tobacco program staff position (0.25 FTE) to serve as 
an MCH program liaison. Amendment 35 tobacco state tax revenue and a CDC grant will continue to provide annual 
funding for additional Tobacco program staff and comprehensive Tobacco program efforts, including MCH-related 
tobacco activities. Leveraging combined funds enables CDPHE’s Tobacco and MCH programs to extend the reach 
of strategic efforts that reduce the burden of perinatal tobacco use and exposure, increase positive birth outcomes 
and improve the health of families throughout the lifespan.
 
SPM 1: Percent of children ages 0-17 years who live in a supportive neighborhood. The annual objective for 
reporting year 2024 is 55.5%.
 
For the upcoming reporting period, MCH Block Grant funds will continue to be braided with CDC funding for physical 
activity, nutrition, comprehensive cancer prevention, violence and injury prevention, state tobacco tax funds, and state 
general funds to implement the state action plan for the built environment priority.  MCH Block Grant dollars will 
continue to support approximately 0.7 FTE in the Healthy Communities Unit for action planning, implementation, 
technical assistance, and community engagement support to impact this SPM.
 
SPM 2 was retired in 2023 and replaced by SPM 5 (see below).
 
SPM 3: Number of points for racial equity related policy, practices and systems changes implemented at the 
program, division and department level. The annual objective for reporting year 2024 is 15.
 
For the upcoming reporting period, MCH Block Grant dollars will continue to support the implementation of the 
reducing racial inequities priority. The funding will support 1.0 FTE for the Racial Equity Specialist to develop and 
implement state action plan strategies and consult with internal and external partners to integrate racial equity 
approaches across programs and systems that serve the MCH population.
 
SPM 4: Percent of women of reproductive age (18-44 years) who report good mental health. The annual objective for 
reporting year 2024 is 73.0%.
 
For the upcoming reporting period, MCH Block Grant dollars will continue to support 1.0 FTE of the Family Adversity 
and Mortality Prevention team across multiple positions for the implementation of the strategies outlined in the state 
action plan; and contracts with local public health agencies to implement social emotional wellness local action 
plans. To advance and expand impact, MCH will align with and leverage funding from the CDC grant that supports 
the Colorado Perinatal Care Quality Collaborative, state General Funds to reduce maternal mortality, the ERASE 
Maternal Mortality grant through the CDC and the HRSA State Maternal Health Innovation and Data Capacity grant..
 
SPM 5: Percent of children in poverty according to the supplemental poverty measure (New measure in 2023). The 
annual objective for reporting year 2024 is 7.9%.
 
For the upcoming reporting period, MCH Block Grant dollars will continue to support staff time to implement the 
program, including partial FTE for the Economic Mobility Program Manager. The program will continue to leverage 
multiple funding streams, including private foundation funds, the FARE grant through the U.S. Department of Labor, 
and federal pandemic recovery funds received through the American Rescue Plan Act. Braided funding will support 
a portion of the FARE Grant Coordinator, a Tax Credit Outreach and Navigation Specialist, contracting staff and 
evaluation and communications staff to support continued implementation of the MCH state action plan and FARE 
grant activities. These funds will also continue to support contracts with local public health agencies, free tax 
assistance site partners, and community-based organizations. Funding will also continue to support the GetAhead 
Colorado media campaign.
 
Throughout the upcoming year, Colorado’s MCH program will continue to monitor implementation of the strategies 
supported by Title V dollars through quarterly performance management reporting and progress towards meeting 
annual objectives for national and state performance measures through annual evaluation of state and local impact 
that will be submitted with Colorado’s annual application/report.
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Local Public Health Agency Funding 
In the upcoming year, all 56 local public health agencies in Colorado will continue to receive funding from Colorado’s 
MCH Block Grant, totalling approximately $5,215,532 of federal/state partnership funding. Local funding allocations 
are calculated by a formula based on the MCH population and poverty rates in each local public health agency’s 
jurisdiction. Agencies receiving the largest awards (>$55,000) are required to implement an action plan for one or 
more of the MCH priorities and submit quarterly performance management reports based on the action plans. 
Smaller agencies use their funding for core public health services that support the MCH population within their 
communities.
 
MCH Federal/State Partnership Match Requirement 
Based on Colorado’s current Title V Block Grant award, the MCH program anticipates receiving $7,630,605 for the 
application year. Colorado will match the federal Title V Block Grant award with $5,722,954 of state general funds 
(as indicated in Form 2, line 3) to meet the 4:3 federal to state match requirement. These state general funds are 
from the following three programs: Children and Youth with Special Needs; Family Planning; and School Based 
Health Centers. A brief description of each match source is included below.
 
Children and Youth with Special Needs: Pursuant to Colorado Revised Statute §25-1.5-101(1)(r). CDPHE will 
continue to contract with local public health agencies throughout the state to provide services for the children and 
youth with special needs population, such as MCH funded care coordination, and to implement local action plans to 
support children and youth with special needs.
 
Family Planning: Pursuant to Colorado Revised Statute §25-6-102, CDPHE will continue to contract with family 
planning programs throughout Colorado, which serve the MCH population. Family Planning clinics continue to play a 
critical role in ensuring access to a broad range of family planning and related preventive health services for millions 
of low-income or uninsured individuals throughout the state. In addition to contraceptive services and counseling, 
these clinics provide a number of important preventive health services such as patient education and counseling, 
pelvic examinations, breast and cervical cancer screening according to nationally recognized standards of care, 
sexually transmitted disease and Human Immunodeficiency Virus prevention education, counseling, testing and 
referral and pregnancy diagnosis and counseling.
 
School Based Health Centers: Pursuant to Colorado Revised Statute 25-20.5-501-503, CDPHE will continue to 
contract with school-based health centers, which serve the MCH population. Priority is given to centers that serve a 
disproportionate number of uninsured or underinsured children and youth (defined as birth to < 21 years of age), a 
low-income population or both and may award grants to (1) establish new school-based health centers; (2) expand 
primary health, behavioral health and oral health services offered by existing school-based health centers; (3) expand 
public and private health insurance enrollment; and/or (4) provide support for ongoing operations of school-based 
health centers.
 
Colorado does not use any other funds as match, as reflected on Form 2, lines 3-6 (local, other or program income).
 
30%-30%-10% Requirement 
MCH budgets will be finalized in September 2024 to meet the allocation requirements of at least 30% to CYSHCN, 
30% to preventive and primary care for children and no more than 10% to Title V administrative costs (see Form 2). 
Specific to line 1C of Form 2, administrative costs include operating costs and personnel time for the division’s 
centralized services that support the MCH program. This includes fiscal, contracting, compliance, communications 
and operations support. These costs consistently remain between 4 - 9% over time. Annual variations are contingent 
upon the status of the Prevention Services Division's overall budget for centralized services, which is impacted by 
changes in Federally negotiated indirect rates, centralized services staffing and availability of resources from other 
funding streams.
 
To ensure adherence to federal population-specific budget requirements, the state MCH fiscal officer and MCH 
program staff will continue to track expenditures throughout the year by type of effort (direct versus enabling versus 
public health services and systems) and by population (CYSHCN, child/adolescent, women of reproductive age). 
Based on the Maternal and Child Health Bureau’s definition of direct health care services, Colorado’s MCH program 
will not be funding any direct services with Title V dollars, nor will MCH fund any services that are eligible for 
Medicaid reimbursement. In addition to monthly fiscal meetings, a coded system of invoicing for contractors will 
continue to be used, allowing for budgetary planning and tracking according to the three population categories. 
Spending on administrative services will be tracked by the Fiscal Services Unit Manager in coordination with the
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MCH fiscal officer and the MCH Director.
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III.E. Five-Year State Action Plan

III.E.1. Five-Year State Action Plan Table

State: Colorado

Please click the links below to download a PDF of the Entry View or Legal Size Paper View of the State Action Plan Table. 

State Action Plan Table - Entry View 

State Action Plan Table - Legal Size Paper View 
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III.E.2. State Action Plan Narrative Overview

III.E.2.a. State Title V Program Purpose and Design

Colorado’s Title V program is designed in alignment with Brownson’s Evidence-based Public Health Framework of 
assessment, planning, implementation and evaluation. Funded implementation strategies are 81.9% public health 
services and systems and 18.1% enabling; no currently funded strategies are categorized as direct service 
provision. Both needs assessment and resulting priority implementation strategies are informed by the following 
models of investigating and improving health status:

Life course theory and model
Two-generation approach, aka 2Gen
Resilience-focused approaches informed by research in protective factors and adverse childhood 
experiences
Social determinants of health models, including the BARHII Framework, emphasizing social and structural 
influencers of health status
National Public Health Accreditation Board standards and measures for public health practice Colorado 
Public Health Improvement Act (SB 08 194) 
The Public Health Foundation’s performance management framework

 
As a result of the Needs Assessment for the 2021-2025 Colorado MCH priorities, the Title V program in Colorado 
changed the fundamental programmatic approach to impacting the priorities, which is captured in the MCH 
Framework. An additional suite of materials, including priority overviews and data packages, serve as valuable 
communication tools that are described in section III.C. Five Year Needs Assessment Summary of this 
application.
 
The needs assessment process that determined the 2021-2025 Colorado MCH priorities began with workgroups 
originally focused on the MCH population groups. Each workgroup reviewed current literature, convened community 
partners, used MCH, CDPHE and supplemental evaluation data and reviewed state plans developed by other 
Colorado programs to aid in priority needs selection. Early in the process, coordinators of the population-specific 
groups identified that similar themes were emerging across the lifecourse in MCH populations.
 
Access to care, behavioral health (defined to include both mental health and substance use) and nutrition security 
were identified as needs for each MCH population group. These became the Colorado MCH health impact areas, 
with strategies to address these common needs, and associated measures, identified across the seven priorities. In 
preparation for program implementation for the new priorities, the MCH program developed three strategic anchors: 
racial equity, community inclusion, and moving upstream. These strategic anchors tether the seven MCH priorities to 
a shared vision. They also provide a lens through which every decision is viewed to ensure consistency in decision 
making.
 
As people from across the Colorado MCH program met, collaborated and created a shared vision for MCH through 
the identification of the 2021-2025 priorities, it became important to both maintain the strength of the evidence-
based practices and population-specific focus areas that the program has cultivated in the past, as well as to make 
space for innovative approaches to maximizing MCH impact. The result is seven broad, interconnected priorities that 
were selected with the intention of implementing strategies that could directly, as well as indirectly, impact multiple 
priorities. The challenge then became how to represent broad, interconnected work in Colorado’s state and local 
action planning processes to reflect the cross-cutting nature of the MCH priorities in how teams work together both 
internally and across systems.
 
The overarching goal for MCH, as stated in the Framework, is “to increase community and family resilience,” which 
has expanded opportunities for the MCH program to communicate, connect and collaborate with partners in human 
services, health care delivery systems and now economic development - an area in which public health has not 
always been engaged. Using this framework allows Colorado’s MCH program to create a strong foundation for 
programs impacting the health of families and children, grow connections and ultimately impact outcomes that are 
shared across the systems that support the MCH population in Colorado.
 
State Action Planning and Implementation Process: 
Colorado’s MCH Program followed the Implementation Science framework to guide the development of the state 
action plans. While the needs assessment process served as the “exploration” stage, starting in December 2019
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through September 2020 the program moved into the “installation” stage to get ready for “initial implementation” of 
the new state action plans in October 2020. MCH is now in “full implementation” with annual updates to state action 
plans occurring in the summer for implementation October through September. The strategic anchors are used by 
staff as guideposts as they update their action plans and logic models to ensure the inclusion of strategies and 
activities that advance racial equity, community inclusion and moving upstream. The action plans for the upcoming 
year are summarized here. Priority Coordinators continue to lead implementation of the state action plans for each 
priority. A collaborative performance reporting tool is completed quarterly by priority coordinators and reviewed by 
the MCH program’s leadership team. The qualitative and quantitative data collected in the tool is a mechanism to 
monitor progress, learn from each other’s implementation efforts, make adjustments to program implementation as 
needed, highlight successes and address challenges.
 
The collaborative infrastructure for implementation includes a Priority Coordination Team, which meets monthly to 
provide an opportunity for priority coordinators to collaborate around implementation of state action plans, support 
for local action plans and challenges experienced with the intent of learning and adapting the work. Each priority has 
developed a team to guide the overall implementation of the priority-specific state MCH action plan through regular, 
active implementation of strategies and activities. The MCH leadership team, known as “Team FAD” (ie focus, 
advice and decision-making) directs the program’s strategic focus, provides advice as needed and guides 
programmatic decision making. All MCH staff gather monthly for virtual all-staff meetings. These all staff convenings 
provide an opportunity for staff throughout the program to connect and collaborate through sharing of information 
and/or input gathering, or to bring topic specific discussion on areas of shared interest to expand understanding and 
growth.
 
The culmination of these planning efforts from the installation stage into the initial implementation stage to what is 
now full implementation has resulted in more thoughtful collaboration across MCH staff, as well as an increase in 
shared decision making throughout the program. A more in-depth overview related to implementation efforts for each 
priority is included in the narrative section for each population domain, along with a link to the state action plan for 
each priority. The narratives include an overview of the MCH role in addressing the prioritized need, the MCH 
resource investment, other funding being leveraged to support the work, a description of the population health 
strategies to impact each priorities’ national and/or state performance measure(s), as well as areas of innovation 
and cross-cutting issues being addressed through MCH efforts.
 
Local Action Planning and Implementation Process: 
Beginning in October 2020, to support local public health agencies with their initial planning and implementation, 
priority coordinators developed examples of potential local strategies that could complement and augment state 
efforts and created adaptable local logic model templates for agencies to customize. Beginning in January 2021, 
Priority Coordinators, in partnership with the local MCH and CYSHCN teams, supported  local public health 
agencies in the development of local logic models and action plans tailored to their specific community needs and 
agency capacity. Local public health agencies are expected to align their work with the state priorities, and the 
development process followed many of the same steps taken to establish state logic models and action plans. By 
using a co-creation approach, the local public health agencies have the opportunity to select activities that align with 
the relationships they have in place, the political and public will in their community and the needs they have identified 
through their local community health assessments and public health improvement plans. Local agencies were able to 
choose from the national and state performance measures selected by Colorado MCH or create local performance 
measures that they measure and report independently. All local plans were approved by the state MCH priority 
coordinators, CYSHCN staff and the MCH local support team. The plans are incorporated into local contracts, and 
agencies submit quarterly reports and are monitored based on the plans and budget they submit. Local public health 
agencies convene monthly for peer to peer support and the MCH Local Support team coordinates fall, winter and 
spring progress check-ins between state and local MCH staff to allow for additional communication channels to 
identify barriers, transition/onboard new staff and support the implementation of the local action plans.
 
Performance Management 
Colorado’s MCH program has an infrastructure to support performance management. Performance management 
has been institutionalized across priority efforts through the use of consistent data collection tools, required reporting, 
meeting structures, and quality improvement resources. Because long-term outcomes at the population level can 
take multiple years to achieve, MCH performance management provides a mechanism for monitoring, supporting, 
and realizing incremental wins so that staff know when work is on track and when it’s not, allowing for proactive and 
timely adjustments. Core components of MCH state and local performance management include:

Logic model and action plan development for each priority.
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Quantitative and qualitative quarterly state progress reports on each priority (progress on objectives and 
strategic anchors, successes, challenges, and areas where additional assistance may be needed).
Review of quarterly reports by Team FAD (Focus, Advise, Decide) and the MCH evaluation team. This review 
includes highlighting successes, as well as clarifying challenges or reasons why progress is impeded. 
Additional feedback and/or support is provided for priority implementation teams each quarter.
Successes, challenges, and opportunities for cross-priority collaboration are documented with each review of 
the quarterly report.
Local public health agencies submit quarterly reports on progress through a template that is reviewed by the 
MCH local support team and relevant subject matter experts from the state MCH program.
The MCH Epidemiology and Evaluation team use the state and local quarterly reports to help inform annual 
evaluation summaries for each priority, as well as a cross-priority evaluation.
Ensuring linkages between performance management, performance measures and program evaluation.
Embedding quality improvement into routine program monitoring and implementation.
Hosting interactive learning communities to foster growth and identify areas for improvement across priorities.
Coordinating ad hoc workgroups to provide input into new or evolving processes when change is needed.
 

Overall, MCH performance management has improved state and local action plan implementation; documentation of 
impact; and enabled leadership to understand and respond to barriers identified by staff.
 
MCH Evaluation 
Each year, the MCH evaluation team uses multiple sources to develop annual evaluation summaries to capture 
ongoing progress towards goals, track completion of objectives, and monitor national and state performance 
measures, as well as evidence informed strategy measures. Action plan objectives are developed based on short-
term or intermediate outcomes from the corresponding logic model.
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III.E.2.b. State MCH Capacity to Advance Effective Public Health Systems

III.E.2.b.i. MCH Workforce Development

In June 2019, the MCH program launched an MCH Workforce Development Section within the Children, Youth and Families 
Branch. This team was established to support training, consultation, coaching and communities of practice for Colorado’s 
MCH state and local public health workforce on cross-cutting knowledge and skills, fundamental to MCH program 
implementation.
 
The MCH Workforce Development Section is currently home to the following positions: Racial Equity Specialist, Community 
Inclusion Specialist, Change Specialist, Facilitation Specialist, and a Section Manager. Current staff hold content expertise in 
racial equity, community engagement, positive youth development, change management, behavioral insights, project 
management, emotional intelligence, facilitation, coaching and fostering stress-responsive and trauma-informed 
workplaces. Collectively, the staff have extensive experience providing training, consultation and applying adult learning best 
practices.
 
The Workforce Development Section developed a learning infrastructure for the MCH program based on a MCH learning 
framework, which captures the current state of the MCH workforce, the future state (i.e., vision) and the approach to fulfilling 
the vision. The team established shared language, processes and expectations for the provision of workforce support and a 
process for accessing the team through a workforce development request system. The team developed a one-pager and 
readiness assessment to help guide state and local public health partners in identifying and receiving the most meaningful 
and relevant workforce support. 
 
Workforce Development staff also provide leadership for a Branch Culture Team within the Children, Youth and Families 
Branch. In addition to developing and leading the contract for racial affinity group facilitation, the workforce team also 
monitors progress on strategies to support and strengthen branch culture. Having staff with expertise in facilitation and 
navigating differences, has been beneficial in fostering a positive workplace culture and has helped branch staff 
continuously strive to live into five branch values: growth mindset, cultural humility, anti-racism, connectedness and 
accountability.  Leveraging the resources developed for local public health partners, the workforce team also facilitates two 
cohorts of the “stress-responsive and trauma-informed workshop series” internally for both branch supervisors and staff. 
Bringing this knowledge and skills “in-house” not only promotes a culture of learning and development, but also creates 
opportunities and expectations for shared language and behavioral strategies that can be implemented across teams and 
colleagues; ultimately feeding culture change.
 
Workforce Development Needs
The Workforce Development Section has continued to partner with the Office of Public Health Practice, Planning and Local 
Partnerships to annually survey the workforce learning needs for all Colorado local public health agencies. This annual 
survey has been embedded as a part of the contract requirements, and as such, the MCH Workforce Development Section 
can now track changes to local workforce development learning needs over time. Based on survey responses from 2020-
2024, the MCH Workforce Development Section has identified the greatest learning needs to be (in order of greatest need 
based on the 2024 survey results):

Community Inclusion
Communicating the value of public health’s role across sectors
Influencing Partners and Leaders
Moving Upstream
Navigating Change
Facilitation
Coaching Skills for Supervisors
Strategies for supporting staff such as:

Individual and Team assessments
Regulation strategies to prevent staff burnout 
Stress-Responsive and Trauma-Informed Workplaces 
Developing team cohesion

 
In addition to highlighting local public health agencies' top learning needs, the surveys also continue to paint a picture of 
barriers to prioritizing workforce development, including time, funding, and staffing. This is critical to understand, since 
neuroscience demonstrates that cognitive learning (and thus behavioral change) is impeded when people exist in a state of 
pervasive stress and overwhelm, which can result from perceived lack of time, resources and support. This undoubtedly 
poses an operational challenge for a team charged with supporting the learning and development of public health staff. To 
address this barrier in a neurobiologically sensitive way, MCH Workforce Development team continues to prioritize the 
intentional integration of “stress-responsive and trauma-informed” strategies into processes and communications, as well
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as grounding public health staff in the science of both stress and regulation.
 
Since the workforce development request system launched in spring of 2021, over 350 requests for training, consultation 
and/or coaching have been made by both state, local and community partners. 
 
Strategic Anchors
To support alignment and cohesion across implementation efforts for the seven MCH priorities, Workforce Development 
staff lead and support staff in integrating three strategic anchors throughout MCH program implementation. The strategic 
anchors of racial equity, community inclusion and moving upstream guide MCH priority coordinators/subject matter experts 
in selecting and implementing strategies, as well as measuring impact.
 
Since 2022, the following are examples of how the MCH Workforce Development team has supported the knowledge, 
understanding and operationalizing of the three strategic anchors:

Learning Communities:
Community Inclusion Learning Community
Community Inclusion presentation “The Sole Effort of Community Connection”
Strategic anchor intro presentation at Local Planning and Partnership Call
Moving Upstream Learning Community
Racial Equity Learning Community
Local learning community anchor discussion
Language Justice state learning community
Racial Equity Combined Learning Community
Targeted Universalism Learning Community

Resources and Reports:
An overview of the MCH Strategic Anchors
A Moving Upstream Matrix tool
PSD Community Engagement Toolkit
Community Engagement 101 Training
State-level Strategic Anchor planning guidance
Racial Equity in Data Initiative (REDI) Project
Strategic Anchor/Cross Priority evaluation summary

MCH Digest Articles:
MCH Digest Strategic Anchor article
MCH Digest: Navigating Differences article
MCH Digest: Community Inclusion and Language Justice article 
MCH Digest: Targeted Universalism articles: December, March, April, May 
MCH Digest: Facilitation article

 
These resources, and others, are available via the MCH Workforce Development webpage.
 
In an effort to promote continuous quality improvement, the anchor leads began conducting an annual process evaluation of 
the strategic anchors in 2021. The annual process evaluation has led to the following changes to the support provided by the 
strategic anchor leads. As a result, strategic anchor leads:

review and provide input on local action plans and 4-square progress reports
review and provide input on state action plans
provide more proactive analysis, feedback, direction, and learning opportunities for state MCH staff
designed and launched the REDI initiative
partnered with the MCH Local Support Team to more intentionally determine local public health agency needs 
and pathways to offer support (e.g. creation of a Workforce Development email address and request form) 
created a 30-minute orientation video specific to the strategic anchors for new state and local MCH staff

 
Positive Youth Development
In the fall of 2022, following extensive discussions with state and community partners, the MCH Facilitation Specialist 
(formerly the MCH Youth Development Specialist) executed a three-year interagency agreement to support the transition of 
the statewide training system to the Colorado Department of Human Services. This agreement leverages the statewide 
infrastructure of the Tony Grampsas Youth Services program and enable the program to hire a Positive Youth Development 
Specialist to support local trainers, update and maintain the website for the statewide training system, and expand the 
positive youth development learning opportunities to include more robust content in topics such as racial equity and 
inclusion strategies for LGBTQ+ youth. The MCH Facilitation Specialist will continue to support the transition of the training
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system over the next year to ensure successful integration, implementation and sustainability of the program.
 
Stress-Responsive, Trauma-Informed Environments
In response to the annual workforce survey feedback indicating staff overwhelm and burnout, the Workforce Development 
Section completed training from the Neurosequential Network in the winter of 2024 on their trauma-informed framework. The 
information gleaned from the training was used to develop and integrate a stress-responsive, trauma-informed systems 
approach into the MCH program. After vetting numerous organizations and frameworks, the Neurosequential Model in 
Education framework was determined to have the most user-friendly and accessible content. Additionally, the framework 
was already familiar to some of Colorado’s local public health agency partners. MCH Workforce Development staff 
contracted with the Educational Access Group to adapt the content for increased relevance to the public health sector and 
workplace settings. In 2023, the Workforce Development team integrated this content and began training state and local 
MCH staff in operationalizing a trauma-informed approach into program policies and practices. This training enables the 
MCH workforce to understand stress and trauma and recognize how it can be reduced or reinforced, in both subtle and 
overt ways. Integration of the approach serves as a mechanism for the MCH program to support psychologically safe, 
diverse, inclusive and engaging environments. These environments will ultimately support the retention of staff and lead to 
more meaningful and relevant state and local MCH program implementation. 
 
During this reporting period, the MCH Racial Equity Specialist and MCH Workforce Section Manager have hosted 67 
workshops on the individual, interpersonal and organizational skills and strategies necessary for building a stress-
responsive, trauma-informed and staff-resilient workforce. The evaluations of these workshops continue to demonstrate a 
high need and interest in staff having the time to understand the science of stress that they are so intimately familiar with, 
learn and practice regulation strategies and be given the time to slow down to promote self-care, as well as integrate 
strategies for organizational change. One participant commented, ““The series has broadened my understanding about
how trauma is connected to equity and that engaging with people in a trauma-informed way can lead to more 
productive conversations, relationships, and outcomes.”
 
Due to the ongoing demand for workshops, the MCH Racial Equity Specialist and MCH Workforce Development Section 
Manager will continue to explore designing and launching a cohort model for workshop participation that will support focused 
learning, dedicated support, and sharing of implementation practices across local public health agencies and community 
coalitions. Having spent the last few years learning, piloting and creating an infrastructure for implementation, this upcoming 
year is focused on refining content, enhancing processes and curating complementary resources. By bridging existing MCH 
Workforce Development consultation model practices and having a plethora of content developed, the team is now able to 
design customized organization and/or team specific workshop series’ to meet identified needs and to advance cultures of 
care and belonging.
 
The Racial Equity Specialist and Workforce Development Section Manager continue to contract with an external 
organization, Educational Access Group, to receive consultation support on adapting the Neurosequential Model training and 
resource content. In addition, an evaluation plan was developed by this contractor, and a final evaluation summary report is 
currently being drafted. For more information on this past year’s stress-responsive, trauma-informed efforts, please refer to 
the priority narrative for the reducing racial inequities priority.
 
Navigating Change and Moving Upstream
The ability to navigate change is not only a strategic public health skill, but also a critical skill for navigating and mitigating 
stress. The MCH Change Specialist possesses a deep understanding of the intersections of change management, 
behavioral insights and project management, and has developed tools and processes to support MCH staff with navigating 
change and complex issues with greater ease. One example is the Project Exploration Workbook that integrates the three 
frameworks, in addition to the MCH strategic anchors, to help staff apply the concepts in their implementation efforts. The 
MCH Change Specialist also uses a planning template to guide programmatic change management efforts.
 
The MCH Change Specialist serves as the programmatic lead for the moving upstream strategic anchor. She drafted this 
resource to describe the Root Cause Analysis Process and developed a Moving Upstream Matrix tool that has been shared 
and used in consultation with numerous stakeholders, including the Rocky Mountain Public Health Training Center’s SDOH 
courses, the University of Colorado’s School of Public Health, the PHIT conference 2022, an MCH State Learning 
Community, and during the 2023 AMCHP conference virtual poster presentation.
 
The concept of targeted universalism has also become a topic of exploration in MCH priority implementation.  As a result, 
the Racial Equity Specialist and Change Specialist coordinated an MCH targeted universalism learning community with 
MCH state staff to create a baseline understanding of the concept and to begin exploring opportunities for application in 
future MCH action planning.
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Holding Difference and Embedding Equity
The ability to recognize, hold and navigate difference, is a critical skill in moving towards equity and creating a culture of care 
and belonging. The Racial Equity Specialist and Workforce Development Section Manager both completed a certification 
process to become a Qualified Administrator of the Intercultural Development Inventory (IDI) and Intercultural Conflict Style 
(ICS). These tools help create awareness in individuals and teams regarding the ability to understand, honor and navigate 
differences. These assessments have been embedded into the stress-responsive, trauma-informed learning series and 
normalized the use of racial equity tools, such as these assessments, with local public health agencies and community-
based partners. During this reporting period, the Racial Equity Specialist has administered 51 assessments and individual 
debriefs. In addition, the Racial Equity Specialist developed questions to vet potential contractors for values and expertise 
alignment. MCH staff piloted these questions when seeking contractors to facilitate the Maternal Mortality Review Committee 
Retreat, as well as to select a vendor to facilitate upcoming race-based affinity groups within the Children, Youth and 
Families Branch.
 
Facilitation
The Workforce Development team continues to receive internal and external requests to support teams and processes 
through thoughtful facilitation. Being able to hold differences, simultaneously address power dynamics, and serve as an 
engaging yet neutral facilitator, is a critical public health skill, especially when there is a prioritized focus on equity, diversity 
and inclusion. During this reporting period, the MCH Facilitation Specialist has led numerous meetings and workgroups 
critical to the MCH program including decision-making conversations during the MCH’s Team FAD (Focus, Advise and 
Decide) meetings, the MCH Funding Formula workgroup and the MCH Listening Tour community inclusion meetings for the 
MCH Needs Assessment. In this next year, the MCH Facilitation Specialist will continue to serve as a neutral facilitator for 
MCH-specific workgroups, continue to provide facilitation consultation to MCH staff,  and begin designing content for 
resources and trainings to build staff capacity for enhanced facilitation skills across state and local MCH staff.
 
Collaboration/Coordination
MCH Workforce Development staff continue to connect and collaborate with organizations, such as the de Beaumont 
Foundation and the National MCH Workforce Development Center for purposes of both learning and alignment. The 
Workforce Development Team continues to strategically connect the dots between MCH-specific workforce development 
and the division’s, as well as department’s equity and community engagement efforts. The Workforce Development Section 
has also begun to leverage training areas of focus promoted by the Colorado Department of Personnel Administration, such 
as Creating Psychological Safety in the Workplace. These areas of connection are critical for all state and local MCH to 
know and understand in order to drive systemic change towards meaningful programmatic impacts. The following are 
examples of the team’s collaboration and connections across the Division and Department:

The Community Inclusion Specialist continues to co-lead the Community Engagement Subcommittee for Colorado’s 
Health Equity Alliance coordinated through CDPHE’s Office of Health Equity. This group previously adopted the MCH 
Community Inclusion slidedeck as their onboarding tool for the subcommittee.
The MCH Facilitation Specialist continues to co-lead one of CDPHE’s Employee Resource Groups, which creates 
and facilitates the leadership networking series, Table of Ten.
Workforce Development Staff engaged in the Prevention Services Division’s Community Engagement workgroup, 
and provided leadership in developing the Division’s Community Engagement Toolkit, which has since been adopted 
by the entire Department and utilized externally at both state and local agencies.
The Racial Equity Specialist currently partnering with the Director of Culture, Strategy, Equity and Innovation, and the 
Division’s EDI Specialist to coordinate and leverage MCH learning opportunities and expertise to inform, influence 
and engage in efforts across the division and department 
The MCH Workforce Development Section Manager facilitates monthly Emotional Intelligence workshops, as well as 
individualized EQ-i 2.0 assessments and debriefs for CDPHE’s Human-Leadership Cohorts; a collection of 
comprehensive leadership development training for managers across the department.  In this reporting period, she 
has provided 8 workshops and 147 EQ-i reports to cohort participants.
The Racial Equity Specialist and Workforce Section Manager facilitated workshops for the Colorado Department of 
Human Services, including their Extended Executive Leadership Team and the Office of Community Partnerships. 
The Racial Equity Specialist and Workforce Development Section Manager continue to facilitate and evaluate 
monthly Stress-Responsive, Trauma- Informed workshop series with numerous state and local public health 
partners.
The Community Engagement Specialist led a Community Engagement skills-building session at the 2022 annual 
AMCHP conference.
The Change Specialist hosted a virtual poster session on Moving Upstream at the 2023 annual AMCHP conference.
The Workforce Development Team led a skills-building workshop at the 2022 Public Health Improvement Training’s 
annual conference on building workforce capacity. 
The Community Inclusion Specialist leads the CDPHE's strategic plan priority #4 related to community engagement
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and created a baseline survey to identify areas of strength and struggle to inform future learning opportunities and 
resource development.
The Change Specialist, engages in the PSD Strategic Plan Culture and Behavior Norms Priority and prioritizes the 
integration of trauma-informed practices as well as behavioral insights.
The Change Specialist partnered to inform CDPHE’s PMQI plan and proposed equity be integrated into the plan, of 
which most proposals were accepted
The Change Specialist developed and led the department-wide Behavioral Insights Community of Practice group 
and continues to partner with experts in change management across state and local agencies, as well as private 
sectors.
The Change Specialist hosted a learning community on Targeted Universalism.
The Workforce Development Section Manager co-leads the AMCHP Workforce Leadership Development 
Committee including informing AMCHP’s strategic planning for the workforce development pillar.
The Workforce Development Section Manager participates on the Advisory Committee for the Rocky Mountain 
Public Health Training Center.
 

Moving Forward
To meet the increasing needs of the MCH workforce, the MCH Workforce Development Team will continue to grow their 
expertise in their specific content areas of focus, as well as complementary areas, including:

Trauma-Informed Systems
Creating Psychological Safety in the Workplace
Story-telling (as a mechanism for qualitative data collection and dissemination)
Embodiment and mindfulness practices 
AORTA’s Facilitate for Freedom Fundamentals Training - a training to develop anti-oppression facilitation skills 
Targeted Universalism

 
Over the course of the next year, the MCH Workforce Development Team will continue curating resources and learning 
opportunities for MCH staff and partners to deepen their learning, skills and abilities to operationalize the prioritized topic 
areas.  A few of these opportunities include:

Utilize the 2024 local public health survey data to inform how learning opportunities and resources are developed, 
implemented and disseminated.
Explore partnerships and resources for developing and implementing learning opportunities related to 
“communicated the value of public health across sectors” and “influencing partners and leaders”
Plan and coordinate MCH state and local learning communities.
Continue coordinating Children, Youth and Families Branch culture-building efforts to support the development of an 
inclusive workplace, including a focus on equitable professional development, racial affinity group spaces, and 
restorative spaces for BIPOC staff.
Host ongoing strategic anchor learning opportunities for local public health agencies about how to apply the anchors 
to MCH work.
Host learning cohorts, for both supervisors and staff, that engage in a series of workshops focused on the individual, 
interpersonal and systems strategies needed to create and practice a stress-responsive, trauma-informed and staff 
resilient workplace culture. 
The strategic anchor leads will continue to partner with the MCH evaluation team to coordinate and enhance 
evaluation processes, embedding the strategic anchor evaluations into the annual MCH evaluation.
Provide individualized consultation on the MCH strategic anchors for state and local staff implementing MCH action 
plans.
Curate a community inclusion series to support MCH staff and partners in developing the engagement skills 
necessary for authentic community engagement.
Curate a moving upstream series to support MCH staff and partners in developing the skills necessary for 
implementation of moving upstream strategies.
Develop facilitation expertise and learning opportunities and resources focused on building skills for anti-oppression 
facilitation skills. 
Lead the capacity assessment portion of the MCH needs assessment to more comprehensively represent and 
address state and local workforce needs to effectively implement the MCH program.
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III.E.2.b.ii. Family Partnership

One of the three MCH strategic anchors is community inclusion. Community refers to the people who are most 
impacted by inequities resulting from geography, race and ethnicity, immigration status, language, sexual orientation, 
gender identity, socioeconomic status, and other structurally marginalized identities. Colorado uses the de 
Beaumont Foundation’s definition of community inclusion as “an authentic, mutually beneficial, and collaborative 
process of working to address issues that affect the health and well-being of particular communities, which often 
involves prioritizing health equity. Community engagement exists on a continuum; involves equitable distribution of 
decision-making power and a focus on community partnering and collaboration; and is rooted in trust and respect.” 
Colorado’s MCH program implements multiple strategies to support inclusion of youth, families and community 
members who reflect the MCH population in achieving positive outcomes across the life course. This includes 
dedicating MCH resources to support:

MCH Community Inclusion Specialist
CDPHE Community Advisory Board
Youth Partnership for Health
Family leader engagement

 
CDPHE Community Advisory Board 
In 2018, Colorado’s MCH program identified that a formal infrastructure for community inclusion and engagement 
would strengthen MCH priority implementation. As a result, the Community Advisory Board (CAB) was developed 
and launched in October 2019. Primarily funded by MCH, the Colorado tobacco program also contributed funding 
during the 2023/2024 year. The advisory board’s membership is reflective of the communities that are most 
impacted by MCH priority work and is composed of individuals who have a wide range of expertise, including lived 
and professional experience. Members represent varying sexual and gender identities, native and immigrant 
experiences, as well as different languages, races, and ethnicities. Processes for facilitation include simultaneous 
interpretation in both Spanish and American Sign Language. CAB meets monthly from September through May. All 
meetings are planned and co-facilitated by the MCH Community Inclusion Specialist and advisory board members. 
Staff representing the following programs, initiatives or projects, who have sought feedback from the advisory board 
include:

MCH Needs Assessment
Colorado Tobacco Campaign
MCH “Picturing Colorado” Storytelling project
MCH mini-grants
MCH Listening Tour
Colorado Newborn Screening program
Economic Mobility MCH Priority
Positive Child and Youth Development MCH Priority
Child Fatality Review Program
Reducing Racial Inequities MCH Priority
Maternal Mortality Prevention Program
Community Inclusion MCH Strategic Anchor
Colorado Early Childhood Comprehensive Systems
CYSHCN Family Delegate

 
The variety and volume of programs that access the advisory board consistently highlights its value, integrating 
feedback into program development, implementation and evaluation, as well as policy recommendations. 
 
Over the past two years, CAB developed and launched a storytelling project in an effort to highlight community 
expertise and develop personal stories related to MCH that have the potential to influence program, practice and 
policy change. This storytelling project resulted in numerous member-led, member-driven, and member-authored 
stories. Within the MCH program, these stories were utilized to increase the capacity of MCH staff to more effectively 
engage in race equity work through a lens of cultural humility. In addition, these recorded and professionally produced 
stories will be combined into a short video which has been disseminated widely as a tool for demonstrating the 
impact of community inclusion efforts. The videos include: the Community Advisory Board Video, as well as 
individual videos of LaTerrell, Mariana, Reyna, and Sara. 
 
In the spring of 2024, building on these storytelling efforts, the MCH program contracted with Dr. David O. Fakule,
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Morgan State University to build the capacity of both internal MCH staff, as well as CAB members, to integrate the 
use of stories in MCH work.
 
The MCH Community Inclusion Specialist, in partnership with advisory board members, continues to update 
practices and board infrastructure with tools, such as Presenter Onboarding for Presenters, and Onboarding for 
Members to support effectiveness, as well as sustainability and replication. The Community Advisory Board’s 
infrastructure and practices have been shared within CDPHE and across state agencies, as well as presented 
nationally at the 2022 AMCHP conference. 
 
Like any initiative there are successes and challenges. Current successes include: most CAB presenters report 
revising their work based on the feedback they received from advisory board members and that the feedback they 
received helped them to re-center their work to focus more on community. In the spring of 2024, the Community 
Inclusion Specialist successfully recruited six new members onto the board. The CAB is now composed of these six 
new members, nine returning members and five alumni.  Challenges included internal process for payment, a lack of 
term-limits and language services contracts.  The Community Inclusion Specialist worked diligently to address and 
reform internal processes for compensation, including an increase in stipend amount, as well as development of 
term-limits for members, leading to CAB’s first cohort of alumni. In addition,  issues related to language services led 
to establishing vendor evaluations to monitor the quality of translation services and the ability to change vendors 
when a community member is not satisfied with the service. 
 
Youth Partnership for Health 
For the past 21 years, the Youth Partnership for Health has met monthly during the academic year to provide 
feedback and recommendations to programs and initiatives. Members receive training on topics related to public 
health, such as the MCH core competencies, the ten essential services of public health, social determinants of 
health, health equity and positive youth development. Maintaining a diverse group of youth continues to be a priority. 
Members range in age from 13-19, represent urban, mountain and rural experiences, varying sexual and gender 
identities, both native and immigrant experiences, as well as different races and ethnicities. The Youth Partnership 
for Health is coordinated by the Community Inclusion Specialist and continues to receive financial support from 
numerous CDPHE programs, including state-funded tobacco and marijuana programs, to sustain this mechanism for 
soliciting youth input.
 
The council continues to meet both virtually and in-person and, during this performance period, provided feedback to 
interested programs and initiatives, such as: 

Healthy Kids Colorado Survey (YRBS+)
Forward Together Campaign
School-based Health Center program

10Four - Denver Afterschool program
Project Hope
CDPHE Retail Marijuana Education program
MCH Listening Tour

MCH Mini-Grants
MCH Picturing Colorado Storytelling project
MCH Needs Assessment

 
Like the Community Advisory Board, the value of the Youth Partnership for Health is reflected by the variety of entities 
that seek input on their program and/or policy development, implementation and evaluation.
 
In the spring of 2024 the MCH Community Inclusion Specialist recruited 11 youth and worked with nine returning 
members. She continues to update practices and program infrastructure for the Youth Partnership for Health, 
including Onboarding for Presenters and Onboarding for Members  and compensation resources.
 
YPH continues to experience both successes and challenges. Successes include continued feedback that every 
presenter that attended YPH found their time to be valuable. “It's so valuable to be welcomed into a space that is 
facilitated by young people and where youth voices are driving the conversation. I am so thankful that this group 
exists and that the young people involved with YPH are so willing to meet with community, local-level and state
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partners to improve efforts that and for, and impact, them.”
 
Challenges include the virtual nature of YPH meetings. Members continue to express not wanting to speak up due to 
their discomfort with the virtual space. To create a more inclusive environment, the Community Inclusion Specialist 
leads intentional team building activities and also prioritizes scheduling in-person meetings so members can 
connect with each other in person.
 
Family Leaders 
The MCH program contracts with Parent to Parent of Colorado to increase engagement of family leaders in the 
implementation of the MCH program, with a focus on families of children and youth with special needs. Lisa Franklin 
has served as Colorado’s designated Family Leader for the Title V block grant, drawing on her lived experience as a 
parent and grandparent of a child with special health care needs, as well as extensive experience establishing and 
participating in family advisory councils to provide consultation, technical assistance and expertise to support 
meaningful community engagement. In June 2023, Lisa retired after a nearly year-long transition and onboarding of 
Nichole Arp as the new Executive Director. MCH’s current contract with Parent to Parent of Colorado continues 
through September 2024. Current Parent to Parent of Colorado activities include:
 

Build the capacity of MCH state staff to engage parents and caregivers of children and youth with special 
healthcare needs. 
Inform the development of MCH family engagement strategies that are included in MCH priority 
implementation efforts with a focus on the CYSHCN population.
Act as a liaison between the MCH program at CDPHE and existing family leadership organizations.
Help Colorado’s MCH program infuse the CYSHCN caregiver experience into health care, human services 
and early childhood systems initiatives.
Serve as Colorado’s designated Family Leader for the Title V MCH Block Grant and AMCHP family leader 
delegate. This includes providing and/or ensuring the provision of family perspective(s) to inform the strategic 
direction of the MCH program; contributing relevant content to the MCH Block Grant annual report and 
application for the upcoming year and participating in the annual in-person block grant review with federal 
partners; and participating in the annual AMCHP conference on behalf of Colorado’s MCH program.
Represents Title V in the Children’s Disability Advisory Committee, which makes recommendations to 
Colorado’s state Medicaid agency.

 
MCH Collaboration with CDPHE Community Inclusion Efforts 
In 2018, a department-wide community participation policy was created, requiring all CDPHE programs to engage 
the community to inform their work. CDPHE staff are also expected to operationalize the Colorado Equity Alliance’s 
Community Partnership Principles into their business practices in order to reduce barriers to effectively engage 
community members, as well as to identify and inform systems improvements that support effective community 
engagement. To support uptake and implementation of these principles, MCH staff co-led and participated in the 
Prevention Services Division’s Community Engagement Workgroup.
 
The workgroup prioritized areas of focus for expanding and strengthening internal practices that support community 
engagement. This led to the Prevention Services Division removing two provisions in the request for applications 
procurement process to reduce the administrative burdens on smaller, grassroots organizations, which are often led 
and/or staffed by people of color. The workgroup also held internal information sessions to educate program staff on 
the role that Financial Risk Assessments for external contracting can play in equity and engagement.
 
The workgroup developed a robust Community Engagement Toolkit, approved by CDPHE’s Executive Leadership 
Team for use across CDPHE in spring of 2022. This toolkit outlines a shared approach and best practices for 
providing incentives to support community participation, as well as guidance on how to systematically embed costs 
for language services as part of standard, program budgeting.
 
Beyond CDPHE, the MCH Community Engagement Specialist has historically participated in the community 
engagement subcommittee of the Colorado Equity Alliance. This group is focused on sharing best practices and 
aligning policies for engaging family and community. This group has adopted the MCH Community Inclusion 101 
slidedeck as an onboarding tool for the subcommittee itself, as well as a tool for other state agency staff to promote 
community engagement and inclusion internally to their respective agencies.  Learning from one another, in the 
summer of 2024, the MCH program mirrored the CDHS community compensation amount, increasing the hourly
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stipend from $30/hr to $40/hr. 
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III.E.2.b.iii. MCH Data Capacity

III.E.2.b.iii.a. MCH Epidemiology Workforce

The Colorado MCH program is dedicated to evidenced-based practices and measurement of progress towards the 
selected priorities through the use of core measures, which include National Performance Measures, Evidence-
based or -informed Strategy Measures, State Performance Measures and State Outcome Measures. These 
measures are applied to both state and local action plans and are tracked through a performance dashboard that 
includes state and local quarterly reporting by priority. 
 
MCH epidemiology and evaluation are performed by an MCH Epidemiologist (1.0 FTE) and an MCH Evaluation 
Manager (0.6 FTE) who work in CDPHE’s Center for Health and Environmental Data (CHED) and whose work is 
overseen by the MCH Section Manager/Title V Deputy Director. Locating these two positions in CHED enables the 
epidemiologist and evaluator direct access to population-based data sources, as well as collaboration opportunities 
with fellow epidemiologists and evaluators who serve other programs across CDPHE. Although the MCH 
Epidemiologist and MCH Evaluation Manager sit in a different division at CDPHE, they are integrated within the Title 
V program. They attend quarterly MCH Section and monthly MCH All Staff meetings and are ad hoc participants in 
the MCH leadership team meetings. They also participate in the MCH Data Workgroup that is responsible for all 
data collection and analysis for the needs assessment. All MCH team members and local public health agencies 
have direct access to the MCH Epidemiologist and MCH Evaluation Manager to meet their data and evaluation 
needs.
 

The previous MCH Epidemiologist left the role in January 2024, and the new MCH Epidemiologist started in 
February 2024. The new MCH Epidemiologist has an MS in epidemiology and more than 4 years of experience in 
applied public health epidemiology. The position supports team members across the division and the department 
and local public health agency staff in using MCH surveillance data to drive strategic planning and program 
improvement. This includes the following responsibilities:

leads annual measurement and data reports for the MCH block grant and SSDI grant;
develops state and local data tools such as data briefs, state and local data tables and other relevant 
materials;
provides technical assistance for collection, analysis, interpretation, and dissemination of population-based 
data; and
coordinates data collection and analysis for multiple population-based MCH surveillance systems.
 

The MCH Evaluation Manager (0.6FTE) has an MSPH and more than 25 years of experience in public health and 
quality/performance improvement with emphasis in the areas of program planning and evaluation, quality 
improvement, consultation and facilitation.This includes the following responsibilities:

designs and implements the statewide MCH evaluation system in alignment with Public Health Accreditation 
Board, MCHB, and in coordination with performance management practice;
provides expertise and leadership for MCH-related state and local level evaluation efforts, and evaluation-
related technical assistance to state and local MCH staff; and
supports team members across the division and department in using MCH evaluation data to drive strategic 
planning and program improvement.

 
Performance management and evaluation efforts were further supported by the Evaluation Specialist (1.0 FTE) from 
the CYSHCN team and the Workforce Development Section’s Change Management Specialist (1.0 FTE), who used 
Behavioral Insights methodology to enhance, improve and design reporting dashboards that reflect the values of the 
MCH program and include meaningful context for the data entered to assist in continuous process and quality 
improvement. These positions are housed in the Children, Youth and Families Branch. Most of these positions are 
100% funded by Title V, SSDI funds and/or state general funds for CYSHCN (Title V state match), while the CYSHCN 
team Evaluation Specialist was funded at 30% by ARP to support economic mobility efforts through July, 2024.
 

The Evaluation Manager and Evaluation Specialist also lead the development/revision of state action plans and logic 
models and contribute to the review and editing of local logic models and action plans. Both have contributed 
expertise to the needs assessment planning and implementation.
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The MCH Epidemiologist, MCH Evaluation Manager, and Evaluation Specialist formed an MCH Data and 
Evaluation Implementation Team to increase communication, collaboration, and support. The team drafted a year 
three and year four data plan which lists all epidemiology and evaluation needs for the Title V block grant. The data 
plan includes activities listed in the state action plans in addition to planned epidemiology and evaluation activities 
that support the overall work. The team meets monthly to review progress on the data plan, troubleshoot issues, and 
discuss current work. The team also meets with priority coordinators and implementation team members as needed. 
This new model of collaboration amongst the data experts has enhanced communication and alignment, as well as 
cross-training.
 
Challenges facing the data team include reductions in survey response rates, disruptions in population-based data 
collection systems, increased demand for disaggregated data reflecting demographics and geographic areas, and 
need for upstream data measuring the social determinants of health. Survey sample sizes are on the decline as 
response rates are dropping. Surveillance costs are on the rise as materials and postage increase in price and 
efforts to improve response are implemented. These surveillance changes negatively impact the depth of analysis 
and interpretation that epidemiologists and evaluators can provide as the amount of data available to analyze 
shrinks.

 
Small sample sizes limit the ability to disaggregate the data to assess experiences, behaviors, and outcomes for 
various demographic and substate groupings. Population-based public health work is shifting upstream, and public 
health data collection systems are slow to shift course to measure social and structural determinants of health. As a 
result, public health epidemiologists and evaluators explore population-based data outside of traditional public health 
to measure these upstream factors. In order to do that well, they are tasked with learning methodologic details about 
each new data collection system, which takes time and attention to detail.
 
Colorado MCH took three steps forward in addressing some of these challenges. The previous MCH Epidemiologist 
applied for and received funding from the Council of State and Territorial Epidemiologists to support the 
implementation of a social determinants of health supplement on the Pregnancy Risk Assessment Monitoring 
System questionnaire. The supplement went into the field in May 2022 and 1,226 participants completed the 
supplement. The weighted dataset was available for analysis in April 2024. In addition, the Health eMoms 
surveillance system was codified in state statute in May 2022. This ongoing funding supports a program coordinator 
(1.0 FTE), program analyst (1.0 FTE), and part time program assistant (0.5 FTE). The coordinator was hired in 
August 2022 and the analyst was hired in April 2023.

 
The next iteration of the panel survey, rebranded as the Baby & You Survey, will oversample groups that make up a 
smaller percentage of the population and disproportionately experience health inequities, including Black/African 
American, American Indian/Alaska Native, and Asian/Pacific Islander birthing people. Baby & You launched with 
Survey 1 during summer 2023 and had 1,538 respondents (46% response rate). Survey 2 (1 year postpartum) 
launched in January 2024. Finally, the MCH Epidemiologist worked with the Rocky Mountain Research Data Center 
to gain approval of a proposal to the U.S. Census Bureau to access the sub-state variables for regional analysis of 
the 2020 and 2021 NSCH substate oversample datasets. 2022 oversample data became available in fall 2023 and 
included updated weighting methodology. Regional analysis was delayed however, as updates to the weighting 
methodology for existing 2020 and 2021 datasets was completed in April 2024.
 

Demand is increasing for data visualizations that allow for quick, broad access to overall and disaggregated data. 
The new MCH Epidemiologist received advanced training in Tableau, which enabled her to create a Tableau data 
dashboard in support of the economic mobility MCH priority. In addition, the MCH Data and Evaluation 
Implementation Team created an internal dashboard that displays trend data for all performance measures. This 
dashboard supplements the annual evaluation summaries and is updated as new data become available. These 
dashboards support internal staff with their data needs and improve access to MCH data for local partners, other 
MCH stakeholders, and the broader community.  
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III.E.2.b.iii.b. State Systems Development Initiative (SSDI)

For this current cycle (FY2023 - FY2027), there are four main goals each with their own set of objectives. Below is an 
update on what was accomplished during FY2023, so far in FY2024 and a brief description of what will be 
accomplished in FY2025.
 

Strengthen capacity to collect, analyze, and use reliable data for the Title V MCH Block Grant to 
assure data-driven programming

Objective 1: Provide support for ongoing data monitoring, objective setting and achievement of the 
NPMs, ESMs, SPMs, and SOMs. 

One focus of SSDI is to provide ongoing data support related to the MCH measures. This includes 
updating the data used for block grant reporting and reviewing and revising (if needed) annual objectives. 
This objective was met in both 2023 and 2024 and will be repeated in 2025.
 

Objective 2: Use data to inform updates to state and local action plans and state and local logic 
models using a racial equity and community inclusion lens. 

Annually, state and local staff create action plans in each priority area to build on previous work and 
determine the next year’s efforts to achieve the short, intermediate and long term outcome measures 
identified in the logic model. The annual planning process occurs from April through July.
 
For both state and local planning and implementation, MCH staff engage in a process to create or update 
their logic models using data and practice-based evidence to determine short-term, intermediate, and 
long-term measures. The development of state and local action plans takes place in close partnership 
between priority coordinators, local MCH staff, and CDPHE evaluation staff to ensure that the objectives, 
strategies, and activities selected are data informed and measurable. Throughout implementation of the 
action plans, data is collected and reviewed to check progress and course correct, if needed. By 
leveraging lessons learned and available date resources, barriers can be addressed, successes 
celebrated, and upstream impact can be made.
 
State priority coordinators finalized priority-specific action plans in June 2024. Links for each priority 
action plan can be found in the III.E.2.c. State Action Plan Narrative by Domain section. MCH staff 
leveraged relevant data to update their logic models and over the past year worked with MCH evaluators 
to craft racial equity in data initiative (REDI) data resources to enhance data briefs with crucial information 
(see below for more info on the REDI documents). In order to complete these, priority coordinators 
identified specific areas within the state action plans where there is historical, structural or social context 
that has been directly linked to health disparities in the data.
 
MCH evaluators and priority coordinators also work closely with the 12 local public health agencies that 
receive more than $50,000 in MCH funding annually to update their local action plans, which were also 
completed in June 2024.
 
State and local action plans will be crafted for the new block grant cycle using data from a variety of 
sources, including data collected for the State of MCH: Facts, Figures, and What Works from traditional 
data sources, subject matter experts, and context provided from MCH stakeholders and community 
members through the statewide listening tour. In addition to quantitative data and exploration of sources 
that highlight opportunities to advance racial equity, action plans and logic models will be informed by 
narrative and community-derived data, like stories from MCH populations. Data sources will be monitored 
regularly for updates and checked for relevance.

 
Objective 3: Provide quantitative data collection and analytic support for the selection of Colorado’s 
Title V priority needs, strategic anchors (currently racial equity, community inclusion, moving 
upstream), the NPMs, ESMs, and SPMs as part of the 2025 MCH Needs Assessment. 

One major focus of Colorado SSDI is designing and completing the 2025 MCH needs assessment. Work 
to organize and collect data for the assessment ramped up in early 2024. Progress on this objective will 
be measured by completion of each component of the assessment, finalizing the new set of MCH 
priorities, and submitting the FY2026 Title V Block Grant Report and Application, including the MCH 
Needs Assessment. So far this year, the data work group continued to meet regularly, a listening tour work 
group formed and the listening tours began. A needs assessment data work group launched last spring
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and is made up of the MCH program’s director and deputy director, epidemiologist, evaluators, program 
specialists and one of the local liaisons. The work group began meeting monthly in April 2023 and will 
continue to meet regularly until the needs assessment is submitted. Data summaries known as “State of 
MCH” documents were created to provide an overview on data related to the NPMs currently being 
considered for the next round of priorities.
 
More information about work conducted this past year in preparation for the FY2025 Needs Assessment 
can be found in the III.C. Five Year Needs Assessment Summary section. The assessment will be 
completed and the report will be submitted with next year’s application. The MCH Snapshot which 
contains demographic data related to the Colorado MCH population will be updated in the next year and 
will also be submitted with the FY2026 application.
 

Objective 4: Annually evaluate progress on all seven MCH priorities and the strategic anchors 
(racial equity, community inclusion, moving upstream). 

Similar to previous years, priority evaluation reports were completed this year. This year’s evaluation 
summaries focus on October 2022 - September 2023. There is a cross-cutting summary on the overall 
performance of the block grant including the strategic anchors, and a summary for each priority 
highlighting data, successes and challenges. Action plans were edited, in total 46% of objectives ended in 
September 2023 and 54% will end in September 2024. Status of objectives as of September 2023 is 
reported. Of the 35 objectives in the action plans, 28 (80%) were completed, 5 (14%) are in progress, one 
(3%) was incomplete, and one (3%) was not measurable due to an overlap with another objective. Even 
though three years isn’t sufficient time to show dramatic change in population based performance 
measures, two NPMs are improving, two show no change, and one NPM (4A, 4B) is split, with one 
measure improving and the other showing no change. Two SPMs are improving, one SPM shows no 
change, and one SPM is getting worse.
 
Evaluation summaries for 2024 will be completed by spring of 2025.

 
Strengthen access to, linkage of, key MCH datasets to inform MCH Block Grant programming and 
policy development, and assure and strengthen information exchange and data interoperability

Objective 1: Identify and support use cases about various data interoperability activities to increase 
equitable access and resources. 

The Colorado MCH program values linking MCH datasets in meaningful ways that can help improve MCH-
related needs assessments, program development and evaluation. Several data linkages are included in 
the SSDI work plan and monitoring of other potential linkages occurs on an ongoing basis. For example, 
the program began implementing the developmental screening and e-referral project at Children’s 
Hospital Colorado, a larger health system with four times more referrals than the initial pilot. 
In the upcoming reporting year, ongoing monitoring to identify gaps in the collection and public reporting of 
maternal health data with a focus on health outcomes correlated with race/ethnicity will continue.

 
Enhance the development, integration, and tracking of health equity and social determinants of 
health metrics to inform Title V programming

Objective 1: Plan and implement the Racial Equity in Data Initiative to better frame and interpret 
racial inequities identified in the data briefs and other data products. 

MCH program staff recognized the need to be more explicit in providing context that accompanies data 
deliverables (e.g. priority data briefs) to ensure that a racial equity lens is employed in reporting and 
analyzing data within the historical, social, and structural systems that contribute to health inequities. For 
example, the initial draft of the built environment data brief did not include in depth context to describe how 
systemic racism contributes to decreased access to supportive neighborhoods for certain populations 
(e.g. redlining and racially restrictive covenants). The data briefs by themselves did not paint a complete 
picture and MCH program staff realized this was an opportunity to contextualize the data. Priority 
coordinators, with support from strategic anchor leads, agreed to develop a short document to accompany 
each priority’s data brief with concrete examples related to the race equity, community inclusion, and 
moving upstream strategic anchors that would be helpful foundational knowledge for someone reading the 
data brief. Priority coordinators researched and reviewed existing materials, received consultation from 
the strategic anchor leads, and created documents with additional historical, social, and systemic context 
to supplement the data briefs. All priority REDI documents have been written and the Create Safe and
Connected Built Environments REDI document has been formatted. The remainder of priority REDI
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documents will be formatted by the end of 2024.
 
The MCH Epidemiologist drafted a brief currently titled Guidance for Interpreting Data on Racial 
Inequities. This three-page brief provides guidance on interpreting data on racial inequities specifically 
related to the MCH data briefs. The brief’s text was finalized and will be formatted by the end of the year.

 
The set of best practices/considerations to be used in equitable practices for data interpretation and 
reporting for the Colorado MCH program will still be completed by the end of 2024.

 
Objective 2: Improve the availability of social determinants of health data in population-based data 
collection systems and integrate the measures into programmatic implementation and evaluation. 

The new MCH priorities include varying levels of upstream work to improve the social determinants of 
health (SDoH). The MCH data team has been assessing SDoH data availability related to living 
conditions since selecting the new priorities and determining what else needs to be collected. The SDoH 
supplement added to the 2022 Colorado Pregnancy Risk Assessment Monitoring System (PRAMS) 
questionnaire includes questions on financial stability, food security, transportation, provider treatment, 
stress, and discrimination. Questions around food security and discrimination are continuing to be 
included on PRAMS Phase 9, beginning in 2023. The tax credit team has been working with the Colorado 
Department of Revenue to explore accessing provisional data for more real time program evaluation. 
While the Department of Revenue does not have the capacity to provide provisional data at this time, they 
are providing annual data to the tax credit team. The community vitals signs dashboard will continue to be 
updated with new SDoH data for use with each new year of maternal mortality case review, including 2023 
deaths in the fall of 2024. This will all be completed by the end of 2024.

 
The implementation of the  MMRC community vital signs dashboard with every maternal mortality review 
case will continue in the upcoming reporting year.
 

Develop systems and enhance data capacity for timely MCH data collection, analysis, reporting and 
visualization to inform rapid state program and policy action related to emergencies and emerging 
issues/threats, such as COVID-19.

Objective 1: Link maternal deaths (starting with 2021) to COVID-19 case data to inform rapid data 
analysis during emergencies and future programs and policies. 

In October 2023, 78 potential maternal mortality cases (from 2022) were sent to the CDPHE COVID-19 
data team for matching. Thirty-one cases were identified as having tested positive for COVID-19 at some 
point prior to the death. This information was then incorporated into the case narratives for the Maternal 
Mortality Review Committee. Analysis of deaths from 2017-2021 show that 5 pregnancy-associated 
deaths (2.7%) were from COVID-19 infection. The MMRC added the question “Did COVID-19 contribute 
to the death” with 2020 case review, to further understand the impact of the pandemic beyond infection to 
include factors such as social isolation and delay of care. When the 2022 case review is complete in the 
fall of 2024, responses to this question will be analyzed of 2020-2022 deaths.
 
Results of the analysis (maternal deaths by COVID variables) will be included in infographics and 
presentations that will be disseminated to partners over the course of the next year.
 

Objective 2: Support surveillance systems to collect data in emergency situations through 
development of protocols for data collection and analysis and dissemination of COVID-19 data with 
a focus on marginalized populations. 

The Health eMoms COVID-19 survey, conducted in early 2021, has been providing rich qualitative data 
through free text fields. Quotes from participants referencing a wide variety of situations during the 
pandemic are being integrated into various data products including the MCH Snapshot, the Areas of 
Well-being Reports, and the MCH Data Briefs. Quantitative data from the survey is available on the 
Heatlh eMoms website, including results disaggregated by race/ethnicity, insurance, region, and other 
demographic factors.
 
Healthy Kids Colorado Survey data from 2021 was used to show impacts of the pandemic on youth 
health through a departmental press release and stakeholder presentations.
 
The Colorado Health Institute requested aggregated data from the CYSHCN COVID-19 Survey in May
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2023 to support work of the Colorado Department of Early Childcare. 
 
This objective will be completed by September 2024. 

 
See the full Colorado FY2023 - FY2027 SSDI work plan for more details.
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III.E.2.b.iii.c. Other MCH Data Capacity Efforts

Child Fatality Prevention System 
The Child Fatality Prevention System (CFPS) is a statewide, multidisciplinary, multi-agency effort to prevent child 
deaths. Administered through CDPHE, the CFPS consists of multidisciplinary local review teams covering all 64 
counties in Colorado, the State Review Team, and the state support team at CDPHE. Local teams include 
community members and field experts. These teams complete case reviews of infant, child, and youth deaths in 
Colorado due to undetermined causes, unintentional injury, violence, motor vehicle and other transportation, child 
maltreatment, sudden unexpected infant death, and suicide. These case reviews help to identify trends and patterns 
in the deaths and strategies to prevent future deaths. Through the case review process, the State Review Team and 
local teams develop recommendations for how to prevent child deaths. On an annual basis, the state support team 
aggregates local team prevention recommendations and facilitates a process for members of the CFPS State 
Review Team, local teams, and other stakeholders to generate system-wide recommendations based on the annual 
statewide data. These recommendations are included in an annual legislative report. The leading causes of death 
among infants, children, and youth under age 18 reviewed by the CFPS for the years 2018-2022 were suicide, 
firearm deaths (including accidental, homicide, and suicide), motor vehicle and other transportation incidents, 
sudden unexpected infant death (SUID), and child maltreatment. The Child Fatality Prevention System also maintains
a Data Dashboard.
 
Maternal Mortality Prevention Program 
In 2023, the Maternal Mortality Prevention Program (MMPP) published a legislatively-mandated report that covers 
2016-2020 maternal deaths. The report addresses racial inequities and discrimination, causes of death, the role of 
mental health and substance use, and additional demographic data. Data from 2016-2020 show that American 
Indian/Alaska Native pregnant and postpartum people were 2.9 times more likely to die during pregnancy or within 
one year postpartum than the overall population of people giving birth, and Black pregnant and postpartum people 
were 2.1 times more likely to die of pregnancy-related causes than the overall population in Colorado. The leading 
causes of pregnancy-associated deaths continue to be suicide, unintentional drug overdose, and obstetric 
complications. The report also covers the 13 overarching recommendations generated by the Maternal Mortality 
Review Committee addressing the following: equity, bias, and discrimination, community-based solutions and 
engagement, clinical quality, screening and follow-up, care coordination and transitions, overdose prevention, firearm 
violence prevention, capacity and access, workforce diversification and expansion, provider training, education and 
public awareness, reproductive autonomy, and equitable reimbursement and insurance coverage. In addition to the 
legislative report, the MMPP completed an additional legislatively-mandated report to assess the state’s gaps in 
maternal health data.
 
Pregnancy Risk Assessment Monitoring System 
CDPHE has administered the Colorado Pregnancy Risk Assessment Monitoring System (PRAMS) since 1997. 
PRAMS collects data two to four months after delivery on maternal behaviors and experiences before, during, and 
immediately after pregnancy. Colorado has annual weighted data sets through 2022. In 2022, 1,226 postpartum 
people completed the survey, which was administered by mail and telephone, for a weighted response rate of 57%. 
The Phase 8 questionnaire was fielded for the last year in 2022 along with the 12-question social determinants of 
health supplement. The new Phase 9 questionnaire was finalized in early 2023 and fielded in June 2023. CDC 
PRAMS delayed the start of Phase 9 data collection by two months to accommodate the final stages of 
programming and testing of the new questionnaire. In addition to the Phase 9 questionnaire, 2023 data collection 
also marks the implementation of the web-survey module for Colorado. Now there are three options to complete 
PRAMS - mail, web, or phone. PRAMS data are provided to CDPHE programs and partners for planning, policy and 
programming, evaluation, and research.The weighted 2023 dataset should be available in early 2025. The MCH 
Epidemiologist coordinates PRAMS for Colorado and MCH contributes funding to support PRAMS data collection 
each year.
 
Health eMoms/Baby & You 
Health eMoms and Baby & You are online, longitudinal survey programs that CDPHE created to collect novel 
perinatal and early childhood data. State MCH staff were critical in the development and oversight of both programs.
 
Health eMoms operated from 2018-2021, drawing a monthly simple random sample of 200 Colorado-resident 
postpartum people from live birth certificates and recruiting these people by mail to join an online survey platform. 
Enrolled participants received four to six 10-minute online surveys by email and text from shortly after birth up until 
their baby’s third birthday. In January 2021, an additional survey was sent to the full enrolled cohort in order to provide
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understanding of the impacts of the COVID-19 pandemic on families. All surveys were developed in collaboration 
with CDPHE programs and partners.
 
Health eMoms sunsetted in August 2021 due to funding instability, and data collection ceased in January 2022. Prior 
to the sunset, Health eMoms collected data via six surveys from the 2018 birth cohort, four surveys from the 2019 
birth cohort, two surveys from the 2020 birth cohort, and one survey for half of the 2021 birth cohort. Enrollment rates 
ranged from 45-47%, resulting in enrollment and first survey sample sizes of 1,000-1,100 postpartum people 
annually. Response rates for subsequent surveys (2-6) ranged from 75-80% with sample sizes of 800-880. The 
COVID-19 survey had 1,844 respondents. Survey responses were weighted to represent the eligible birth population 
for each birth cohort. The results for all surveys and birth cohorts were shared with partners and can be viewed on 
CDPHE’s Center for Health and Environmental Data’s website.
 
The Colorado Children’s Campaign and other partners advocated to integrate the survey into HB22-1289. The 
legislation passed in May 2022, codifying the program into state statute and funding it with state General Funds. The 
new program, rebranded as Baby & You to be more gender inclusive, is tasked with collecting data to inform 
programs and policies that advance health equity for birthing people. To this end, the program oversamples 
American Indian/Alaska Native, Asian/Pacific Islander, and Black/African American birthing people to ensure the 
ability to disaggregate the data by race/ethnicity. Participants receive four surveys over the first three years 
postpartum (at 3-4 months, 1 year, 2 years, and 3 years).
 
Baby & You began collecting data in June 2023 and is sampling 3,400 people annually. Among the 2023 birth cohort, 
there were 1,538 (46% response rate) Survey 1 (3-4 months postpartum) respondents. As a result of intentional 
inclusion, Baby & You will be able to disaggregate data for American Indian/Alaska Native, Asian (all Asian 
identities, Indian, Chinese), Pacific Islander (all Pacific Islander identities, Filipino), Black/African American, 
Hispanic, White, and additional identities using a single year of data. These data will be available in August 2024. 
After a collaborative survey development process with diverse partners, Survey 2 (1 year postpartum) launched in 
January 2024. Survey 2 currently has a 63% response rate to this survey and is estimated to have approximately 970 
respondents. Baby & You has been redesigning its Advisory Structure to share power in decision-making with 
community and professional partners. The program is preparing to issue another open call for proposals for Survey 3 
(2 years postpartum), and will be working with a variety of partners to develop that survey prior to its launch in 
January 2025. The program is also conducting community engagement in prioritized communities to identify 
opportunities to make the program’s approaches and surveys more culturally relevant. MCH staff remain an integral 
part of the Baby & You Steering Committee and Advisory Network.
 
National Survey of Children’s Health Oversample 
MCH funded the first NSCH sub-state oversample in 2020, with a goal of 1,200 completes among children ages 0-
17 years from eight regions of the state. The first year of oversample exceeded that goal with 1,609 completed 
interviews. The second (2021) and third (2022) years of the oversample also exceeded that goal with 1,737 and 
1,634 responses respectively. Data for the fourth year (2023) of the oversample will be available in October 2024, 
and data collection for the fifth year (2024) of the oversample commenced in June 2024. The MCH Epidemiologist 
worked with the Rocky Mountain Research Data Center To gain approval of a proposal to the U.S. Census Bureau to 
access the sub-state variables for regional analysis. Once the proposal was approved, two researchers from 
Colorado secured special sworn status to enable them to access the Rocky Mountain Research Data Center and 
analyzed regional data for several MCH indicators. Two indicators were submitted for disclosure avoidance review, 
which was granted in May 2023. The MCH Epidemiologist presented on Colorado’s NSCH oversample journey, 
including accessing the data center, at the Association of Maternal and Child Health Programs Annual Conference in 
May 2023. Upon consultation with the MCHB Senior Epidemiologist who reviewed the first set of regional estimates, 
Colorado decided to include a third year of the oversample before releasing regional estimates. Three-year regional 
analysis has been delayed due to weighting methodology changes with the NSCH. These changes were initially 
implemented in the 2022 dataset, and updates to previous years of data were completed in April 2024. Beginning 
with 2026 data collection, Colorado will be shifting from a sub-state oversample to an oversample by race/ethnicity in 
order to enable disaggregation of the data by race/ethnicity for the CYSHCN population. The MCH Epidemiologist 
coordinates the contract for the oversample with the U.S. Census Bureau plus data access and analysis for the 
NSCH oversample and MCH continues to fund the NSCH oversample each year.
 
Healthy Kids Colorado Survey 
The Healthy Kids Colorado Survey is Colorado's most comprehensive survey focused on the health and well-being of 
middle school and high school students. It's aligned with the CDC's Youth Risk Behavior Survey and is conducted on
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a biannual basis in the fall of odd years. The purpose of the survey is to better understand youth health and which 
factors support youth to make healthy choices. The survey covers numerous topics such as substance use, alcohol, 
tobacco, mental health, suicide, physical activity, nutrition, sexual health, safety, and other risk/protective factors, in 
order to develop interventions and supports to keep Colorado’s youth healthy and safe. Statewide and regional 
survey data are compiled and disseminated after each survey. The 2023 Healthy Kids Colorado Survey had 
responses from 120,239 students (47,920 middle school students and 72,319 high school students). A total of 344 
schools participated in the 2023 survey (178 middle schools and 166 high schools), with data released in June 
2024. The next survey will be administered beginning in the fall of 2025, with data available in 2026.
 
Colorado received representative results for the CDC’s Youth Risk Behavior Survey six times in 30 years (2005,
2009, 2011, 2017, 2019, and 2021) of participation. In order to focus on the administration of the Healthy Kids
Colorado Survey and to reduce local burden on schools that are invited to participate in both surveys, CDPHE has 
decided to pause participation in the CDC’s Youth Risk Behavior Survey. An additional factor is that the Youth Risk 
Behavior Survey only yields statewide results, while the Healthy Kids Colorado Survey yields school, district, 
regional, and statewide results. Colorado remains committed to collaborating with the CDC to enhance national 
youth surveillance efforts and share innovations.
 
Birth Defects 
The statewide birth defects monitoring and prevention program is Colorado Responds to Children With Special 
Needs (CRSCN). The program began in 1989 with a mission to characterize the prevalence of birth defects and 
related disabilities and provide epidemiologic information for prevention and research. Under state law, the program 
receives information about children born in Colorado who are affected by birth defects, hearing loss, and other 
medical conditions. To be included in CRCSN a child must be a Colorado resident diagnosed prenatally to three 
years of age with an eligible condition. The program primarily uses passive case ascertainment for case 
identification.
 
Colorado’s Newborn Hearing Screening Surveillance Program tracks data on hearing screening and follow-up for all 
babies born in Colorado up to age 3. A baby's ability to hear impacts their development of language even before 
they are able to speak. 
It is important to test babies before they are one month old so they can benefit from different ways to learn language. 
The program receives information for infants who missed or did not pass their hearing screening from the electronic 
birth certificate via CDPHE’s Vital Records Program.
 
Data Products 
In addition to ensuring access to various population-based data sets, the MCH data team created data products to 
support the 2021-2025 MCH priority work. The MCH Data Inventory organizes surveillance questions and indicators 
by MCH priority for the following data sources: birth certificate, PRAMS, Health eMoms, NSCH, HKCS, and a few 
other surveys that are focused on adults. The NOM, SOM, NPM, ESM, SPM Trends 2021-2025 is an internal 
tracking sheet that includes trend indicators and annual objectives for each of the core measures. The data in this 
tracking sheet link to data figures in the MCH program’s quarterly reporting document and to the annual evaluation 
summaries. The MCH Snapshot was updated last year and will be updated again next year. The Baby & You team is 
finalizing a pair of topical data briefs using Health eMoms data that will cover child care and adverse childhood 
experiences and will be released by the end of summer 2024. MCH has a specific tab on the Colorado Health 
Information Dataset website to direct users to various online MCH data sources. The Positive Child and Youth 
Development and Built Environment data briefs are completed and the rest of the data briefs will be formatted by fall 
2024.  
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III.E.2.b.iv. MCH Emergency Planning and Preparedness

On September 30, 2019, Governor Jared Polis signed the 2019 State Emergency Operations Plan. The purpose of 
the Colorado State Emergency Operations Plan is to outline general guidelines on how the state carries out its 
response and recovery responsibilities to address an emergency or disaster event. This plan can only be activated 
through the issuance of a Gubernatorial Executive Order. Adoption of the plan through this order identifies that the 
Director of the Office of Emergency Management within the Colorado Department of Public Safety’s Division of 
Homeland Security and Emergency Management will lead state disaster or emergency response and recovery 
efforts. Once the plan is activated, all state departments and offices are mandated under the authority of the 
Colorado Disaster Emergency Act (C.R.S. 24-33.5-701) to carry out assigned activities outlined in the plan related 
to mitigating effects of an emergency or disaster and to cooperate fully with each other, the Office of Emergency 
Management, and other political subdivisions in providing emergency assistance. The Office of Emergency 
Management is responsible by statute to create a comprehensive emergency management program that includes 
policies, plans, and procedures that address the preparation, prevention, mitigation, response, and recovery from 
emergencies and disasters. Statute notes that the office shall prepare, maintain, and keep the program current in 
order to meet the needs of the state; a specific requirement for the frequency of updates is not indicated.
 
CDPHE was part of the design of the State Emergency Operations Plan (SEOP) and will participate as an executive 
branch state agency whenever the plan is activated. CDPHE's Office of Emergency Preparedness and Response 
coordinates planning contributions to the State Emergency Operations Plan, both through ongoing collaboration with 
the Division of Homeland Security and Emergency Management, and by maintaining the Federal Emergency 
Management Agency's (FEMA) Emergency Support Function 8 (Public Health and Medical Services Annex) to the 
State Emergency Operations Plan. Title V leadership in Colorado are not named in the Incident Management 
Structure in the State Emergency Operations Plan, but will support activities as needed whenever the plan is 
activated.
 
Although the State Emergency Operations Plan for Colorado is not explicitly centered on the MCH population, there 
are components that relate to specific MCH sub-populations. For example, the Colorado Division of Homeland 
Security and Emergency Management includes an Access and Functional Needs Plan and associated resources, 
including a coordinator and program staff. The Access and Functional Needs Plan Coordinator focuses on 
promoting and strengthening inclusive, whole community planning in Colorado, including people with disabilities, 
rural communities, non-English speaking communities and other people who may have additional needs related to 
emergency preparedness and response. CDPHE’s Office of Emergency Preparedness and Response staff are key 
collaborators in this workgroup and also convene a Community Inclusion workgroup.
 
Office of Emergency Preparedness and Response’s Community Inclusion Workgroup 
This workgroup aims to support inclusive emergency preparedness and response by fostering relationships between 
community leaders and traditional emergency partners. It is a network that connects routinely to share relevant 
resources and updates and promotes problem-solving that improves the state’s ability to care for all Coloradans' 
health and well-being during disasters, especially those with access and functional needs. Participants in the 
workgroup include a CYSHCN team member to represent the needs of children and youth with special healthcare 
needs and their families in the emergency preparedness and response planning process, alongside state and local 
emergency and community-based organizations from around the state that includes: local public health; local 
emergency managers; University of Colorado’s Center for Inclusive Design and Engineering; the Colorado 
Commission for the Deaf, Hard of Hearing, and Deaf-Blind; county-based equity and emergency committees; the 
State Unit on Aging; Colorado Respite Coalition; the Colorado Department of Human Services; the Colorado 
Department of Local Affairs; and the Access and Functional Needs Program from the Colorado Division of 
Homeland Security and Emergency Management.
 
The Office of Emergency Preparedness and Response oversees the Community Inclusion in Colorado maps 
(CICOmaps). The CICOmaps were created by CDPHE and University of Colorado Assistive Technology Partners to 
enhance current emergency preparedness and response planning and resources by making location-based 
community information easy-to-access. The maps include community demographics and functional characteristics at 
the census-tract (sub-county) level. They include the locations, service areas, and phone numbers of community 
providers and health care facilities. As of December 2023, CYSHCN data has been incorporated into CICOmaps, 
making it a more comprehensive resource.
 
Office of Emergency Preparedness (OEPR) and Pediatric Disaster Preparedness
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In 2024, OEPR hired a Pediatric Behavioral Health Specialist. The Specialist has been closely collaborating with the 
CYSHCN team to re-engage pediatric partners after some collaborative efforts were interrupted during the 
pandemic. These renewed partnerships will help explore potential strategies and/or activities to incorporate into the 
MCH action plan for access to supports.
 
EMS for Children State Partnership 
State Emergency Medical and Trauma Services Advisory Council (SEMTAC) is a Governor-appointed council 
consisting of 25 members and seven non-voting (ex-officio) members representing the interests of citizens and 
emergency medical service providers. The council advises the Department in developing, implementing, and 
improving emergency medical and trauma services statewide. As of April 2023, a CYSHCN team member is a 
voting member of SEMTAC’s Pediatric Care Committee. The purpose of the committee is to inform and advise the 
emergency medical and trauma services community on matters related to emergency medical services (EMS) for 
children within Colorado pursuant to applicable statutes and regulations. The committee will also provide guidance 
and support initiatives for the EMS for Children Colorado (EMSC) State Partnership grant program, a HRSA/MCHB 
grant that requires Title V representation. EMSC is charged with integrating, expanding, and improving pediatric 
emergency care by promoting the value and importance of integrating pediatric emergency care into the state 
emergency medical system. In April 2024, a CYSHCN team member connected the Mindsource Brain Injury Network 
to the partnership.
 
Colorado Crisis Education and Response Network (CoCERN) 
Colorado Crisis Education and Response Network is a multi-agency, inclusive, organized, collaborative network for 
disaster behavioral health response. Disaster behavioral health response is defined as all psychosocial activities 
which serve to support the individual, group, and community to deal with the cognitive, emotional, and spiritual 
impacts of a disaster. This includes mental health, substance abuse assessment and referral, victim assistance, and 
spiritual or pastoral care interventions. When a behavioral health agency’s resources are depleted or overwhelmed, 
CoCERN members provide support and services to the requesting agency. They can also work with survivors, 
responders, responder families, and the general public. In late 2023, the CYSHCN team began attending the 
quarterly meetings to represent the pediatric population.
 
Expert Emergency Epidemic Response Committee 
The Governor’s Expert Emergency Epidemic Response Committee under the authority of the Colorado Disaster 
Emergency Act (C.R.S. 24-33.5-701) includes the Executive Director, the Chief Medical Officer, the Chief Public 
Information Officer, the Emergency Response Coordinator,  the State Epidemiologist for the Department of Public 
health and Environment; the Attorney General or the Attorney General's designee; the President of the State Board of 
Health or the President's designee; the President of the State Medical Society or the President's designee; the 
President of the Colorado Health and Hospital Association or the President's designee; the State Veterinarian of the 
Department of Agriculture; the Director of the Division of Homeland Security and Emergency Management; and the 
Executive Director of the Department of Local Affairs or the Executive Director's designee. In addition to the state 
members of the committee, the Governor appoints to the committee an individual from each of the following 
categories: a licensed physician who specializes in infectious diseases; a licensed physician who specializes in 
emergency medicine; a medical examiner; a specialist in post-traumatic stress management;  a director of a county, 
district, or municipal public health agency; a hospital infection control practitioner; a wildlife disease specialist with 
the division of wildlife; and a pharmacist member of the State Board of Pharmacy. The Executive Director of the 
Department of Public Health and Environment serves as the chair of the committee.
 
Continuity of Operations Plan 
Lastly, all executive state agencies, including CDPHE, are required to have a Continuity of Operations Plan to ensure 
that mission essential functions continue to be performed during a wide range of emergencies, including localized 
weather-related events (tornadoes, floods, blizzards, etc), long-term power outages, law enforcement activities, acts 
of terrorism, etc. CDPHE’s Continuity of Operations Plan was updated in June 2023. This Continuity Plan works in 
conjunction with CDPHE’s Internal All-Hazards Emergency Response Plan and provides a framework to minimize 
potential impact and allow for rapid recovery following a disruption. This plan outlines the management framework 
and establishes the operational procedures needed to sustain essential functions and services for a period of 30 
days or until normal operations can be resumed. It applies to the full spectrum of threats and emergencies that may 
affect the Department. This Continuity of Operations Plan also establishes policy and guidance to ensure the 
execution of the essential functions for the Department in the event that an emergency at the agency or in its service 
area threatens or incapacitates operations, and/or requires the relocation of selected personnel and functions.
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All new and current employees are trained on the contents of the Continuity of Operations Plan and their 
responsibilities as CDPHE employees. Services deemed as critical services in the CDPHE Continuity of 
Operations Plan that directly support the MCH population include vital statistics records, newborn screening and WIC 
services. The plan includes detailed procedures for each of these programs to continue operations during any type 
of emergency.
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III.E.2.b.v. Health Care Delivery System

III.E.2.b.v.a. Public and Private Partnerships

During the past two legislative sessions, Colorado experienced two significant changes to the state agency partner 
infrastructure, a new Department of Early Childhood and the creation of a Behavioral Health Administration.
 
The Colorado Department of Early Childhood was codified in law when Governor Polis signed HB22-1295. This bill 
establishes the functions of the Department of Early Childhood, a new executive-level agency in Colorado, and 
moves early childhood, child health, and family support programs from other state agencies to the Department. While 
the MCH program remains within CDPHE, the explicit inclusion of child health in the mission of the new Department 
creates an opportunity for ongoing and enhanced partnership across programs serving young children and their 
families. To support this alignment, the MCH Director serves as the CDPHE representative on Colorado’s Early 
Childhood Leadership Commission, along with other public and private partners. To guide early childhood efforts 
across the state, the Commission updated the 10-year Early Childhood Strategic Plan in 2023. MCH staff are active 
participants in the implementation of the plan. The Department of Early Childhood is the lead agency for the Early 
Childhood Comprehensive Systems (ECCS) grant, with MCH staff serving as active participants in each of the three 
ECCS workgroups. These workgroups are integrated into the Early Childhood Leadership Commission’s 
subcommittee structure.
 
In April 2021 Governor Polis signed HB 21-1097 into law, marking a major step forward in the efforts to strengthen 
the mental health system in Colorado. The bill created the Behavioral Health Administration, which is a cabinet 
member-led agency, housed within the Department of Human Services, designed to be the single entity responsible 
for driving coordination and collaboration across state agencies to address behavioral health needs.
 
In 2023, the BHA released its strategic plan for the next three years and outlined its priorities and desired outcomes 
in a roadmap. In April 2024, the BHA released the Children and Youth Mental Health Implementation Plan. The 
Prevention Services Division Director participated in the development of the plan, which includes specific strategies 
that CDPHE is leading. MCH staff, along with other CDPHE program staff, crosswalked the plan with CDPHE 
strategies that may be leveraged to advance the plan. A spreadsheet summarizing these opportunities for alignment 
was shared with the BHA. A meeting has been scheduled for the summer of 2024 for CDPHE and BHA staff to 
discuss how to collaboratively support the implementation of the plan.
 
In 2022, the CYSHCN Director participated in a care coordination policy group that resulted in a report called 
Bridging the Gaps: Care Coordination Recommendations. The report was created to guide the Behavioral Health 
Service Organizations (BHASOs) that will launch in July 2025. The Behavioral Health Authority has produced a fact 
sheet outlining the role of the BHASOs and how they will interact with other components of the behavioral health 
system.

MCH has had multiple existing collaborations to support the maternal population in partnership with the Behavioral 
Health Administration. State staff have worked together to promote messages from both the pregnancy-related 
depression campaign and the Tough as a Mother campaign, helping to highlight and destigmatize the intersection of 
maternal mental health and maternal substance use/misuse. This partnership has led to leveraging of resources, 
including the co-leading of toxicology best practice guidelines to be used in birthing facilities to support more 
consistent and equitable practices, the creation of story telling videos for the pregnancy-related depression 
campaign by leveraging the Tough as a Mother storytelling software and development of a new curriculum for 
perinatal mental health and allied professionals focused on the intersection of maternal mental health and substance 
use, helping to address one of the leading causes of maternal mortality and morbidity. Staff from the Behavioral 
Health Administration also participate in the recently convened Maternal Health Task Force to inform future 
innovations.

Other Partnerships 
The Colorado Perinatal Care Quality Collaborative is the state’s designated perinatal quality collaborative and the 
entity responsible for implementing Alliance for Innovation in Maternal Health (AIM) patient safety bundles in 
Colorado. CDPHE and the Quality Collaborative have worked together to improve maternal health for many years, 
and have a strong working relationship. The Quality Collaborative centers its work around addressing sources of 
care disparities by partnering with providers and patients to implement patient safety and quality improvement 
projects to reduce variations in care. Through funding provided by the ERASE Maternal Mortality grant from the
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CDC, CDPHE has a contract with the Quality Collaborative to support implementation of the AIM Care for Pregnant 
and Postpartum People with Substance Use Disorder patient safety bundle, in alignment with Maternal Mortality 
Review Committee’s recommendations to improve systems to support people impacted by perinatal substance use. 
Additional funding was secured this year through the Maternal Health Innovation and Data Capacity Program through 
HRSA, which will allow for the implementation of additional patient safety bundles and fund systems changes to 
support the ability of staff at birthing hospitals to gather timely and accurate data. In addition, the Quality 
Collaborative provides backbone support for the Maternal Mental Health Collaborative and CDPHE staff have 
served in key roles on the leadership team for the Quality Collaborative for many years.
 
Over the past three years, Colorado’s early hearing detection and intervention system has experienced significant 
changes. During the summer of 2021, a coalition of newborn hearing partners raised concerns to CDPHE about the 
shortfalls in the state’s current system. Based on these concerns, the MCH program contracted with a facilitator to 
convene public and private partners throughout the summer and fall of 2022 to identify existing gaps, opportunities to 
fill the gaps and additional resources that may be needed to strengthen the state’s early childhood detection and 
hearing intervention system. Focus groups include audiologists, primary care providers, early interventionists, 
midwives, ENT specialists, hospital providers and screeners, and Colorado Hearing Coordinators  (CO-Hears). In 
addition to providers, staff from the Colorado Department of Human Services (Early Intervention Colorado and 
Colorado Commission for the Deaf, Hard of Hearing, and Deafblind, which administers Colorado’s Early Hearing 
Detection and Invention grant from HRSA) participate, along with staff from CDPHE (MCH/CYSHCN and the Center 
for Health and Environmental Data, which houses the newborn hearing screening data system). Recommendations 
that will guide future actions were developed in the fall of 2022. Several work groups have been formed to implement 
the proposed recommendations. The MCH and CYSHCN Directors serve on an interagency workgroup to redefine 
the relationships of the Department of Human Services, Department of Early Childhood, and CDPHE through the 
development of an interagency charter. Representatives from each agency now participate in an ongoing cross-
agency steering team to ensure that quality improvement recommendations are continually being identified and 
addressed.
 
The establishment of the Colorado Office of eHealth Innovation (OeHI) and the eHealth Commission in 2015 have 
been fundamental in organizing public-private partnerships to advance the health of Coloradans. The MCH Director 
helped update a white paper, Advancing a Coordinated Ecosystem for a Social Health Information Exchange (S-
HIE) in Colorado, that was updated and endorsed by the eHealth Commission in 2021 to elevate the need for 
social-health information exchange. OeHI is now contracting with a vendor to develop the statewide infrastructure to 
advance social health information exchange in Colorado. OeHI has launched a data governance workgroup and will 
include MCH-funded staff to ensure interoperability and connection to MCH projects, such as the developmental 
screening and e-referral pilot. MCH continues to partially fund CDPHE’s representative on the eHealth Commission, 
who also leads an internal Digital Transformation workgroup to ensure SHIE-related work is coordinated across the 
Department.
 
For a description of MCH partnerships with the Colorado Department of Health Care Policy and Financing, the
state’s designated Medicaid agency, refer to section III.E.2.b.v.b. Title V MCH – Title XIX Medicaid Inter-Agency
Agreement.
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III.E.2.b.v.b. Title V MCH – Title XIX Medicaid Inter-Agency Agreement (IAA)

MCH collaborates with the state’s Medicaid program and is specifically included in the interagency agreement (IAA) 
between CDPHE and the Department of Health Care Policy and Financing (HCPF). The IAA is reviewed annually 
and the current signed agreement remains active until a new updated IAA is signed. The IAA states that HCPF, as 
the state’s designated Medicaid administration agency, and CDPHE, as the state’s designated public health 
programs and survey and certification agency, agree to work collaboratively on the Medicaid-funded health 
programs, services, health information systems, health facilities survey and certification, and any other provider 
certifications, licensing, or agency operations required. Through this IAA, the MCH program receives Medicaid data, 
such as outreach and enrollment data for the MCH population, as well as claims data specific to developmental 
screening and screening for pregnancy-related depression. The claims data is matched with data from the 
Pregnancy Risk Assessment Monitoring System, the Maternal Mortality Review Committee, and used as part of the 
Maternal Health Outcomes Data Initiative, which is a collaboration between the two Departments to maximize the 
effective use of claims data and birth certificate data from both agencies to measure and track maternal health 
outcomes.
 
As part of the IAA, two members of the CYSHCN team participate on the EPSDT Advisory Committee. In 2023, the 
group focused on how to improve well-child visits and EPSDT screening for young children who are enrolled in 
Medicaid and do not regularly seek care or who have not utilized primary care since enrollment. The group’s 
recommendations were shared with Medicaid’s subgroup for Performance Management and Member Engagement. 
To address one of the recommendations, Medicaid hired a communication agency in early 2024 to educate parents 
and providers on what services every child is entitled to through EPSDT. The vendor used the advisory committee’s 
input to develop and finalize the materials.
 
Staff from the CYSHCN team continue to participate as voting members on the Performance Measurement and 
Member Engagement subcommittee and the Provider and Community Experience subcommittee of Medicaid’s 
Program Improvement Advisory Subcommittee. Subcommittee membership provides a space for the CYSHCN 
team to influence policy decisions that impact systems of care for CYSHCN, such as determining pediatric 
performance measures for the RAEs, which impacts care coordination pathways for referral to and between the 
RAEs. In addition, the CYSHCN team influenced the development of recommendations for Medicaid’s data 
dashboard to identify disparities among children enrolled in Medicaid and promoted the policy recommendations 
outlined in the CYSHCN policy agenda. Over the past six months, the CYSHCN team leveraged their voting positions 
on these committees to review and provide input for the next cycle of Accountable Care Collaborative contracts 
(ACC 3.0). The CYSHCN Director co-facilitated an internal process to aggregate input on the draft ACC 3.0 
contracts, as well as for the contracts for the Behavioral Health Administration Service Organizations (BHASOs). 
Over the coming months, the team will monitor which recommendations were integrated into the final contracts for 
both the BHASOs and RAEs that will begin July 2025.
 
In March 2023, the notifications for the continuous coverage unwind were sent out to Medicaid members. Over the 
past 12 months, a net of 519,000 individuals were disenrolled from Medicaid. Medicaid established a data page to 
update partners on the status of the unwind and held quarterly listening sessions with partners to better understand 
the challenges around the renewal process. Medicaid shared that in the first two-quarters of the unwind, the 
procedural denials were three times higher than they were pre-pandemic. To explore the reasons for this, Medicaid 
held sessions with both members and organizations that were helping families navigate the renewal process. A 
main challenge identified stemmed from the 33-page renewal packet. The length and complexity of the packet led to 
the submission of incomplete forms, resulting in procedural denials. In response, Medicaid used an extended 90-day 
renewal window, following the renewal due date. In addition, Medicaid shortened the renewal packet by 30% and 
changed the outer envelope to more clearly convey that it was official state mail. Medicaid also decreased the 
number of procedural denials by creating automatic or ex-parte renewals and automatically enrolled children in 
CHP+ if they no longer qualified for Medicaid.  As a result, there was a drop in procedural denials and increased 
continuity of care for children. The CYSHCN team, as well as Parent to Parent of Colorado, participated in listening 
sessions, shared regular updates on the unwind with partners, and facilitated discussions about the unwind during 
committee meetings. Additional funding from the State Maternal Health Innovation grant supported outreach related 
to the unwind for pregnant populations. MCH contracted with a number of community-based and/or non-profit 
organizations throughout the state to help facilitate successful renewals and help inform pregnant populations of their 
eligibility through 12 months postpartum. 
 
MCH partners with Medicaid on several other maternity initiatives, such as Maternity Condition Management, Nurse-
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Family Partnership, Prenatal Plus, and Special Connections. Metrics for these programs are measured and tracked 
on the Prenatal Care Key Performance Indicators to illustrate areas of opportunity and performance by region, 
provider, and community. For state fiscal year 23-24 these indicators included depression screening and follow-up, 
timeliness of prenatal care, and postpartum care. In 2023, Medicaid released a report titled the Health First 
Colorado Maternity Report, completed in partnership with MCH-funded staff. In addition, staff from the Maternal 
Health Policy team at HCPF participate in the State Maternal Health Innovation grant’s Maternal Health Task Force, 
informing data enhancements and quality improvement efforts.
 
The Hospital Quality Incentive Program (HQIP) operates as a subcommittee of the Colorado Healthcare Affordability 
and Sustainability Enterprise Board and comprises staff from hospitals, the Colorado Hospital Association and 
Medicaid. The subcommittee recommends performance measures that form the basis of the incentive payment, 
recommends how payments should be made, communicates with hospitals and gathers and analyzes data required 
for the performance measures. The Board’s most recent report can be accessed here. MCH staff along with staff 
from the Colorado Perinatal Care Quality Collaborative worked closely with HQIP staff over the past year to revise 
one of the key maternal health-related measures. A previous measure focused on providing family planning referrals, 
which was a barrier for some faith-based health care institutions. In April 2024 this measure was changed to require 
hospitals to instead report on measures aligned with the Alliance for Innovation in Maternal Health’s Postpartum 
Discharge Transition (AIM-PDT) bundle. This change incentivizes hospitals to establish protocols that address risk 
for postpartum morbidity and mortality, establish referral pathways, and make connections to outpatient providers. 
The Quality Collaborative will begin supporting the AIM-PDT bundle as their third patient safety bundle in early 2025.
 
HCPF is working to develop a new alternative payment model (APM) for maternal care centered on health equity. 
This alternative payment model will be an evolution of the current maternity bundled payment program, initially 
enacted in November 2020, to help drive more investment and high-value care into maternity services for birthing 
people in Colorado. HCPF is collecting feedback from Medicaid members, maternity care advocates, and medical 
providers to inform the new design. Additionally, MCH staff have been participating in the Maternity Design Review 
Team, a workgroup that provides feedback on the program design.
 
Medicaid also has a Maternity Advisory Committee composed mainly of Black, Indigenous and people of color with 
lived experience in receiving maternity care while enrolled in Medicaid. The Committee members review program 
data, provide input on member quality and experience metrics, and give recommendations on the strategic direction 
of programs to help improve member experiences and maternity outcomes. Advisory Committee members have 
supported MCH efforts by providing input on the perinatal toxicology guidance, as well as giving input on the family 
interview process used in maternal mortality case reviews.
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III.E.2.c State Action Plan Narrative by Domain
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State Action Plan Introduction

As of September 2024, Colorado’s MCH program is completing the fourth year of state implementation of the 2021-
2025 MCH priorities and the third year of local implementation with local public health agencies that receive more 
than $50,000 annually. As of June 2024, local public health agencies that receive less than $50,000 annually 
completed their second year of implementation and will enter year three. This phased transition is the result of local 
contract timelines. Here is a matrix of all agencies’ award amounts and selected priorities for fiscal year 2025 and an 
MCH funding map from FY2024, effective September 2023 (one for FY2025 will be available soon). A 
statewide interactive map of MCH priorities (see third tab) allows community members to search by county or by 
priority area to see which MCH priorities are selected in their community and across the state.
 
The narrative sections for the state action plan summarize priority implementation efforts across MCH populations. 
Each narrative includes data on progress towards the NPM/ESM and/or SPM and annual objective; a brief 
description of the prioritized need; MCH funding and other resources being leveraged to address the prioritized 
need; an overview of the strategies being implemented to impact the prioritized need, including those implemented 
by local agencies; and the existing evidence for selected strategies. This table outlines Colorado's state and national 
performance measures for the 2021-2025 MCH block grant cycle, and associated priorities.
 
Priority Federal Reported Measures (NPM, ESM, SPM)

Increase Social 
Emotional Well-
being

NPM 14: A) Percent of women who smoke during pregnancy 
ESM 14.1: Percent of pregnant people insured by Medicaid 
who smoked during the last three months of pregnancy 

SPM 4: Percent of women of reproductive age (18-44 years) who 
report good mental health

Promote Positive 
Child and Youth 
Development

NPM 4: A) Percent of infants who are ever breastfed and B) 
Percent of infants breastfed exclusively through 6 months 

ESM 4.1: Percent of births insured by Medicaid at Baby-
Friendly hospitals

Improve Access to 
Supports

NPM 6: Percent of children, ages 9 through 35 months, who 
received a developmental screening using a parent-completed 
screening tool in the past year 

ESM 6.1: Percent of children referred to early intervention who 
do not complete an evaluation 

NPM 11: Percent of children with and without special health care 
needs, ages 0 through 17, who have a medical home 

ESM 11.1: Percent of children with special health care needs 
ages 0-17 years who receive family-centered care

Increase Prosocial 
Connection

NPM 9: Percent of adolescents, ages 12 through 17, who are 
bullied or who bully others 

ESM 9.1: Percent of youth who identify as transgender who 
have a trusted adult to go to for help with a serious problem 
ESM 9.2: Percent of youth of color who have a trusted adult to 
go to for help with a serious problem

Increase Economic 
Mobility

SPM 5: Percent of children in poverty according to the 
supplemental poverty measure.

Reduce Racial 
Inequities

SPM 3: Number of points for racial equity related policy, practices 
and systems changes implemented a the program, division and 
department level

Create Safe and 
Connected Built 
Environments

SPM 1: Percent of children ages 0-17 who live in a supportive 
neighborhood

 
 

Women/Maternal Health

National Performance Measures
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NPM - Percent of women who smoke during pregnancy (Smoking - Pregnancy, Formerly NPM 14.1) - SMK-
Pregnancy 

Indicators and Annual Objectives

Federally Available Data

Data Source: National Vital Statistics System (NVSS)

2019 2020 2021 2022 2023

Annual Objective 6 5.9 5 4.9 4.5

Annual Indicator 5.9 5.1 4.7 3.7 3.1 

Numerator 3,683 3,183 2,909 2,325 1,957

Denominator 62,614 62,644 61,384 62,846 62,276

Data Source NVSS NVSS NVSS NVSS NVSS

Data Source Year 2018 2019 2020 2021 2022
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Evidence-Based or –Informed Strategy Measures

ESM SMK-Pregnancy.1 - Percent of pregnant people insured by Medicaid who smoke during the last three months 
of pregnancy

Measure Status: Active

State Provided Data 

2019 2020 2021 2022 2023

Annual Objective 12.8 11.1 9.4

Annual Indicator 14.4 13.4 10 8.3 8.3

Numerator

Denominator

Data Source Pregnancy Risk
Assessment

Monitoring System

Pregnancy Risk
Assessment

Monitoring System

Pregnancy Risk
Assessment

Monitoring System

Pregnancy Risk
Assessment

Monitoring System

Pregnancy Risk
Assessment

Monitoring System

Data Source Year 2018 2019 2020 2021 2022

Provisional or
Final ?

Final Final Final Final Final

Annual Objectives

2024 2025

Annual Objective 7.7 6.0
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NPM - A) Percent of women who attended a postpartum checkup within 12 weeks after giving birth (Postpartum 
Visit) B) Percent of women who attended a postpartum checkup and received recommended care components 

(Postpartum Visit) - PPV 
Indicators and Annual Objectives

NPM - A) Percent of women who attended a postpartum checkup within 12 weeks after giving birth (Postpartum 
Visit) - PPV

Federally Available Data

Data Source: Pregnancy Risk Assessment Monitoring System (PRAMS)

2023

Annual Objective

Annual Indicator 91.6 

Numerator 55,414

Denominator 60,473

Data Source PRAMS

Data Source Year 2022
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National - Pregnancy Risk Assessment Monitoring System (PRAMS) (A)
National - Pregnancy Risk Assessment Monitoring System (PRAMS) (B)
Colorado - Pregnancy Risk Assessment Monitoring System (PRAMS) (A)
Colorado - Pregnancy Risk Assessment Monitoring System (PRAMS) (B)
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NPM - B) Percent of women who attended a postpartum checkup and received recommended care components
(Postpartum Visit) - PPV

Federally Available Data

Data Source: Pregnancy Risk Assessment Monitoring System (PRAMS)

2023

Annual Objective

Annual Indicator 87.1 

Numerator 47,993

Denominator 55,113

Data Source PRAMS

Data Source Year 2022
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Evidence-Based or –Informed Strategy Measures 

None

State Performance Measures 

SPM 4 - Percent of women of reproductive age (18-44 years) who report good mental health

Measure Status: Active

State Provided Data 

2019 2020 2021 2022 2023

Annual Objective 45 72 73

Annual Indicator 44.9 44.1 40.4 69 66.4

Numerator

Denominator

Data Source Behavioral Risk
Factor

Surveillance
System

Behavioral Risk
Factor

Surveillance
System

Behavioral Risk
Factor

Surveillance
System

Behavioral Risk
Factor

Surveillance
System

Behavioral Risk
Factor

Surveillance
System

Data Source Year 2018 2019 2020 2021 2022

Provisional or
Final ?

Final Final Final Final Final

Annual Objectives

2024 2025

Annual Objective 73.0 73.0
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State Action Plan Table

State Action Plan Table (Colorado) - Women/Maternal Health - Entry 1

Priority Need

Increase social emotional well-being 

NPM

NPM - Percent of women who smoke during pregnancy (Smoking - Pregnancy, Formerly NPM 14.1) - SMK-Pregnancy 

Five-Year Objectives

Objective1B: By September 30, 2025, increase enrollment in the Baby and Me Tobacco Free and QuitLine smoking 
cessation programs for those who are pregnant and postpartum by 5%.

Strategies

Strategy 1: Ensure comprehensive screening, referral, and connection to intervention for behavioral health issues, 
including mental health and substance use disorders, among the MCH population for parent, caregiver and child with 
consideration for systemic equity issues and individual implicit biases.

ESMs Status

ESM SMK-Pregnancy.1 - Percent of pregnant people insured by Medicaid who smoke during the last 
three months of pregnancy

Active

Created on 9/27/2024 at 10:30 AMPage 72 of 276 pages



NOMs

NOM - Rate of severe maternal morbidity per 10,000 delivery hospitalizations (Severe Maternal Morbidity, Formerly NOM 
2) - SMM

NOM - Maternal mortality rate per 100,000 live births (Maternal Mortality, Formerly NOM 3) - MM

NOM - Percent of low birth weight deliveries (<2,500 grams) (Low Birth Weight, Formerly NOM 4) - LBW

NOM - Percent of preterm births (<37 weeks) (Preterm Birth, Formerly NOM 5) - PTB

NOM - Percent of early term births (37, 38 weeks) (Early Term Birth, Formerly NOM 6) - ETB

NOM - Perinatal mortality rate per 1,000 live births plus fetal deaths (Perinatal Mortality, Formerly NOM 8) - PNM

NOM - Infant mortality rate per 1,000 live births (Infant Mortality, Formerly NOM 9.1) - IM

NOM - Neonatal mortality rate per 1,000 live births (Neonatal Mortality, Formerly NOM 9.2) - IM-Neonatal

NOM - Post neonatal mortality rate per 1,000 live births (Postneonatal Mortality, Formerly NOM 9.3) - IM-Postneonatal

NOM - Preterm-related mortality rate per 100,000 live births (Preterm-Related Mortality, Formerly NOM 9.4) - IM-Preterm 
Related

NOM - Sudden Unexpected Infant Death (SUID) rate per 100,000 live births (SUID Mortality, Formerly NOM 9.5) - IM-SUID

NOM - Percent of children, ages 0 through 17, in excellent or very good health (Children's Health Status, Formerly NOM 
19) - CHS
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State Action Plan Table (Colorado) - Women/Maternal Health - Entry 2

Priority Need

Increase social emotional well-being 

NPM

NPM - A) Percent of women who attended a postpartum checkup within 12 weeks after giving birth (Postpartum Visit) B) 
Percent of women who attended a postpartum checkup and received recommended care components (Postpartum Visit) -
PPV

Five-Year Objectives

Objective 1A: By September 30, 2025, increase the percentage of mothers who were able to get mental health care or 
counseling services when needed or wanted in the year since their baby was born from 62.7% to 65%.

Objective 1C: By September 30, 2025 increase # of pediatric and family practices implementing Healthy Steps in Colorado 
from 32 to 36.

Objective 3A: By September 30, 2025, increase the number of data products or tools that expand our understanding of 
racism as a root cause of behavioral health outcomes by 1.

Objective 3B: By September 30 2025, increase the participation of those with lived experience in the implementation of 
public health and behavioral health initiatives.

Strategies

Strategy 1: Ensure comprehensive screening, referral, and connection to intervention for behavioral health issues, 
including mental health and substance use disorders, among the MCH population for parent, caregiver and child with 
consideration for systemic equity issues and individual implicit biases

Strategy 3: Increase state investment in addressing inequities and population disparities related to social emotional 
wellbeing.

NOMs

This NPM was newly added in the 2025 application/2023 annual report. The list of associated NOMs will be displayed in 
the 2026 application/2024 annual report.

ESMs Status

No ESMs were created by the State. ESMs were optional for this measure in the 2025 application/2023 annual report. 
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State Action Plan Table (Colorado) - Women/Maternal Health - Entry 3

Priority Need

Increase social emotional well-being 

SPM

SPM 4 - Percent of women of reproductive age (18-44 years) who report good mental health 

Five-Year Objectives

Objective 2A: By September 30, 2025, increase the number of people reached with behavioral health messages in 
community, clinical and educational settings by 15%.

Objective 2B: By September 30, 2025, increase by 10%, the # of school/districts implementing Second Chance and 
integrating it as an alternative to suspension program (increase from from 160 to 176 schools).

Objective 2C: By September 30, 2025, implement at least 2 practice or policy changes to improve coordination between 
systems that support the social emotional wellness of MCH population.

Strategies

Strategy 2: Support universal prevention, early intervention, and treatment of behavioral health among MCH populations.
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Women/Maternal Health - Annual Report

Priority: Social Emotional Wellbeing 
Performance Measures and Annual Objectives 
NPM 14a: Percent of women who smoke during pregnancy was 3.1%. The annual objective for 
reporting year 2023 was 4.5%. The annual objective was met. The annual objective for reporting year 
2024 is 4.3%.
 

ESM 14.1: Percent of pregnant people insured by Medicaid who smoke during the last three months of pregnancy 
was 8.3%. The annual objective for reporting year 2023 was 9.4%. The annual objective was met. The annual 
objective for reporting year 2024 is 7.7%.
 
SPM 4: Percent of women of reproductive age (18-44 years) who report good mental health was 66.4%. The annual 
objective for reporting year 2023 was 73.0%. The annual objective was not met. Colorado’s data is in line with 
national measures showing that mental health concerns and frequent mental distress is increasing among women of 
reproductive age (America’s Health Rankings, 2023), in part attributed to larger societal factors, including increasing 
social isolation, increasing income insecurity, and the lingering impacts of the COVID pandemic (Thomas, 2023 and 
Reinert & Nguyen, 2021). The annual objective for reporting year 2024 is 75.0%.
 
The data source for the NPM is the National Vital Statistics System that is administered annually. The data source for 
the ESM is the Pregnancy Risk Assessment Monitoring System that is administered annually. The data source for 
the SPM is the Behavioral Risk Factor Surveillance System that is administered annually.
 
Resource Allocation to Advance this Priority 
For this reporting period, MCH Block Grant dollars funded 1.0 FTE of the Family Adversity and Mortality Prevention 
team at CDPHE across multiple positions and were also braided with state General Funds to support 1.0 FTE on 
the Children and Youth with Special Health Care Needs (CYSHCN) team at CDPHE for the implementation of 
strategies in the state action plan. MCH Block Grant dollars were also allocated for contracts with local public health 
agencies to implement local action plans. To expand impact, MCH leveraged funding from state General Funds to 
reduce maternal mortality, the ERASE Maternal Mortality grant through the CDC, and HRSA funding through the 
State Maternal Health Innovation and Data Capacity grant. In addition, MCH Block Grant dollars continued to fund a 
portion of a Tobacco program staff position (0.25 FTE) to serve as a liaison between the Tobacco and MCH 
programs. Amendment 35 tobacco state tax revenue and a CDC grant continued to provide annual funding for 
additional tobacco program staff and comprehensive Tobacco program efforts, including MCH-related tobacco 
activities. Leveraging combined funds enabled the Tobacco program to extend the reach of strategic efforts that 
reduce the burden of perinatal tobacco use and exposure, increase positive birth outcomes and improve the health 
of families throughout the lifespan. Funded strategies and key outcomes are summarized below and are reflected in 
the state action plan for this priority. For a more detailed description, refer to the state action plan.
 
Strategy Implementation 
The social emotional wellbeing state action plan was designed with the understanding that unmet behavioral health 
needs negatively impact the health of the individual and their family. The plan includes three broad strategies that 
allow state and local partners to implement a variety of activities that are meaningful to individual communities and 
will support social emotional wellbeing across the lifespan: 1) increase screening, referral, and connection to 
intervention for mental health and substance use treatment; 2) implement pregnancy-related depression and anxiety 
public awareness campaign and school policy efforts focused on reducing the stigma associated with behavioral 
health and increase social connectedness for school age youth (see the Adolescent Health domain for updates on 
school policy strategy); and 3) use data to better understand the root causes of inequities related to social and 
emotional wellbeing.

Strategy 1: Ensure comprehensive screening, referral, and connection to intervention for behavioral 
health issues, including mental health and substance use disorders, among the MCH population for 
parent, caregiver and child with consideration for systemic equity issues and individual implicit biases. 
The first strategy in the social emotional state action plan aims to help systems achieve universal behavioral health 
screenings for the MCH population in a manner that is trauma-informed, non-stigmatizing, and done with cultural 
humility. MCH staff from the Family Adversity and Mortality Prevention team have been partnering with and providing 
technical assistance to the Colorado Perinatal Care Quality Collaborative for the past four years. The Quality 
Collaborative works with Colorado birthing hospitals on a series of quality improvement initiatives and patient safety
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bundles from the Alliance for Innovation on Maternal Health to implement screening and referral to treatment for 
behavioral concerns in the perinatal population. Hospital labor and delivery units participated in the Colorado AIM: 
Substance Use Disorder Learning Collaborative, a cohort-based learning collaborative where hospital teams 
implement quality improvement approaches focused on improving screening and referral rates for substance use 
disorder and perinatal mood and anxiety disorders. Hospitals received customized technical assistance to 
implement screening, identify local resources, support provider education, assist with data collection, and use 
customized reports to track outcomes and progress towards ensuring patients with behavioral health concerns are 
connected to appropriate supports. This safety bundle is currently implemented in hospitals that collectively deliver 
47% of Colorado births. In the last year, hospitals implementing this safety bundle screened a combined 8,371 
patients for substance use disorder, 9,072 patients for depression, 8,800 patients for anxiety, 244 patients for 
Adverse Childhood Experiences, and 1,769 patients for social determinants of health factors.
 
This year the Colorado Perinatal Care Quality Collaborative has been able to increase programming opportunities 
and expand its reach throughout Colorado by leveraging funding through CDC, HRSA, and Colorado’s Behavioral 
Health Administration. The Colorado Maternal Overdose Matters (MOMs) Initiative provides birthing hospitals with 
free naloxone to dispense to at-risk perinatal patients and families. Hospitals participating in the Maternal Overdose 
Matters Plus (MOMs+) received tailored, one-on-one technical assistance to labor and delivery units to develop the 
ability to immediately begin life-saving, medication-assisted treatment for patients with substance use disorder 
during admission, while creating connections for patients to continue care outside of the hospital. These 
complementary programs work to improve care for perinatal patients with substance use in birthing hospitals.
 
A key component of this strategy is building the capacity of a perinatal mental health workforce to support patients 
who are facing challenges with perinatal substance use. MCH staff partnered with the state’s Behavioral Health 
Authority, the Colorado Chapter of Postpartum Support International, and the University of Denver Graduate School 
of Professional Psychology to develop and host an in-person training entitled Connecting the Dots: Understanding 
the Intersection of Maternal Mental Health and Substance Use During Pregnancy and Early Parenthood. In March 
2023, 90 perinatal professionals representing a wide variety of roles (therapists, nurses, doulas, case managers, 
etc.) registered for the training, with a waitlist of over 40 people. The training covered:

understanding maternal perinatal substance use;
social justice, systemic racism, and substance use disorders;
the intersection between substance misuse, attachment histories, and the body’s regulatory system;
and a history of perinatal substance use and treatment.

 
After the in-person training, offerings continued in different formats, including shortened lunch and learn sessions and 
a virtual option attended by 130 participants from across the state. Continuing education units (CEUs) have been 
made available when desired. MCH staff are currently partnering with team members at the Behavioral Health 
Authority to turn this content into online modules that will be accessible broadly, and on an ongoing basis. The MCH 
and the Connecting the Dots team are in conversations with multiple partners regionally and nationally who are 
interested in the training, including home visiting programs, health systems, and perinatal health training programs.
 
MCH resources also continued to support the Colorado Postpartum Support International Chapter of the Perinatal 
Mental Health Alliance for Professionals of Color. The Alliance represents a diverse group of members who identify 
as mental health providers of color and bring different racial and ethnic, geographic, and personal and professional 
experiences. Members of this group have reflected that this space has provided a unique opportunity to work 
towards a common goal in a safe and supportive environment to increase the community’s collective capacity to 
care for and support pregnant and parenting people. This year the Alliance developed a strategic vision and related 
goals to guide future efforts.
 
Ultimately, the goal is to support a more diverse perinatal mental health workforce that will allow more individuals of 
color to receive culturally congruent care. The Alliance leveraged $40,000 from other funding opportunities to create 
a scholarship fund for professionals of color serving Black birthing people to receive perinatal mental health training. 
Twelve individuals received full scholarships to Postpartum Support International’s two-day Components of Care 
training and the Advanced Psychotherapy training held in-person in Denver in February 2024.
 
The use of toxicology testing for substance use in pregnancy and during labor and delivery is extremely varied across 
Colorado hospitals and among individual providers. Research indicates that families of color continue to be tested at 
higher rates than white families, without adherence to consistent guidelines (Roberts & Nuru-Jeter, 2012). To 
address this issue, MCH staff co-chaired a Policy Analysis Workgroup in partnership with Illuminate Colorado, a non-
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profit organization whose mission is to strengthen families and prevent child maltreatment.
 
The workgroup created an evidence-based, equitable framework that labor and delivery hospitals can use to shape 
policy and practice for when and how to use toxicology tests to guide the care of birthing parents and newborns, 
understand lactation considerations, and determine how and when to engage child welfare. The members of the 
workgroup included people with lived experience, lactation consultants, advocates, toxicologists, and providers. The 
diversity of perspectives led to challenging conversations about the most equitable ways to support families and the 
most appropriate uses of toxicology testing.
 
The guide was finalized in the spring of 2023 and MCH staff have been promoting its implementation in birthing 
hospitals across the state. Implementation of the guidance has been challenging as it requires getting various levels 
of the hospital infrastructure on board with adopting the changes, from those providing direct care to hospital 
leadership and risk management. The team has used many techniques, including learning sessions on the guidance, 
and a series of videos explaining the guidance and the importance of using toxicology tests in an evidenced-based 
and equitable manner. The implementation team has shared this guidance in over twenty venues this year with 
hospital providers.
 
In 2023, CDPHE received a $5 million grant through HRSA’s State Maternal Health Innovation and Data Capacity 
Program to prevent maternal mortality and morbidity. This year, MCH staff helped support the establishment of a 
Maternal Health Task Force, convened by CDPHE and Colorado Perinatal Care Quality Collaborative. The task 
force consists of diverse members dedicated to preventing maternal mortality and morbidity, with representation 
across the state, professionally, geographically, and demographically. This year the task force created a strategic 
plan focused on improving quality care, addressing social determinants of health, and enhancing maternal health 
data, to guide the implementation of evidence-informed interventions to address critical gaps in the provision of 
maternity care services across the state.
 
Tobacco use continues to negatively impact pregnancy outcomes and disproportionately impacts families with lower 
incomes, people of color, LGBTQIA+ populations, and persons with a mental health diagnosis (National Center for 
Chronic Disease Prevention and Health Promotion, 2014 and Tobacco Free CO). There are a variety of reasons for 
these disparities, including these populations being historically targeted by the tobacco industry, as well as the 
chronic exposure to stress caused by racism as a determinant of health. In November 2020, Colorado voters 
approved a new tobacco tax that went into effect in January 2021, resulting in an increase of $1.10 per pack of 
cigarettes. Tobacco price increases are known to decrease smoking among pregnant people (Patrick et al., 2016). 
The decrease in smoking reflected in the NPM and ESM may be partly due to the tax increase. The QuitLine 
continued to offer a suite of evidence-based phone and digital tobacco cessation and treatment services for 
pregnant people, including a tailored pregnancy and postpartum protocol. During the reporting period, 168 pregnant 
people enrolled in the pregnancy protocol program.
 
The Baby and Me Tobacco Free TM  program continued to serve pregnant people and their partners across Colorado 
by providing perinatal smoking cessation services. During the reporting period, the program enrolled 277 pregnant 
people and their partners. Enrollees participated in either the in-person or telehealth modality. The Program focused 
on increasing enrollment of Black pregnant people and their partners by actively engaging with organizations and 
providers that serve pregnant people of color. It also ensured that both in-person and telehealth modalities were 
available for potential enrollees in areas with significant BIPOC populations.
 
The Tobacco program collaborated with the Colorado Black Health Collaborative to increase awareness of Baby 
and Me Tobacco Free TM  and the QuitLine pregnancy protocol program to increase reach, especially to Black 
pregnant people and their partners. Local public health agencies integrated Baby and Me Tobacco Free TM  into their
MCH local action plans. Denver’s Baby and Me Tobacco Free TM  Program Coordinator and Tobacco Program’s 
Project Officer were invited to join the Colorado Black Health Collaborative’s Real Talk Facebook Live to speak 
about the program. The Tobacco program promoted the Quitline with pregnant people via Quitline Facebook posts, 
Tobacco Free Colorado Facebook posts, Quitline Twitter posts and Tobacco Free Colorado Twitter posts.
 
The University of Colorado Denver’s Cancer Center has provided data and evaluation services for the Baby and Me 
Tobacco Free TM  program for several years. As of July 2023, CDPHE’s Tobacco program started contracting with a
team at the University to oversee the implementation of Baby and Me Tobacco Free TM  statewide. The program has 
focused on strengthening health provider participation and improving enrollment amongst communities of color, and
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will continue to actively partner with organizations and providers that serve pregnant people of color. An evaluation 
was conducted to review the efficacy of the delivery of this program via telehealth. The evaluation found that 
telehealth services were not as effective as in-person, face-to-face encounters. CDPHE has continued discussions 
with the state’s Medicaid program to explore avenues to expand the accessibility and sustainability of Baby and Me 
Tobacco Free TM  through an interagency partnership.
 
Comprehensive tobacco treatment benefits, including individual and group telephone counseling and FDA-approved 
medications, were available to all Colorado Medicaid members with no cost-sharing or prior authorization 
requirements. Tobacco treatment services offered through the QuitLine, Baby and Me Tobacco Free TM , and 
Medicaid were available to any pregnant person or partner seeking help for any form of nicotine use or dependence, 
including e-cigarette use. Of the 277 total enrollments into Baby and Me Tobacco Free TM , approximately 90% were 
Medicaid members. Through the Colorado Quitline offerings, there were 168 total participants who indicated they 
were pregnant, including both phone and web programs. Of the 168 individuals, 79 indicated they wanted to be part 
of the pregnancy/postpartum program. Of those 79, 59 completed at least one coaching call. Seventy-five percent of 
those who completed at least one coaching call indicated they had Medicaid.
 
Screening and connection to support for mental health and behavioral concerns should begin early in the lifespan. In 
the past year, MCH staff continued to strengthen and fund partnerships that support pediatric behavioral health. 
HealthySteps®, a program of ZERO TO THREE®, is an evidence- and team-based pediatric primary care program 
that promotes nurturing parenting for babies and toddlers to support healthy development. In Colorado, Assuring 
Better Child Health and Development, or ABCD, is the non-profit that serves as the state intermediary for the 
implementation of the HealthySteps® program, serving a wide range of communities throughout the state with a 
tiered service approach. In the last year, over 3,000 children accessed HealthySteps® Tier 3 services (the highest 
level of care) demonstrating a great need in Colorado for both family support to promote healthy child development 
and integrated behavioral health in pediatric primary care.
 
HealthySteps® expansion has made progress towards meeting the goal of 35 sites by 2024, with 29 sites serving 
over 36,000 children in 31 of Colorado’s 64 counties during the past year. The newest addition to the HealthySteps® 
program in Colorado was Valley-Wide Health Systems, Inc, a non-profit and federally qualified health center, 
providing primary and preventive care at 34 service sites located throughout multiple rural counties. Technical 
assistance provided by ABCD continued to optimize program implementation and successful onboarding strategies 
to reach program fidelity goals with comprehensive data collection. The MCH Early Childhood Systems Specialist 
continued to serve on the Regional HealthySteps® Advisory Council, along with members from the state’s Medicaid 
agency, and representatives from Medicaid’s Regional Accountable Entities, to support the sustainability and growth 
of the program.

Strategy 3: Increase state investment in addressing inequities and population disparities related to social 
emotional wellbeing 
Maternal health staff serve on a Baby & You advisory team. Feedback on questions to include in an update to the 12-
month postpartum survey was solicited from the community and integrated into the survey, many of which focused on 
perinatal behavioral health. A three-question validated measure on birth experience was added to the survey in the 
last round of additions.
 
The Maternal Mortality Prevention Program hosted a Perinatal Data Summit in September 2023 with keynote 
speaker Kimberly Seals Allers, founder of Narrative Nation, Inc. and creator of the Irth app. The daylong event was 
dedicated to improving perinatal data collection, access, and sharing in Colorado. Over 60 attendees learned about 
available perinatal data sources and how to increase access and leverage partnerships to promote data equity and 
sharing. Building on the findings of the recent legislative report about Perinatal Health Data: Strengths, Weaknesses, 
and Opportunities to Improve and the policy brief about Strategies to Advance Evidence-Based Decision-Making in 
Policymaking from SB21-194, the program is eager to build on the presentations and connections made at this 
event in future work, including activities related to maternal morbidity surveillance, future topical data briefs, and
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projects in partnerships with other entities.
 
The Baby & You staff presented at the 
aforementioned Perinatal Data Summit in fall of 
2023 to outline data that is currently available and 
will be available in the future to attendees 
interested in accessing, using, and sharing 
perinatal data in Colorado. This opportunity to 
develop partnerships and increase the awareness 
of the Baby and You survey, along with directional 
data sharing and input gathering, supports 
CDPHE’s Center for Health and Environmental 
Data in future dissemination efforts of Baby & You 
data and increases opportunities for the data to 
inform programs and policy.
 
Colorado’s Maternal Mortality Review Committee 
reviews all cases of maternal death in Colorado to 
determine the factors surrounding the death, to 
generate maternal mortality data, and to make 
recommendations to prevent future deaths. While the reviews represent the most tragic and worst case scenarios, 
recommendations have far reaching implications that would decrease maternal morbidity and improve maternal 
health and wellbeing. In alignment with the MCH strategic anchors of community inclusion and racial equity, the 
Review Committee continued to diversify its membership this year and added additional members who have been 
affected by the drivers of maternal mortality. A major shift took place in 2021, when 19 new members were 
onboarded, including 10 members who identify as being from a marginalized community and six members with lived 
experience related to the drivers of maternal mortality (substance use, mental health, discrimination). Four additional 
community members joined in 2022 and 2023. Other new members joined with expertise in substance use 
disorders, child welfare, carceral systems, and domestic violence.

 
The Maternal Mortality Prevention Program 
disaggregated data from 2016-2020, focusing 
on the disparities in maternal mortality across 
race and ethnicity. For the first time, by 
aggregating multiple years of data, Colorado 
data mirrored the national data that shows 
Black pregnant and postpartum people are 
three times more likely to die during the 
perinatal timeframe from causes directly 
related to pregnancy. A legislative report 
discussing these disparities and key 
recommendations to prevent maternal mortality 
was released in October 2023.
 
In 2023, the Maternal Mortality Review 
Committee began incorporating key informant 
interviews into the review process, gathering 
info from next of kin or other close 
friends/relatives to understand the 
circumstances surrounding the decedent’s life 

and death. This information continues to add critical context to each case and has enhanced the committee's ability 
to understand the contributing factors to the death and make stronger and more actionable recommendations.
 
MCH contributed to funding a regional oversample of the National Survey of Children's Health that includes questions 
about social emotional wellbeing. See Section III.E.2.b.iii. MCH Data Capacity for more about the oversample.
 
MCH contributed to the development of a screening and referral data dashboard to inform the work of both the social 
emotional priority and the access to supports priority. The developmental screening and referral data dashboard is
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an interagency data partnership with three state agencies and Assuring Better Child health and Development 
(ABCD) to monitor annual screening and referral outcomes for children, birth to three across the state. The 
dashboard captures data from multiple data systems to better understand gaps and disparities in the birth to 3 
screening and referral systems. The revised dashboard format includes one comprehensive annual dashboard 
release in April and four quarterly releases designed to analyze screening and referral data trends from Early 
Intervention Colorado, Colorado HealthySteps® sites, and Colorado’s state Medicaid program. A public-facing 
version of the data dashboard is in the final development stages with interagency data sharing agreements under 
review by state partners. Dashboard partners continued to refine the goal of public distribution and data sharing on a 
CDPHE hosted site with the following themes in mind: identification of gaps and disparities, monitoring of screening 
and referral rates, and the identification of collective opportunities to increase equitable access to services. 
Ultimately, the dashboard will provide a way to tell a shared story about Colorado families' experiences within our 
birth to 3 referral systems and to drive changes to those state and local systems.  
 
For more about the Social Emotional Wellbeing priority, see the Adolescent Health domain.
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Women/Maternal Health - Application Year

Priority: Social Emotional Wellbeing 
Performance Measures and Annual Objectives 
NPM 14a: For reporting year 2023, the percent of women who smoke during pregnancy was 3.1% and 
the annual objective was 4.5%, so the annual objective was met. The annual objective for reporting 
year 2024 is 4.3%. The NPM 14a annual objective for reporting year 2025 is 4.0%.
 

ESM 14.1: For reporting year 2023, the percent of pregnant people insured by Medicaid who smoke during the last 
three months of pregnancy was 8.3% and the annual objective was 9.4%, so the annual objective was met. The 
annual objective for reporting year 2024 is 7.7% and the annual objective for reporting year 2025 is 6.0%.
 
SPM 4: For reporting year 2023, the percent of women of reproductive age (18-44 years) who report good mental 
health was 66.4% and the annual objective was 73.0%, so the annual objective was not met. Because Colorado data 
is in line with national measures showing that mental health concerns and frequent mental distress is increasing 
among women of reproductive age (America’s Health Rankings, 2023), MCH staff decided to keep the annual 
objective for reporting year 2024 and 2025 at 73.0%.
 
Resource Allocation to Advance this Priority 
For the upcoming reporting period, MCH Block Grant dollars will continue to support 1.0 FTE of the Family Adversity 
and Mortality Prevention team across multiple positions and will continue to braid state General Funds to support 1.0 
FTE on the CYSHCN team for the implementation of the strategies outlined in the state action plan. MCH funds will 
continue to be allocated to contracts with local public health agencies to implement social emotional wellness local 
action plans. To advance and expand impact, MCH will align with and leverage funding from the CDC grant that 
supports the Colorado Perinatal Care Quality Collaborative, state General Funds to reduce maternal mortality, 
ERASE Maternal Mortality grant through the CDC, and the HRSA State Maternal Health Innovation and Data 
Capacity grant. In addition, MCH Block Grant dollars will continue to fund a portion of a Tobacco position (0.25 FTE). 
Amendment 35 tobacco state tax revenue and a CDC grant will continue to provide annual funding for additional 
Tobacco staff and MCH focused tobacco activities. Leveraging braided funds enables CDPHE’s Tobacco program 
to extend the reach of strategic efforts that reduce the burden of perinatal tobacco use and exposure, increase 
positive birth outcomes and improve the health of families throughout the lifespan. The strategies and associated 
outcomes for this priority are summarized below. For a more detailed description, refer to the state action plan.
 
Strategy Implementation 
Strategy 1: Ensure comprehensive screening, referral, and connection to intervention for behavioral 
health issues, including mental health and substance use disorders, among the MCH population for 
parent, caregiver and child with consideration for systemic equity issues and individual implicit biases. 
For the upcoming reporting period, the Colorado Perinatal Care Quality Collaborative will continue to coordinate the 
hospital learning collaborative. The focus will be on increasing the number of individuals who are connected to 
treatment and support after a positive screen for behavioral health concerns, and expanding the number of facilities 
participating in the learning collaborative. Funding from the HRSA State Maternal Health Innovation and Data 
Capacity grant will be leveraged to build each facility’s capacity for meaningful and accurate data collection. The 
Quality Collaborative will be partnering even more closely with Maternal Overdose Matters Plus (MOMS+) and the 
Colorado Hospital Substance Exposed Newborn  (CHoSEN) Collaborative to ensure the full spectrum of perinatal 
care for substance use disorder is integrated and de-siloed in Colorado hospitals. In collaboration with the Maternal 
Health Task Force, the Quality Collaborative will be selecting and implementing a third patient safety bundle in 
Colorado.
 
MCH will continue to support the Connecting the Dots training, working towards a vision where every mental health 
professional and the allied workforce feel comfortable and equipped to screen for and support patients impacted by 
perinatal substance use. The team that created this content is strategically thinking through ways to best train the 
current and future workforce. The group is planning to meet with national perinatal mental health training associations 
to discuss opportunities in the coming year.
 
MCH funding will continue to support the Perinatal Mental Health Alliance for Professionals of Color. The Alliance will 
be working towards sustainability and larger funding opportunities to support the training and retention of a diverse 
perinatal mental health workforce.
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The toxicology best practice guidance work will continue to be implemented, with a focus on partnering with the 
Colorado Perinatal Care Quality Collaborative to support implementation with hospitals participating in their learning 
collaborative, as well as with other hospitals across the state.

In the upcoming year, the Baby and Me Tobacco Free Program TM  will focus on enhancing community outreach, and 
making the program sustainable and tailored to meet the specific needs of communities in Colorado. To broaden the 
program's impact, the Tobacco team will intensify its efforts to engage the Medicaid program’s Regional 
Accountable Entities and establish partnerships with WIC clinics within local public health agencies, thereby 
amplifying awareness and accessibility within targeted communities. The Tobacco team is committed to advocating 
for Medicaid reimbursement for smoking cessation services during pregnancy, recognizing the critical role this plays 
in supporting expectant mothers to quit smoking and promoting healthier outcomes for both mothers and babies. 
Baby and Me Tobacco Free Program TM  will continue to strategically expand its network of in-person sites across 
Colorado to foster deeper participant engagement and support and aims to enhance its media communication tools 
to ensure they are finely tuned to effectively reach and engage communities of focus, which include American 
Indian/Alaska Native and Black/African American populations, individuals with behavioral and mental health 
conditions, Medicaid, and rural communities LGBTQI+ people.
 
There is a continued commitment to improved statewide and community-specific awareness of HealthySteps® with 
the ultimate goal of increasing access to support and early intervention for young children and families, in addition to 
improved developmental and social emotional wellbeing and screening. MCH will continue work with Assuring Better 
Child Health and Development (ABCD) to expand sites to serve nearly one third of all children age birth to 3 years in 
counties with HealthySteps® sites and 25% of all children age birth to 3 years statewide by 2025. Currently, 
HealthySteps® is in 31 of Colorado's 64 counties. Four additional clinics are in the planning phase with three other 
sites identified to begin onboarding exploration within the next year. MCH staff will serve as members of the 
implementation team coordinated by ABCD to further shared goals for a comprehensive early childhood 
developmental health system in Colorado. MCH staff will continue to sit on the Regional HealthySteps® Advisory 
Council, supporting sustainability and ongoing growth and sustainability of the program. Active outreach for funding 
to support onboarding costs for new sites, increased messaging, and outreach are critical goals for this upcoming 
year.

Strategy 3: Increase state investment in addressing inequities and population disparities related to social 
emotional wellbeing 
The maternal health team will continue to work with Baby & You survey data, once new data is released in summer 
2024. Additionally, the team will host community listening sessions to collect feedback on the Maternal Health 
Strategic Plan and input on strategy selection for the NPM for postpartum visit and recommended care components. 
These sessions will be held in partnership with community organizations and aim to specifically recruit Black and 
African American, American Indian and Alaska Native, rural, and populations impacted by perinatal mental health 
and substance use.The data collected through the listening sessions will be used to inform the MCH data to action 
process. A final ongoing project is to establish a severe maternal morbidity surveillance system in Colorado to 
understand the driving causes in the state and which social or economic factors are associated with poor birth 
outcomes.
 
The MCH program will continue to leverage funds to support the Maternal Mortality Review Committee to determine 
the factors surrounding maternal deaths and make recommendations to help prevent future deaths. The Maternal 
Mortality Prevention Program is preparing to release maternal mortality data through 2021, along with 
recommendations to address leading causes of death, such as unintentional drug overdose. The Maternal Mortality 
Prevention Program will continue to focus on new ways to connect with family members for interviews, including 
using social media to contact individuals.
 
MCH program staff will continue to collaborate with interagency partners to further crosswalk additional data sources 
and disaggregated data to better understand the root causes of inequities related to social-emotional wellbeing, 
screening, referral, and access to behavioral health supports and early intervention services in the birth to 3 
population. The anticipated public-facing version of the developmental screening-to-referral data dashboard is in 
progress and will be shared with local, state and community partners to identify gaps and outline critical next steps 
towards improved social-emotional screening and referral outcomes for young children.
 
For more about the Social Emotional Wellbeing priority, see the Adolescent Health domain.
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Perinatal/Infant Health 

National Performance Measures

NPM - A) Percent of infants who are ever breastfed (Breastfeeding, Formerly NPM 4A) B) Percent of infants 
breastfed exclusively through 6 months (Breastfeeding, Formerly NPM 4B) - BF 

Indicators and Annual Objectives

NPM - A) Percent of infants who are ever breastfed (Breastfeeding, Formerly NPM 4A) - BF

Federally Available Data

Data Source: National Immunization Survey (NIS)

2019 2020 2021 2022 2023

Annual Objective 92.1 90 90.5 91.0 91.5

Annual Indicator 89.7 92.2 90.1 94.0 87.8 

Numerator 57,030 51,548 57,471 50,538 48,801

Denominator 63,579 55,918 63,762 53,772 55,578

Data Source NIS NIS NIS NIS NIS

Data Source Year 2016 2017 2018 2019 2020
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Colorado - National Immunization Survey (NIS) (A) 
Colorado - National Immunization Survey (NIS) (B) 
Colorado - National Survey of Children's Health (NSCH) (B) 
Colorado - National Vital Statistics System (NVSS) (A) 
Colorado - Objectives (4A) 
Colorado - Objectives (4B)
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Federally Available Data

Data Source: National Vital Statistics System (NVSS)

2023

Annual Objective 91.5

Annual Indicator 93.2 

Numerator 57,060

Denominator 61,233

Data Source NVSS

Data Source Year 2022

 

Annual Objectives

2024 2025

Annual Objective 92.0 92.0
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NPM - B) Percent of infants breastfed exclusively through 6 months (Breastfeeding, Formerly NPM 4B) - BF

Federally Available Data

Data Source: National Immunization Survey (NIS)

2019 2020 2021 2022 2023

Annual Objective 26 27 28 32.0 36

Annual Indicator 27.3 34.1 37.3 32.1 28.7 

Numerator 17,330 18,695 22,829 16,627 15,351

Denominator 63,405 54,859 61,261 51,807 53,571

Data Source NIS NIS NIS NIS NIS

Data Source Year 2016 2017 2018 2019 2020

Federally Available Data

Data Source: National Survey of Children's Health (NSCH)

2023

Annual Objective 36

Annual Indicator 40.7 

Numerator 59,444

Denominator 146,022

Data Source NSCH

Data Source Year 2021_2022

 

Annual Objectives

2024 2025

Annual Objective 35.0 36.0
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Evidence-Based or –Informed Strategy Measures

ESM BF.1 - Percent of births insured by Medicaid at Baby-Friendly hospitals

Measure Status: Active

State Provided Data 

2019 2020 2021 2022 2023

Annual Objective 38.7 36 37

Annual Indicator 38.2 37.9 35.5 36 37

Numerator 8,993 8,418 7,969 7,953 8,340

Denominator 23,546 22,212 22,447 22,118 22,544

Data Source Birth Certificate Birth Certificate Birth Certificate Birth Certificate Birth Certificate

Data Source Year 2019 2020 2021 2022 2023

Provisional or
Final ?

Final Final Final Final Final

Annual Objectives

2024 2025

Annual Objective 37.5 38.0
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State Action Plan Table

State Action Plan Table (Colorado) - Perinatal/Infant Health - Entry 1

Priority Need

Promote positive child and youth development 

NPM

NPM - A) Percent of infants who are ever breastfed (Breastfeeding, Formerly NPM 4A) B) Percent of infants breastfed 
exclusively through 6 months (Breastfeeding, Formerly NPM 4B) - BF

Five-Year Objectives

Objective 1A: By September 30, 2025, the percent of births at Baby-Friendly designated hospitals is maintained at 
approximately 37%.

Objective 1B: By September 30, 2025, monitor the impact of breastfeeding-supportive policies and practices (to include 
training and resources) by implementing at least one survey.

Objective 2A: By Sept 30, 2025, support at least ten institutions or programs that integrate at least one "farm to" 
component (nutrition/agricultural education, local food procurement, gardens).

Objective 2B: By September 30, 2025, develop at least one resource connecting food and mood and inclusive nutrition 
and feeding practices for CYSHCN.

Objective 2C: By September 30, 2025, increase participation or redemption rates for at least one fruit and vegetable 
incentive

Strategies

Strategy 1: Build nutrition security through increased access to breastfeeding supportive environments in communities 
facing the greatest racial/ethnic disparities.

Strategy 2: Build nutrition security through increased access to nutrient-rich locally grown food in communities facing the 
greatest racial/ethnic disparities

NOMs

NOM - Infant mortality rate per 1,000 live births (Infant Mortality, Formerly NOM 9.1) - IM

NOM - Post neonatal mortality rate per 1,000 live births (Postneonatal Mortality, Formerly NOM 9.3) - IM-Postneonatal

NOM - Sudden Unexpected Infant Death (SUID) rate per 100,000 live births (SUID Mortality, Formerly NOM 9.5) - IM-SUID

ESMs Status

ESM BF.1 - Percent of births insured by Medicaid at Baby-Friendly hospitals Active
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Perinatal/Infant Health - Annual Report

Priority: Positive Child & Youth Development
Performance Measures and Annual Objectives
NPM 4a: Percent of infants who are ever breastfed was 87.8%. The annual objective for reporting year 
2023 was 91.5%. The annual objective was not met. The annual objective for reporting year 2024 is 
92.0%.
 

NPM 4b: Percent of infants breastfed exclusively through 6 months was 28.7%. The annual objective for reporting year 
2023 was 36.0%. The annual objective was not met. The annual objective for reporting year 2024 is 35.0%.
 
ESM 4.1: Percent of births insured by Medicaid at Baby-Friendly certified hospitals was 37.0%. The annual objective 
for reporting year 2023 was 37.0%. The annual objective was met. The annual objective for reporting year 2024 is 
37.5%.
 
The data for NPM 4a and 4b comes from the CDC’s National Immunization Survey that is updated annually. It is 
important to acknowledge the limitations of the National Immunization Survey data and the small sample size that can 
lead to annual fluctuations of data without statistical significance. The 2023 survey data does not reflect other state 
breastfeeding metrics or overall trends, so this is likely to be an anomaly in reporting based on small sample size. 
The evidence-based or -informed strategy measure (ESM) is the percent of births insured by Medicaid at Baby-
Friendly certified hospitals. This data comes from Colorado Vital Statistics and is updated annually.
 
Research shows that community-based breastfeeding initiatives to develop supportive policies and environments 
increase breastfeeding support, increase access to care, and influence positive social connections and mental 
health (Centers for Disease Control and Prevention, 2013). The NPMs and ESM were selected because research 
shows that as the number of evidence-based Baby-Friendly Hospital Initiative’s Ten Steps to Successful 
Breastfeeding (Ten Steps) practices increase in a hospital, breastfeeding rates increase as well (Bookhart et al., 
2023). This is especially true for families with Medicaid health insurance, no insurance, and families participating in 
the Special Supplemental Nutrition Program for Women, Infants and Children (WIC), where significant increases in 
breastfeeding initiation and long term success is shown when Baby-Friendly policies and practices were in place at 
a hospital (Jung et al., 2019). Additionally, Baby-Friendly certification data in Colorado shows a specific health equity 
impact, with all races/ethnicities initiating breastfeeding at or above 90% at discharge at hospitals that are Baby-
Friendly certified, compared with significantly lower breastfeeding initiation rates for Black/African American, 
American Indian and Mixed Race families at hospitals that are not Baby-Friendly designated or participating in the 
Colorado Baby-Friendly Hospital Collaborative.
 
Resource Allocation to Advance this Priority 
For this reporting period, MCH Block Grant dollars funded staff time (0.25 FTE) to implement breastfeeding 
strategies in this priority’s action plan. MCH leveraged additional funding from the CDC’s State Physical Activity and 
Nutrition (SPAN) grant to pay for staff time (0.25 FTE) and technical assistance and hospital recognition. 
Additionally, CDPHE was able to secure special breastfeeding supplemental funding through the CDC’s State 
Physical Activity and Nutrition grant for equity and physician training activities. Other staff time and associated 
strategy work was funded through the USDA’s Special Supplemental Nutrition Program for Women, Infants and 
Children program (0.5 FTE). In addition to breastfeeding support and promotion, MCH Block Grant dollars funded 
approximately  0.65 FTE of staff time to build nutrition security through increased access to nutrient-rich locally grown 
food, referred to as “farm to child.” The breastfeeding strategies and associated outcomes for this priority are 
summarized below and farm-to-child strategies are included in the child health domain. For a more detailed 
description, refer to the state action plan.
 
Strategy Implementation 
Strategy One: Build nutrition security through increased access to breastfeeding supportive 
environments in communities facing the greatest racial/ethnic disparities. 
The positive child and youth development priority includes a focus on building nutrition security through increased 
access to breastfeeding supportive environments in communities facing the greatest racial/ethnic disparities. Within 
this priority, strategies focus on development of breastfeeding supportive policies and environments in hospitals, 
medical offices, workplaces, child care programs, community resource centers, and county jails. Hospitals and 
medical offices serving a high proportion of patients insured by Medicaid, workplaces with hourly and lower-income 
workers, community resource centers serving families of color, and publicly-funded county jail systems are of specific
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focus to remove known barriers to breastfeeding and improve health equity practices and breastfeeding support.
 
Breastfeeding staff emphasize implementation of evidence-based breastfeeding supportive maternity care practices 
in Colorado as data shows hospital practices impact both initiation, as well as exclusivity and duration rates beyond 
the hospital setting. For instance, the Colorado Pregnancy Risk Assessment Monitoring System (PRAMS) survey 
results show the importance of hospital support on breastfeeding duration. Parents who report receiving at least five 
of the Ten Steps during their hospital stay not only initiate breastfeeding at higher rates but also have more than two 
months longer breastfeeding duration compared to parents who do not report receiving at least five of the Ten Steps 
in the hospital.
 
Implementing the evidence-based Ten Steps improves breastfeeding prevalence and increases breastfeeding 
support throughout local communities with a health equity and population health impact. The Colorado Baby-Friendly 
Hospital Collaborative has seen success assisting hospitals achieve Baby-Friendly designation since its creation in 
2013, when only three hospitals in Colorado were designated, to 15 designated hospitals in 2023, serving more than 
36% of births in the state each year. This metric includes three new hospitals receiving official Baby-Friendly 
designation in 2023. Based on the previous successes of the Collaborative, ESM 4.1 is designed to create a focus 
on recruiting hospitals with the highest percent of births insured by Medicaid to join the Collaborative and support 
facilities to become Baby-Friendly certified. Families with lower incomes often experience greater inequities in 
receiving breastfeeding support. Focusing on hospitals serving larger proportions of Medicaid-paid births will 
support more families to breastfeed and continue breastfeeding longer.
 
The Colorado Baby-Friendly Hospital Collaborative is one of the most successful state initiatives to address hospital 
support of breastfeeding. During this reporting year, the Collaborative expanded to include 29 Colorado hospitals 
with maternity services, which is more than half of all birthing hospitals in the state (56 total), as well as one partner 
hospital in Montana, St. Vincent Hospital. In September 2023, 26 individuals from 14 member facilities participated 
in the Collaborative’s Annual Networking Workshop, which is a hybrid one-day technical assistance event for 
hospitals to achieve and maintain Baby-Friendly designation. To further enhance this work and continuity-of-care 
strategies, a free, online, interactive, asynchronous breastfeeding training for physicians and healthcare providers 
was developed in alignment with Baby-Friendly USA training requirements, with assistance from community training 
experts and through the SPAN grant’s breastfeeding supplemental funding. The online training was launched in late 
2023 and will provide continuing education credits for the next several years as incentive for health care providers to 
take the eight-part training series. Additionally, through a special WIC Breastfeeding Performance Bonus Award 
from USDA, production of a similar but more in depth online advanced lactation training began in 2024. This 16-part 
training series will launch in early 2025 with a goal of providing free training for nurses (aligning with Baby-Friendly 
USA requirements), WIC and community health worker staff.
 
To expand implementation of statewide policies and practices that promote, support, and protect breastfeeding, 
CDPHE’s Breastfeeding Specialist assisted Colorado’s Medicaid program through policy creation for 2022 
legislation (HB22-1289) to expand breastfeeding coverage in Colorado Medicaid. This process included budget, 
contracting, and communication assistance between state agencies, Mothers’ Milk Bank (Colorado’s regulated 
donor human milk bank), WIC, and the public. CDPHE’s Breastfeeding Specialist collaborated with community 
advocacy groups and the state’s Medicaid program in crafting Medicaid policies and procedures for Medicaid 
members to receive outpatient donor human milk, breast pumps and supplies, as well as advanced lactation care 
services, while no longer requiring WIC enrollment. These policy changes will remove barriers and provide equitable 
access to breastfeeding support for families with low incomes.
 
Beyond the hospital setting, employers, child care and health care providers play critical roles in supporting 
breastfeeding duration and exclusivity. Breastfeeding staff worked with community partners, including local public 
health agencies and the Colorado Breastfeeding Coalition, to develop, pilot, and implement three statewide 
lactation-friendly recognition programs for workplaces, child care providers, and medical offices. All of these 
lactation-friendly programs include resources such as toolkits and online trainings, as well as statewide recognition 
from the Coalition. Additionally, all available resources have been transcreated into Spanish. Since the start of these 
recognition programs, which began in local communities in 2016, over 700 worksites (serving >100,000 
employees), over 190 child care programs/providers (including both licensed and unlicensed programs and family, 
friend and neighbor providers), and 18 medical offices have been supported and achieved lactation-friendly 
recognition. While incubated with MCH support, these programs have become sustainable beyond MCH funding 
through other incentives. For example, breastfeeding-friendly practices are now embedded in Colorado’s 
Department of Early Childhood’s Quality Rating and Improvement System, as a way for early care and education
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programs to receive child health points in the Colorado Shines quality rating system.
 
Additional community-based work included partnerships with the Colorado Breastfeeding Coalition, Colorado WIC, 
and Advancing Breastfeeding in Colorado (one of the state-funded Cancer, Cardiovascular and Pulmonary Disease 
grantees) to provide advanced lactation training, public resources, and mini-grant funding. In August 2023, CDPHE 
assisted community partners and the Coalition in hosting the annual Breastival - a free family festival to connect the 
community to breastfeeding resources and services. In April 2023, breastfeeding staff trained 109 WIC staff and 36 
non-WIC community members and public health staff in advanced breastfeeding training at the free WIC Lactation 
Specialist virtual training. Additionally, from having exemplary breastfeeding rates, Colorado WIC received the WIC 
Breastfeeding Performance Bonus Award in 2024. Through this special funding, community-based lactation services 
and celebratory events occurred for WIC clients and local communities, seven statewide lactation informational 
webinars from national subject matter experts were hosted for WIC staff, and the online advanced lactation training 
series was developed. Furthermore, over $210,000 in mini-grants were awarded to local WIC agencies to fund 
advanced lactation training of staff and implement community-driven strategies to increase access to lactation care. 
In September 2024, CDPHE assisted partners in hosting the biennial Colorado Lactation Conference, in which over 
250 individuals from the region attended the one-day hybrid conference to enhance lactation knowledge and support.
 
Partnerships with organizations providing lactation support to underserved communities around the state were 
instrumental in the success of lactation initiatives in Colorado. Through SPAN grant supplemental funding, CDPHE 
partnered with Mama Bird Doula Services to provide advanced lactation training scholarships to 49 individuals of 
color (doulas and other community members), create community- and BIPOC-led lactation classes, support groups, 
and one-on-one lactation care for families of color. Mama Bird is a Black woman-owned community nonprofit serving 
BIPOC families in the Denver metro area through prenatal, birth, and postpartum doula services. Through these 
efforts and the additional funding, Colorado went from having three International Board Certified Lactation 
Consultants (IBCLC) who identify as a person of color, to ten. Additionally, after completing a health disparities 
statewide scan, the southeast portion of the state was identified to have high obesity rates, the lowest breastfeeding 
rates, and very low access to health care due to the highly rural nature of the area. Therefore, in conjunction with 
SPAN funding, a Request for Proposals was released and awarded to Bent County Public Health to complete a 
needs assessment of lactation support services throughout southeast Colorado. Future funding years will enable 
Bent County staff to prioritize community-based initiatives to improve breastfeeding support in the region.
 
After soliciting input from over 300 community members, CDPHE’s Perinatal Behavioral Health Specialist and 
Breastfeeding Specialist created a new Cannabis, You and Your Baby webpage and handout for families, 
associated poster for medical offices, and new clinical guidance for health care providers on cannabis use during 
pregnancy and lactation. Community input dramatically impacted and improved the creation of the documents (e.g., 
altering CDPHE’s language from using “cannabis” rather than “marijuana”) and adoption of a harm-reduction 
approach to educational materials for the public and health care professionals. The new clinical guidance for health 
care providers includes comprehensive literature review summaries, toxicology and screening information, policy 
recommendations, and talking points. Dissemination of the newly created materials will continue through the next 
reporting year.
 
For more about the Promote Positive & Child Youth Development priority, see the Child Health domain.
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Perinatal/Infant Health - Application Year

Priority: Positive Child & Youth Development 
Performance Measures and Annual Objectives 
NPM 4a: For reporting year 2023, the percent of infants who were ever breastfed was 87.8% and the 
annual objective was 91.5%, so the annual objective was not met. Despite not meeting the annual 
objective in 2023, MCH staff kept the annual objective for reporting year 2024 at 92.0%, given the 
small sample size for the survey for this NPM can lead to annual fluctuations of data without statistical 

significance. The annual objective for reporting year 2025 is 92.0%.
 
NPM 4b: For reporting year 2023, the percent of infants breastfed exclusively through 6 months was 28.7% and the 
annual objective was 36.0%, so the annual objective was not met. MCH staff have determined the annual objective 
for reporting year 2024 to be 35.0% and the annual objective for reporting year 2025 is 40.0%.
 
ESM 4.1: For reporting year 2023, the percent of births insured by Medicaid at Baby-Friendly certified hospitals was 
37.0% and the annual objective was 37.0%. Because the annual objective for 2023 was met, the annual objective for 
reporting year 2024 is 37.5%. The annual objective for reporting year 2025 is 38.0%.
 
Resource Allocation to Advance this Priority 
For the upcoming reporting period, MCH funding will continue to support staff time to implement breastfeeding 
strategies in the positive child and youth development priority action plan. MCH will continue to leverage funding from 
the CDC State Physical Activity and Nutrition (SPAN) grant to pay for staff time and technical assistance and 
hospital recognition. Additional breastfeeding FTE (and associated strategy work) will be funded through the USDA 
Special Supplemental Nutrition Program for Women, Infants and Children (WIC). In addition to breastfeeding support 
and promotion, MCH Block Grant dollars will continue to fund staff time to build nutrition security through increased 
access to nutrient-rich locally grown food. The strategies planned for the upcoming year for this priority are 
summarized below. For a more detailed description, refer to the state action plan.
 
Strategy Implementation 
Strategy One: Build nutrition security through increased access to breastfeeding supportive 
environments in communities facing the greatest racial/ethnic disparities. 
Staff will continue to convene the Advisory Committee of the Colorado Baby-Friendly Hospital Collaborative to plan 
for technical assistance and hospital recruitment strategies, as well as, to review the Collaborative’s annual needs 
survey results. The Collaborative will continue to recruit hospitals, especially those with the highest percentages of 
births paid by Medicaid, to join the Collaborative and provide technical assistance to Collaborative members to 
implement Baby-Friendly hospital guidelines and increase breastfeeding support for families with lower incomes. 
One in three (37.0%) births in Colorado insured by Medicaid occurred at Baby-Friendly certified hospitals in 2023. 
Colorado aims to reach 38.0% by 2025.
 
To expand implementation of policies and practices that promote, support and protect breastfeeding, breastfeeding 
staff will engage at least two state agencies and/or hospital systems to identify at least one policy to implement that 
promotes, supports, and protects breastfeeding. Staff will explore with one hospital system potential barriers to 
implement system-wide breastfeeding supportive policies and practices, including Baby-Friendly certification, and 
report on the discussion to inform future activities.
 
Breastfeeding staff will continue to provide technical assistance in community settings (e.g., medical offices, schools, 
worksites, home visitor programs, jails, early care and education, etc.) to support the continuation of breastfeeding. 
Staff will identify or develop at least two state trainings and/or resources to build capacity of staff in community 
settings to become breastfeeding-supportive environments. Staff will continue to support Mama Bird Doula Services, 
the Black Breastfeeding Coalition of Colorado, and Families Forward Resource Center to advance breastfeeding 
activities focused on improving breastfeeding support in Black/African American families. Additionally, staff will: 
partner with the Colorado Breastfeeding Coalition to refresh statewide Lactation Friendly toolkits and resources 
(including adopting more inclusive language); support breastfeeding policies in school systems to include students 
and employees; and convene partners to develop online asynchronous lactation trainings for health care providers, 
WIC staff, and community health workers.
 
For more about the Promote Positive Child & Youth Development priority, see the Child Health domain.
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Child Health 

National Performance Measures

NPM - Percent of children, ages 9 through 35 months, who received a developmental screening using a parent-
completed screening tool in the past year (Developmental Screening, Formerly NPM 6) - DS 

Indicators and Annual Objectives

Federally Available Data

Data Source: National Survey of Children's Health (NSCH)

2019 2020 2021 2022 2023

Annual Objective 51.5 51 45.5 42.0 42.5

Annual Indicator 50.5 45.2 39.0 39.6 44.1 

Numerator 89,845 76,174 53,733 55,492 60,557

Denominator 177,856 168,605 137,773 140,204 137,424

Data Source NSCH NSCH NSCH NSCH NSCH

Data Source Year 2017_2018 2018_2019 2019_2020 2020_2021 2021_2022

 

Annual Objectives

2024 2025

Annual Objective 43.0 43.5
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Evidence-Based or –Informed Strategy Measures

ESM DS.1 - Percent of children referred to early intervention who do not complete an evaluation

Measure Status: Active

State Provided Data 

2019 2020 2021 2022 2023

Annual Objective 40 35 22

Annual Indicator 40.7 40 32.3 22.2 32.1

Numerator 14,999 5,598 4,857 3,808 5,597

Denominator 36,885 14,007 15,019 17,150 17,436

Data Source Early Intervention
Colorado

Early Intervention
Colorado

Early Intervention
Colorado

Early Intervention
Colorado

Early Intervention
Colorado

Data Source Year 2018-2019 2020 2021 2022 2023

Provisional or
Final ?

Final Final Final Final Final

Annual Objectives

2024 2025

Annual Objective 30.0 29.5
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NPM - Percent of children with and without special health care needs, ages 0 through 17, who have a medical 
home (Medical Home, Formerly NPM 11) - MH 

Indicators and Annual Objectives

NPM MH - Child Health - All Children

Federally Available Data

Data Source: National Survey of Children's Health (NSCH) - All Children

2023

Annual Objective

Annual Indicator 50.9 

Numerator 632,013

Denominator 1,242,532

Data Source NSCH-All Children

Data Source Year 2021_2022
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Evidence-Based or –Informed Strategy Measures

ESM MH.1 - Percent of children with special health care needs ages 0-17 years who receive family-centered care

Measure Status: Active

State Provided Data 

2019 2020 2021 2022 2023

Annual Objective 87 84 86

Annual Indicator 86.9 84.2 82.9 85.4 84.2

Numerator

Denominator

Data Source National Survey of
Childrens Health

National Survey of
Childrens Health

National Survey of
Childrens Health

National Survey of
Childrens Health

National Survey of
Childrens Health

Data Source Year 2017-2018 2018-2019 2019-2020 2020-2021 2021-2022

Provisional or
Final ?

Final Final Final Final Final

Annual Objectives

2024 2025

Annual Objective 84.5 85.0
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State Action Plan Table

State Action Plan Table (Colorado) - Child Health - Entry 1

Priority Need

Improve access to supports 

NPM

NPM - Percent of children, ages 9 through 35 months, who received a developmental screening using a parent-completed 
screening tool in the past year (Developmental Screening, Formerly NPM 6) - DS

Five-Year Objectives

Objective 1: By Sept 30, 2025, provide consultation and active implementation support for at least 3 projects where state 
or local MCH-related digital health modernization efforts are identified, including a focus on referrals.

Objective 2: By September 30, 2025, increase availability of data sources that illuminate outcome inequities to support 
state and local partner decision making by 1.

Strategies

Strategy 1: Invest in people, process & technology (information systems integration) that increase access to supports.

Strategy 2: Identify and address access inequities. 

NOMs

NOM - Percent of children meeting the criteria developed for school readiness (DEVELOPMENTAL) (School Readiness, 
Formerly NOM 13) - SR

NOM - Percent of children, ages 0 through 17, in excellent or very good health (Children's Health Status, Formerly NOM 
19) - CHS

ESMs Status

ESM DS.1 - Percent of children referred to early intervention who do not complete an evaluation Active
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State Action Plan Table (Colorado) - Child Health - Entry 2

Priority Need

Improve access to supports 

NPM

NPM - Percent of children with and without special health care needs, ages 0 through 17, who have a medical home 
(Medical Home, Formerly NPM 11) - MH

Five-Year Objectives

Objective 1B: By September 30, 2025, advance at least four recommendations through the stakeholder engagement 
process that ensure a more comprehensive, integrated system of care for all children including CYSHCN.

Strategies

Strategy 1: Invest in people, process & technology (information systems integration) that increase access to supports

NOMs

NOM - Percent of children with special health care needs (CSHCN), ages 0 through 17, who receive care in a well-
functioning system (CSHCN Systems of Care, Formerly NOM 17.2) - SOC

NOM - Percent of children, ages 3 through 17, with a mental/behavioral condition who receive treatment or counseling 
(Mental health treatment, Formerly NOM 18) - MHTX

NOM - Percent of children, ages 0 through 17, in excellent or very good health (Children's Health Status, Formerly NOM
19) - CHS

NOM - Percent of children, ages 0 through 17, who were unable to obtain needed health care in the past year (Forgone 
Health Care, Formerly NOM 25) - FHC

ESMs Status

ESM MH.1 - Percent of children with special health care needs ages 0-17 years who receive family-
centered care

Active

Created on 9/27/2024 at 10:30 AMPage 100 of 276 pages



Child Health - Annual Report

Priority: Access to Supports 
Performance Measures and Annual Objectives 
NPM 6: Percent of children, ages 9-35 months, who received a developmental screening using a 
parent-completed screening tool in the past year was 44.1%.
 
The annual objective for reporting year 2023 was 42.5%. The annual objective was met. The annual 

objective for reporting year 2024 is 43.0%.
 
ESM 6.1: Percent of children referred to early intervention who do not complete an evaluation was 32.1%. The annual 
objective for reporting year 2023 was 22.0%. The annual objective was not met.
 
In 2022, Colorado moved to a centralized intake process for the majority of early intervention referrals which resulted 
in a significant increase in the number of children successfully referred, however in 2023, the number of successful 
referrals declined. Twenty percent of these referrals were closed because Early Intervention Colorado intake was 
unable to contact the family (compared to 13% in 2022), and 12% were closed because parents decided not to 
proceed (compared to 10% in 2022).  The 2022 increase may directly be related to a post-COVID increase in 
referrals from families that sought early intervention after a delay in access to screening and referral. The annual 
objective for reporting year 2024 is 30.0%.
 
Quality improvement efforts are focused on collaboration to strengthen communication, build trust and establish 
shared language and decision making between primary care providers, early intervention intake teams and the 
families that they serve. Technology solutions like the e-referral pilot aim to address accuracy in referral contact 
information, in addition to further developing best practice guidance for increased family engagement within referral 
systems.
 
The data source for both the NPMs is the National Survey of Children’s Health that is administered annually. The data 
source for the ESM is Early Intervention Colorado and is compiled quarterly and annually.
 
The data source for both the NPM and ESM is the National Survey of Children’s Health that is administered annually.
 
Resource Allocation to Advance this Priority 
For this reporting period, MCH Block Grant dollars were braided with state General Funds to support staff time 
(approximately 5.5 FTE) on the Children and Youth with Special Health Care Needs (CYSHCN) team and 0.35 FTE 
on the Health Informatics and Telehealth and Digital Inclusion teams at CDPHE; implementation of strategies in the 
state action plan; and contracts with local public health agencies to implement local action plans that support the 
CYSHCN population. The CYSHCN team leveraged additional MCHB grant funds from the Pediatric Mental Health 
Care Access Grant to continue and/or expand several existing partnerships and to support state and local 
implementation efforts. The funded strategies and associated outcomes are summarized below. For a more detailed 
description, refer to the full state action plan.
 
Strategy Implementation 
The access to supports priority includes, but extends beyond, access to health care services. This is based on the 
understanding that the health of individuals and families is heavily influenced by non-medical factors such as food, 
housing, social connectedness, and safety, often referred to as social and structural determinants of health (CDPHE 
Office of Health Equity, 2018). Policy and systems-level improvements are needed to support whole-person care and 
make it easier for women, children, youth and families living in Colorado to access the comprehensive services and 
supports they need. This includes strengthening partnerships, communication, coordination and collaboration across 
and between organizations and systems that provide support for women, children, youth, and their families.
 
Most systems are made up of some combination of people (i.e., both those seeking and those providing services 
and supports), processes used by those people (i.e., getting or giving a referral), and technology (i.e., interoperable 
data systems, a website, or an app on a smartphone). Using this lens, the state action plan for the access to 
supports priority focuses on the following strategies: 

1. Invest in people, process and technology that increase access to supports, with two sub-strategies to: 
increase equitable access to and use of behavioral health care, and 
advance MCH priorities through the integration of technology strategies;
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2. Use data to identify, illuminate, and address access, utilization, and outcome inequities.
 
Strategy Two: Identify and address access inequities, with the sub-strategy to use data to identify, 
illuminate, and address access, utilization, and outcome inequities. 
Objective 2A: By September 30, 2024, increase the availability of data sources that illuminate outcome inequities 
to support state and local partner decision-making by 1.
 
MCH contributed to the development of a screening and referral data dashboard to inform the work of both the 
Social Emotional priority and the access to supports priority. The developmental screening and referral data 
dashboard is an interagency data partnership with three state agencies and the community-based Assuring Better 
Child health and Development (ABCD) to monitor annual screening and referral outcomes for children, birth to three 
years old, across the state. The dashboard captures data from multiple data systems to better understand gaps and 
disparities in the birth to three screening and referral systems.
 
The revised dashboard format includes one comprehensive annual dashboard release in April and four quarterly 
releases designed to analyze screening and referral data trends from Early Intervention Colorado, Colorado 
HealthySteps® sites, and Colorado’s state Medicaid program. A public-facing version of the data dashboard is in 
the final development stages with interagency data-sharing agreements under review by state partners. Dashboard 
partners continued to refine the goal of public distribution and data sharing on a CDPHE hosted site with the 
following themes in mind: identification of gaps and disparities, monitoring of screening and referral rates, and the 
identification of collective opportunities to increase equitable access to services. Ultimately, the dashboard will 
provide a way to tell a shared story about Colorado families' experiences within our birth to three referral systems 
and to drive changes to those state and local systems. 
 
MCH contributed to funding a regional oversample of the National Survey of Children's Health that includes questions 
about access to supports and to help illuminate inequities. See Section III.E.2.b.iii. MCH Data Capacity for more 
about the oversample.
 
For more about the Access to Supports priority, see the Children and Youth with Special Health Care Needs domain.
 

Priority: Positive Child & Youth Development 
Resource Allocation to Advance this Priority 
For this reporting period, MCH Block Grant dollars funded staff time (0.25 FTE) to implement 
breastfeeding strategies in this priority’s action plan. MCH leveraged additional funding from the 
CDC’s State Physical Activity and Nutrition (SPAN) grant to pay for staff time (0.25 FTE) and technical 
assistance and hospital recognition. Additionally, CDPHE was able to secure special breastfeeding 

supplemental funding through the CDC’s State Physical Activity and Nutrition grant for equity and physician training 
activities. Other staff time and associated strategy work was funded through the USDA’s Special Supplemental 
Nutrition Program for Women, Infants and Children program (0.5 FTE). In addition to breastfeeding support and 
promotion, MCH Block Grant dollars funded approximately  0.65 FTE of staff time to build nutrition security through 
increased access to nutrient-rich locally grown food, referred to as “farm to child.” The breastfeeding strategies and 
associated outcomes for this priority are summarized below and farm-to-child strategies are included in the child 
health domain. For a more detailed description, refer to the state action plan.
 
Strategy Implementation 
Strategy Two: Build nutrition security through increased access to nutrient-rich locally grown food in 
communities facing the greatest racial/ethnic disparities. 
In addition to the breastfeeding strategies outlined in the perinatal/infant health domain, another strategy to promote 
positive child and youth development includes increasing access to locally grown foods, also referred to as a “farm to 
child” approach. Research demonstrates that purchasing local foods not only supports the community and local 
economy, but provides early care and education settings and homes with fresh, nutritious, and seasonally produced 
foods. A farm to child approach empowers children and their families to make informed food choices, while 
strengthening the local economy and contributing to vibrant communities. Farm to child research suggests children 
exposed to fruits and vegetables have a positive association and willingness to try and liking of foods. Additional 
research is needed to assess the impact of the farm to child program on fruit and vegetable intake (Izumi, et al., 
2015).
 
During this reporting period, CDPHE continued to co-lead the Farm to Child Collaborative. In coordination with
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partners, the Farm to Colorado Specialist finalized the Farm to Child Roadmap 2.0 and Farm to Child Guide 
(English; Spanish). The Farm to Child Collaborative voted to prioritize three strategic initiatives for workgroup 
formation: (1) racial, economic and linguistic justice; (2) capacity building and systems coordination; and (3) 
increasing purchasing power of early care and education providers. Workgroups finalized action plans for each of 
the three areas of focus and continue to gather community input on funding needs and expanding partnerships. 
Community-based leadership is a key aspect of each workgroup and members have begun to take ownership of 
individual tasks within the action plans.
 
Early care and education sites are an important access point of nutritious food for children and their families. 
Incorporating local foods into meals can increase nutritional value, quality, and meal participation, helping to increase 
nutrition access while strengthening our regional food system. The Farm to Child Collaborative Purchasing Power 
and Capacity Building workgroups collaborated with the Colorado Food Systems Advisory Council Institutional 
Procurement workgroup to align statewide baseline data collection. These data will enhance the understanding of 
current procurement practices at early care and education sites, potential value chain coordination and market 
channel gaps, areas for intervention, and considerations for resource and training development. In the spring of 2023 
CDPHE re-released the Farm to Child statewide survey, administered every five years, and aligned all local 
procurement questions with the Advisory Council’s data collection survey. The survey included language specific to 
Family Friend and Neighbor providers, and was translated to Spanish. Data will be presented to the Colorado 
Department of Education and the Colorado Department of Agriculture to help inform the allocation of USDA Local 
Procurement funding, totaling $60 million over four years. Survey data shows expanded reach across the state, with 
52 of 64 counties represented in responses, and a 45% increase in response rate.  Responses reflected an 
increase in purchasing some local food, from 37% in 2018 to 58% in 2023 and an additional 10% planning to start in 
2023.
 
CDPHE staff partnered with the CYSHCN 
team to support access to nutritious food for 
children and their families. Staff hosted a 
Gardening with Children of All Abilities 
training in English and Spanish in August 
2022. There were 19 English speaking 
participants and 11 Spanish-speaking 
participants. All participants agreed/strongly 
agreed that the training met expectations 
and objectives. An additional webinar 
focused on Feeding and Nutrition for 
Children with Special Health Care Needs 
webinar was held in May 2023 and attended 
by 60 partners.
 
A partner sharing toolkit was developed in 
English and Spanish by the Farm to Child 
Collaborative Capacity Building workgroup and released in October 2022 during Farm to Child Month to support 
dissemination of the Farm to Child Roadmap audience-specific guides for early care and education providers, 
farmers/producers, and partner organizations. The guides were completed and translated into Spanish with the 
provider guide also translated into Arabic. A social media campaign was implemented in English and Spanish with 
33 promotional resource images created (66 total images) tailored for the three groups. A total of 10,681 individuals 
saw the social media images, and 389 individuals clicked the link to view the resources.
 
Year two Farm to ECE (Early Care and Education) Implementation Grants were completed October 2022 and 
increased access to locally grown produce for 570 children in early learning settings. The mini-grant application for 
year three was released in March 2023 in English and Spanish. The mini-grants were awarded to five grantees in 
Arapahoe, Fort Morgan, La Plata, Montrose, and Weld Counties with a focus on gardening, local food purchasing, 
and nutrition education with participation of 946 children and approximately 576 families. The five mini-grants 
increased access to local foods at 25 family, friend, and neighbor care sites, 12 licensed child care centers, 21 
family child care homes, and four community-based food sites (e.g., summer meal programs, food banks), for a total 
of 65 sites.
 
The Farm to Child Collaborative hosted two 90-minute planning sessions to develop drivers, secondary drivers, and
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activities for the third and final year of the Association of State Public Health Nutritionists’ Farm to Early Care and 
Education Implementation Grant. With 32 members in attendance, the session saw greater group interaction, voting, 
and community inclusion. The grant application was submitted by CDPHE and approved by the Association of State 
Public Health Nutritionists for sustained funding through June 2023 to support local mini-grants and the Collaborative. 
The decision was made to offer continuation funding to the same five grantees for year three to examine 
implementation through five videos (each four minutes long), visualizing the success of each program. Year three 
funding was extended to include garden grants for licensed and unlicensed providers, and the application was 
available in English and Spanish. The grant opportunity solicited a total of 48 applications and was awarded to 12 
providers representing seven counties, including one Spanish application. 

The Farm to Child Collaborative hired a bilingual technical assistance provider at 12.5 hours per month for the third 
year of funding for the Farm to ECE Implementation Grant. This individual contacted Spanish-speaking members 
and prior participants no longer attending meetings to better understand barriers to continued participation. 
Additional external stakeholders were engaged to increase participation of the Spanish-speaking food system, early 
learning settings, and support organizations. To capture their voices and needs for the Farm to Child Roadmap, 
Spanish-speaking contractors hosted a listening session with Spanish-speaking family, friend, and neighbor child 
care providers, provided translated meeting notes as follow-up, and sought feedback on resource development. 
Funding was leveraged to include translation of resources into Spanish, including all 12 Harvest of the Month 
documents (Spanish, Arabic), Eating, Growing, Learning: A Colorado Farm to Child Guide, and the Farm to Child 
Roadmap Guide (Spanish; Arabic) for child care providers. Simultaneous translation is also provided at monthly 
coalition meetings to expand language access. Key findings from listening sessions were a need for increased 
representation and a preference for a separate meeting for Spanish-speaking providers only. This monthly peer-to-
peer network kicked off in November 2023 and has continued engagement into 2024. An English speaking group 
was also started and both groups are led by farm to child early childhood provider champions to broaden 

representation.
 
Additional collaboration with stakeholders resulted 
in a Proclamation by the Colorado Governor's 
Office for the Colorado Crunch Off, a local produce 
promotion event where schools, early care and 
education/family child care homes, and community 
members were encouraged to “crunch” into local 
produce. The Farm to Child Specialist assisted in 
the development of promotional materials for this 
event including a video in English and Spanish and 
partner sharing fliers. Through collaboration with the 
Colorado Department of Education, the Crunch Off 
event date was moved to October in 2023 to align 
with Farm to Child Month, as well as Colorado 
Proud Meal Day. These efforts resulted in an 
unprecedented increase of 839% participation in 
the Crunch Off event in Colorado, winning Colorado 
the Breakthrough State Award from the USDA 
Mountain Plains Regional Office.

 
In September 2023 a farm to child gathering was held in Fort Morgan, based on input from both the Roadmap 
listening sessions and the 2023 statewide survey. The gathering provided peer to peer networking, learning, 
resource distribution, and partner engagement. The gathering included an in-person Farm to Child Collaborative 
meeting, the first in-person opportunity since the inception of the group in 2020, and attended by a total of 46 people. 
Learning sessions focused on the core components of the farm to child approach, policy and advocacy, and 
community-based leadership. Participants received knowledge, resources, field trips, hands-on learning in knife 
skills and gardening, and meaningful conversations around implementation of farm to child. Lunch was provided by 
five local farmers/producers, and the Fort Morgan Community College held "class" for their Early Childhood 
Education Provider Certification program. The gathering was approved by the Professional Development 
Information System for four hours of continuing education units.
 
For more about the Promote Positive & Child Youth Development priority, see the Perinatal /Infant Health domain.
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Child Health - Application Year

Priority: Access to Supports 
Performance Measures and Annual Objectives 
NPM 6: For reporting year 2023, the percent of children, ages 9-35 months, who received a 
developmental screening using a parent-completed screening tool in the past year was 44.1% and the 
annual objective was 42.5%, so the annual objective was met. The annual objective for reporting year 
2024 is 43.0% and the annual objective for reporting year 2025 is 43.5%.

 
ESM 6.1: For reporting year 2023, the percent of children referred to early intervention who do not complete an 
evaluation was 32.1% and the annual objective was 22.0%, so the annual objective was not met. MCH staff have 
reviewed the circumstances surrounding referrals, communication with families, and possible COVID-related 
impacts and have adjusted the annual objective for 2024 to 30.0%. The annual objective for reporting year 2025 is 
29.5%.
 
Resource Allocation to Advance this Priority 
For the upcoming year, MCH Block Grant dollars will continue to be braided with state General Funds to support 
approximately 5.5 FTE on the CYSHCN team and .35 FTE on action the Health Informatics and Telehealth and 
Digital Inclusion teams at CDPHE; implementation of strategies in the state action plan; and contracts with local 
public health agencies to implement local action plans that support the CYSHCN population. The CYSHCN team will 
continue to leverage HRSA’s  Pediatric Mental Health Care Access Grant to maintain and/or expand several existing 
partnerships and to support state and local implementation efforts. The funded strategies and associated outcomes 
are summarized below. For a more detailed description, refer to the full state plan.
 
Strategy Implementation 
Strategy Two: Identify and address access inequities, with the sub-strategy to use data to identify, 
illuminate, and address access, utilization, and outcome inequities. 
In the upcoming year, MCH staff will further refine the development of a platform for the interagency public facing 
screening to referral data dashboard to enhance the collective understanding of how partners can continue to 
improve access and improve families' experiences within Colorado’s birth to 3 screening to referral systems. 
 
MCH staff will also continue to support and influence the Office of eHealth Innovation’s Health IT Roadmap to ensure 
the inclusion of baseline assessments, gaps, and metrics related to statewide social health information exchange 
initiatives. In the upcoming year, MCH staff will review the “Discovery Key Findings” document based on a S-HIE 
data project funded by the Office of eHealth Innovation, to identify categories of data, as well as identify missing data 
important to measure and/or track inequities related to the MCH population. With the slated 2025 revision of the 
state’s Health IT Roadmap, MCH staff will have the opportunity to provide feedback that can positively impact the 
MCH population's access to supports.
 
 

Priority: Positive Child & Youth Development 
Performance Measures and Annual Objectives
NPM 4a: Percent of infants who are ever breastfed. The NPM 4a annual objective for reporting year 2024 is 
92.0%.
 
NPM 4b: Percent of infants breastfed exclusively through 6 months. The NPM 4b annual objective for 

reporting year 2024 is 38.0%.
 
ESM 4.1: Percent of births insured by Medicaid at Baby-Friendly certified hospitals. The ESM 4.1 annual objective for 
reporting year 2024 is 37.5%.
 
Resource Allocation to Advance this Priority
For the upcoming reporting period, MCH funding will continue to support staff time to implement breastfeeding strategies in 
the Positive Child and Youth Development priority action plan. MCH will continue to leverage funding from the CDC State 
Physical Activity and Nutrition (SPAN) grant to pay for staff time and technical assistance and hospital recognition. Additional 
breastfeeding FTE (and associated strategy work) will be funded through the USDA Special Supplemental Nutrition Program 
for Women, Infants and Children (WIC). In addition to breastfeeding support and promotion, MCH Block Grant dollars will 
continue to fund staff time to build nutrition security through increased access to nutrient-rich locally grown food.  The 
strategies planned for the upcoming year for this priority are summarized below. For a more detailed description, refer to the
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state action plan.
 
Strategy Implementation 
Strategy Two: Build nutrition security through increased access to nutrient-rich locally grown food in 
communities facing the greatest racial/ethnic disparities. 
In the upcoming reporting year, the positive child and youth development priority will continue to include a focus on 
building nutrition security through increased access to nutrient-rich locally grown food in communities facing the 
greatest racial/ethnic disparities. MCH Block Grant dollars will continue to support implementation of the 2022-2025 
Farm to Child Roadmap. The Colorado Farm to Child Collaborative and coalition partners will implement the 
strategic initiatives outlined in the Roadmap that ensures racial/ethnic equity and aligns with the strategies in the 
action plan for the positive child and youth development priority.
 
CDPHE staff will continue to lead the Colorado Farm to Child Collaborative. Staff will continue to review the Farm to 
ECE Roadmap with the strategic plan and farm-to literature reviews to compile information for sharing with partners 
and stakeholders. CDPHE staff will participate on the Colorado Food Systems Advisory Council to represent 
CDPHE programs and communicate Council information and resources to CDPHE programs. CDPHE staff will 
identify and increase Colorado-specific technical assistance resources to support institutions and programs in 
initiating a farm to child program. This includes convening state and local partners to identify nutrition education 
resources to support farm to institution and program and the WIC Farmers’ Market Nutrition Program to ensure 
shared messaging and modifying Colorado’s Farm to ECE training into modules to enable use with different 
audiences.
 
CDPHE staff will support community partners, including local public health agencies, and communities experiencing 
racial and ethnic disparities to identify and develop resources to support early learning and youth settings in growing 
gardens and purchasing local food, and identify and implement strategies that address the intersection between 
behavioral health and food/food insecurity/culturally relevant foods. CDPHE staff will also work to build the capacity of 
staff and partners through offering training on nutrition security and farm to strategies.
 
For more about the Promote Child & Youth Development priority, see the Perinatal/Infant Health domain.
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Adolescent Health 

National Performance Measures

NPM - Percent of adolescents, with and without special health care needs, ages 12 through 17, who are bullied or 
who bully others (Bullying, Formerly NPM 9) - BLY 

Indicators and Annual Objectives

NPM BLY - Adolescent Health

Federally Available Data

Data Source: Youth Risk Behavior Surveillance System (YRBSS)

2019 2020 2021 2022 2023

Annual Objective 22.5 22 21.5 19.5 19

Annual Indicator 22.8 21.2 21.2 23.9 23.9 

Numerator 53,094 50,864 50,864 57,049 57,049

Denominator 232,406 239,788 239,788 238,257 238,257

Data Source YRBSS YRBSS YRBSS YRBSS YRBSS

Data Source Year 2017 2019 2019 2021 2021
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National - Youth Risk Behavior Surveillance System (YRBSS) 
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Colorado - Youth Risk Behavior Surveillance System (YRBSS) 
Colorado - Objectives
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Federally Available Data

Data Source: National Survey of Children's Health (NSCH) - Perpetration - All Adolescents

2019 2020 2021 2022 2023

Annual Objective 22.5 22 21.5 19.5 19

Annual Indicator 16.6 19.1 18.3 13.9 16.1 

Numerator 69,342 80,754 79,073 59,520 69,433

Denominator 416,926 423,583 430,963 429,083 432,521

Data Source NSCHP NSCHP NSCHP NSCHP-All
Adolescents

NSCHP-All
Adolescents

Data Source Year 2018 2018_2019 2019_2020 2020_2021 2021_2022

Federally Available Data

Data Source: National Survey of Children's Health (NSCH) - Victimization

2019 2020 2021 2022 2023

Annual Objective 22.5 22 21.5 19.5 19

Annual Indicator 50.7 46.1 39.2 38.2 43.0 

Numerator 212,730 195,148 168,451 164,060 186,638

Denominator 419,974 423,321 429,650 429,371 433,657

Data Source NSCHV NSCHV NSCHV NSCHV-All
Adolescents

NSCHV-All
Adolescents

Data Source Year 2018 2018_2019 2019_2020 2020_2021 2021_2022
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State Provided Data

2019 2020 2021 2022 2023

Annual Objective 22.5 22 21.5 19.5 19

Annual Indicator 22.7 22.7 16.4 16.4 16.7 

Numerator

Denominator

Data Source Healthy Kids
Colorado Survey

Healthy Kids
Colorado Survey

Healthy Kids
Colorado Survey

Healthy Kids
Colorado Survey

Healthy Kids
Colorado Survey

Data Source Year 2019 2019 2021 2021 2023

Provisional or
Final ?

Final Final Final Final Final

Annual Objectives

2024 2025

Annual Objective 18.5 18.0
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Evidence-Based or –Informed Strategy Measures

ESM BLY.1 - Percent of youth who identify as transgender who have a trusted adult to go to for help with a serious 
problem

Measure Status: Active

State Provided Data 

2019 2020 2021 2022 2023

Annual Objective 45.8 57.5 58

Annual Indicator 45.3 57.9 57.4 57.4 64.7

Numerator

Denominator

Data Source Healthy Kids
Colorado Survey

Healthy Kids
Colorado Survey

Healthy Kids
Colorado Survey

Healthy Kids
Colorado Survey

Healthy Kids
Colorado Survey

Data Source Year 2017 2019 2021 2021 2023

Provisional or
Final ?

Final Final Final Final Final

Annual Objectives

2024 2025

Annual Objective 58.5 59.0
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ESM BLY.2 - Percent of youth of color who have a trusted adult to go to for help with a serious problem

Measure Status: Active

State Provided Data 

2019 2020 2021 2022 2023

Annual Objective 69.9 70.4 70.9

Annual Indicator 69.4 68.3 68.4 68.4 70.9

Numerator

Denominator

Data Source Healthy Kids
Colorado Survey

Healthy Kids
Colorado Survey

Healthy Kids
Colorado Survey

Healthy Kids
Colorado Survey

Healthy Kids
Colorado Survey

Data Source Year 2017 2019 2021 2021 2023

Provisional or
Final ?

Final Final Final Final Final

Annual Objectives

2024 2025

Annual Objective 71.4 71.9
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State Action Plan Table

State Action Plan Table (Colorado) - Adolescent Health - Entry 1

Priority Need

Increase prosocial connection 

NPM

NPM - Percent of adolescents, with and without special health care needs, ages 12 through 17, who are bullied or who 
bully others (Bullying, Formerly NPM 9) - BLY

Five-Year Objectives

Objective 1A: By September 30, 2025, engage with community-based organizations and similar agencies to implement a 
minimum of one prosocial connection policy or process to reduce barriers to community connectedness.

Objective 2A: By September 30, 2025, increase the number of policy, practices and or system changes that increase 
equity in supportive environments for youth by at least 3.

Objective 2B: By September 30, 2025, provide a minimum of 10 trainings or technical assistance sessions/ 
resources/supports for LPHAs and CBOs (or communities) to implement evidence-based, equity-driven prosocial 
strategies.

Strategies

Strategy 1: Work with community to address structural and systemic barriers to community connectedness.

Strategy 2: Create supportive environments for youth facing the greatest racial disparities. 

NOMs

NOM - Adolescent mortality rate ages 10 through 19, per 100,000 (Adolescent Mortality, Formerly NOM 16.1) - AM

NOM - Adolescent suicide rate, ages 15 through 19, per 100,000 (Adolescent Suicide, Formerly NOM 16.3) - AM-Suicide

ESMs Status

ESM BLY.1 - Percent of youth who identify as transgender who have a trusted adult to go to for help 
with a serious problem

Active

ESM BLY.2 - Percent of youth of color who have a trusted adult to go to for help with a serious 
problem

Active
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Adolescent Health - Annual Report

Priority: Prosocial Connection 
Performance Measures and Annual Objectives
NPM 9: Percent of adolescents who are bullied on school property or electronically was 16.7%. The 
annual objective for reporting year 2023 was 19.0%. The annual objective was met. The annual 
objective for reporting year 2024 is 18.5%.
 

ESM 9.1: Percent of youth who identify as transgender who have a trusted adult to go to for help with a serious 
problem was 64.7%. The annual objective for reporting year 2023 was 58.0%. The annual objective was met. The 
annual objective for reporting year 2024 is 58.5%.
 
ESM 9.2: Percent of youth of color who have a trusted adult to go to for help with a serious problem was 70.9%. The 
annual objective for reporting year 2023 was 70.9%. The annual objective was met. The annual objective for 
reporting year 2024 is 71.4%.
 
The data for this national performance measure (NPM) is collected through the National Survey of Children’s Health. 
The data for the evidence-informed strategy measures (ESMs) comes from the Healthy Kids Colorado Survey that is 
administered every two years. Analysis of relevant survey data reveals inequities based on race, sexual orientation, 
and gender identity. The prosocial connection action plan is centered on equity and improving school and community 
environments for youth of color and transgender youth.
 
The overrepresentation of white school staff may lead to racial bias and stereotypes in the school environment. 
Moreover, failing to see one’s culture and/or identity represented by school staff can inhibit feelings of belonging, 
connection to school, and positive mental health outcomes. Furthermore, there has been an increase in transphobic 
policies proposed and enacted in schools nationwide to prevent transgender youth from participating in sports, 
accessing bathroom and locker rooms, and receiving gender-affirming curricula and access to books. In 2023 and 
2024, Colorado lawmakers introduced two bills limiting the rights of transgender minors in schools and within sports. 
Such discriminatory policies exacerbate transphobia, fueling harm, exclusion, and isolation for transgender and 
questioning youth, all these factors negatively impacting trusted adult relationships for transgender youth.
 
Resource Allocation to Advance this Priority
During this reporting period, MCH Block Grant dollars funded approximately 2.0 FTE to implement the state action 
plan for the prosocial connection priority. MCH staff time was leveraged with additional funding including: $400,000 
of state General Funds to support gender sexuality alliances, staff mental health training and school and district 
policy implementation with Colorado schools and districts; state General Funds for maternal mortality prevention 
community-based strategies to promote social connectedness; state funds from tobacco and marijuana programs 
for a public awareness campaign for youth; and federal SAMHSA funds from the Colorado Department of Education 
to support the development of comprehensive suicide prevention policies. Through an interagency agreement, MCH 
funding also supports a positive youth development training system coordinated by the Colorado Department of 
Human Services. The action plan strategies and associated outcomes for this priority are summarized below. For a 
more detailed description, refer to the full state action plan.
 
Priority Implementation
During this reporting period, three strategies were the focus of the prosocial connection priority: (1) work with 
community to address structural and systemic barriers to community connectedness; (2) increase connectedness for 
parents, caregivers and families; and (3) create supportive environments for youth facing the greatest disparities.
 
Priority Coordinators for built environment, prosocial connection, positive child and youth development and social 
emotional wellbeing partnered to launch a pilot funding opportunity in April 2023. The funding leveraged multiple 
programs to invite communities to apply for a mini-grant opportunity to fund low-cost, community-driven projects that 
support social connectedness and safe and connected built environments. Sixteen applications were received, 
requesting approximately $120,000 in grant funds. Seven communities were awarded using funds from MCH 
($10,000) and the Physical Activity and Nutrition Program ($17,653). Following a debrief on the process, an 
additional opportunity was created, and priority partners made process improvements based on lessons learned, 
including the need to expand the timeline for grantees to complete their projects and reducing administrative burden 
overall.
 
An additional round of cross priority strategy funding was launched in November 2023 and was broadened to include
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all seven Colorado Maternal and Child Health priorities. The mini-grant opportunity received approximately $700,000 
in funding requests from 141 applicants; projects ranged in scope, budget requests, and outcomes. Ten projects 
were selected distributing $47,600 in built environment funds and $30,798.25 in Children and Youth with Special 
Health Care Needs General Funds to communities. Projects will be completed by September 2024.
 
Prosocial connection priority staff provided technical assistance and contract oversight to 16 Colorado schools and 
school district grantees, with funding through Senate Bill 18-272. This legislation was passed in 2018 to support 
suicide prevention and crisis response in schools and school districts. The program supports schools and districts to 
implement comprehensive suicide prevention efforts, including staff training, policy development and equity, and 
LGBTQ+ school climate strategies. Policies such as affirming gender identity and sexual orientation and anti-bullying 
policies advance both bullying and suicide prevention. Research indicates that LGBTQ+ students in school districts 
with sexual orientation and gender identity protections in their anti-harassment and anti-bullying policies reported 
greater school safety and less peer victimization based on their sexual orientation and gender expression, when 
compared to students without such protections. Additionally, implementing school climate efforts like Gender 
Sexuality Alliances and diversity clubs can help to create a safe school environment for all students. Research has 
also shown that Gender Sexuality Alliances have positive effects on student health, wellness, and academic 
performance; as well as protect students from harassment based on sexual orientation and gender identity (GSA 
Network).
 
In addition to implementing state strategies, prosocial connection priority staff provided consultation to four local 
public health agencies, representing nine counties. Support included technical assistance in the development of 
action plans and budgets, collective problem solving, and connection to community resources and aligned initiatives.
 
Jefferson County Public Health contracted with a youth-serving community-based organization, Apprentice of Peace 
Youth Organization, to identify opportunities to create positive environments for youth in the community and support 
youth engagement in this work. Jefferson County Public Health is also contracting with the Center for Public Health 
Practice to implement the Creative Journeys program. This program follows a process that engages social 
worker/youth teams in youth participatory action research, which supports youth as partners in creating collective 
power, and aims to foster healing and critical hopefulness by advocating for changes to improve mental health within 
school/community contexts. This project is happening at a junior/senior high school where a majority of the students 
identify as Latine and/or BIPOC. The Creative Journey program hopes to build community power, center student 
voice and inspire change to improve youth health outcomes and connections in the community.
 
Boulder County Public Health collaborated with community partners to host restorative practices events for the 
community and the local school district, which led to the hiring of a restorative justice coordinator. Boulder County 
also hosted their first youth summit, Mental Health Matters. This event was planned by youth for youth and created a 
space for connection activities that was welcoming and inclusive for the diverse participants from throughout the 
county.
 
El Paso County Public Health trained more than 200 school and district staff in trauma responsive practices. This 
training has led one district to engage parents in order to help inform their approach to support students 
experiencing trauma within their school setting. Additionally, during this reporting period, Northeast Colorado Health 
Department focused on internal practices to support LGBTQ+ youth. One success was implementing the use of 
pronouns for staff and wearing pronoun pins during health clinics to foster an inclusive environment.
 
Through the prosocial connection priority, the MCH program has continued to promote positive youth development. 
Positive Youth Development is a strengths-based approach to help youth acquire the knowledge and skills they need 
to become healthy and productive adults. The positive youth development training system guides individuals and 
organizations in how they implement services, opportunities, and support to engage youth in reaching their full 
potential. Colorado’s positive youth development statewide training system is led by the Colorado Department of 
Human Services (CDHS) in partnership with CDPHE. During this reporting period, the CDHS led nine Positive Youth 
Development 101 trainings, with over 250 attendees, four virtual train-the-trainer sessions with over 30 participants 
and two Askable Adult trainings with 135 participants. 
 
Through the prosocial connection priority, the MCH program contributes funding to Forward Together, a public health 
awareness campaign developed through a collaboration between CDPHE and the Colorado Department of Human 
Services. The campaign engages youth ages 12-17 and adults to strengthen authentic and supportive youth-adult 
and youth-peer relationships. To date, the campaign has garnered over 256 million impressions (140 million adults
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and 116 million youth) and 44 million adult and youth engagements with website visits, video views, likes, shares and 
saves. 
 
As of the last evaluation, the campaign achieved the following awareness levels: 59% of youth are aware of the 
campaign and 42% of adults are aware of the campaign. Additionally, there were successful efforts to incorporate 
youth voice and diverse lived experience in the development and ongoing management of the campaign. There were 
over 200 youth-made content items published on the web or social media with over 30 youth contributors statewide. 
Through on-staff youth advisors, the YConnect youth advisory panel for the campaign, the youth creators group and 
on-the-ground and virtual outreach, youth throughout Colorado regularly contributed insights, stories, artwork and 
creative design. There were also over 50 adult-made content items from a diverse group of Colorado parents, 
grandparents, youth experts, and mentors. Prosocial priority staff served as subject matter experts and supported 
youth engagement efforts for the campaign.
 
To support community connectedness among parents, caregivers and families and to reduce maternal mortality, the 
Maternal Mortality Prevention Program renewed grant awards to two existing grantees, Glowmundo and Elephant 
Circle, and starting in January 2024 awarded funding to an additional five grantees to address community-led 
solutions for maternal mortality. The awardees incorporate social connectedness program components across the 
lifespan. Of these community-based organizations at least two, Early Childhood Partnership of Adams County and 
Center for African American Health, provide parenting classes and support groups for pregnant and postpartum 
people. In addition, Mama Bird Doula Services offers support circles for birthing families.
 

Priority: Social Emotional Wellbeing
Performance Measures and Annual Objectives 
NPM 14a: For reporting year 2023, the percent of women who smoke during pregnancy was 3.1% and 
the annual objective was 4.5%, so the annual objective was met. The annual objective for reporting 
year 2024 is 4.3%. The NPM 14a annual objective for reporting year 2025 is 4.0%.
 

ESM 14.1: For reporting year 2023, the percent of pregnant people insured by Medicaid who smoke during the last 
three months of pregnancy was 8.3% and the annual objective was 9.4%, so the annual objective was met. The 
annual objective for reporting year 2024 is 7.7% and the annual objective for reporting year 2025 is 6.0%.
 
SPM 4: For reporting year 2023, the percent of women of reproductive age (18-44 years) who report good mental 
health was 66.4% and the annual objective was 73.0%, so the annual objective was not met. Because Colorado data 
is in line with national measures showing that mental health concerns and frequent mental distress is increasing 
among women of reproductive age (America’s Health Rankings, 2023), MCH staff decided to keep the annual 
objective for reporting year 2024 and 2025 at 73.0%.
 
Resource Allocation to Advance this Priority 
For the upcoming reporting period, MCH Block Grant dollars will continue to support 1.0 FTE of the Family Adversity 
and Mortality Prevention team across multiple positions and will continue to braid state General Funds to support 1.0 
FTE on the CYSHCN team for the implementation of the strategies outlined in the state action plan. MCH funds will 
continue to be allocated to contracts with local public health agencies to implement social emotional wellness local 
action plans. To advance and expand impact, MCH will align with and leverage funding from the CDC grant that 
supports the Colorado Perinatal Care Quality Collaborative, state General Funds to reduce maternal mortality, 
ERASE Maternal Mortality grant through the CDC, and the HRSA State Maternal Health Innovation and Data 
Capacity grant. In addition, MCH Block Grant dollars will continue to fund a portion of a Tobacco position (0.25 FTE). 
Amendment 35 tobacco state tax revenue and a CDC grant will continue to provide annual funding for additional 
Tobacco staff and MCH focused tobacco activities. Leveraging braided funds enables CDPHE’s Tobacco program 
to extend the reach of strategic efforts that reduce the burden of perinatal tobacco use and exposure, increase 
positive birth outcomes and improve the health of families throughout the lifespan. The strategies and associated 
outcomes for this priority are summarized below. For a more detailed description, refer to the state action plan.
 
Strategy Implementation 
Strategy 2: Support universal prevention, early intervention, and treatment of behavioral health among 
MCH populations 
In the coming year, MCH staff will work with communities and local partners to identify next steps for the pregnancy 
related depression and anxiety campaign. There will be a focus on ensuring that messages are co-created and 
resonate with BIPOC communities, who research shows have higher rates of perinatal mental health conditions, but
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are less likely to receive treatment (Kozhimannil, et al., 2013 and Maternal Mental Health Leadership Alliance, 2023).
 
Nearly 90% of the local public health agency contractors have elected to work to integrate tobacco prevention and 
cessation best practices into the school environment. The Tobacco program will continue to fund training and 
technical assistance for the local public health agencies through the Rocky Mountain Center for Health and UpRISE 
projects. UpRISE is a social justice tobacco control movement, with a mission of amplifying the voice of young 
people in Colorado in order to expose the dangerous practices of the tobacco industry and increase awareness 
about why many youth use nicotine and other substances (Uprise Youth Movement). These partnerships will inform 
the updating of recommendations and resources for schools and local public health partners based on any new 
research, data, or changes to address youth tobacco/vape use. Tobacco program grantees will assist schools that 
receive approximately $3.8M JUUL settlement funds that will be granted to schools via the Colorado Department of 
Education to address youth vaping. This includes implementing evidence-based youth tobacco/vape 
prevention/intervention and cessation strategies and connecting schools with community-level policy and 
environmental change efforts to reduce illegal sales of tobacco/vape products to young people.
 
The CAPTA and Beyond State Interagency Workgroup will continue work on the identified short and long term 
recommendations (funding, requirements, and implementation) to ensure children, birth through five, involved in 
Colorado’s child welfare system have their needs identified and are connected to relevant family-driven services and 
supports. Public Consulting Group (PCG) has been selected as a vendor to further evaluate existing community 
solutions, quantify and calculate costs for online evaluation materials, and determine the scalability of community-
designed solutions. A finalized Community Screening and Evaluation Recommendations Report is expected to be 
completed in December 2024.
 
The advisory group will finalize the development of statewide requirements to identify roles and responsibilities of 
local entities in responding to referrals for developmental screening from child welfare, in addition to the roles and 
responsibilities of involved state agencies in the provision of coordinated technical assistance, oversight, and 
support of community-designed solutions. Specific activities include the creation of an implementation toolkit for 
Colorado communities to use when designing their developmental screening and referral processes and a better 
understanding of the costs of design, implementation and ongoing delivery of community-designed solutions. 
 
The CYSHCN Director will continue to participate in the Colorado Partnership for Thriving Families. The Partnership 
underwent restructuring in the past year and will now have a Coordinating Committee composed of the co-chairs of 
the partnership workgroups. The CYSHCN Director will act as the chair of the newly formed policy workgroup and 
also as a member of the Coordinating Committee. Each of the workgroups are co-chaired by a family member with 
lived experience interacting with the child welfare system.
 
For more about the Social Emotional Wellbeing priority, see the Women/Maternal Health domain.
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Adolescent Health - Application Year

Priority: Prosocial Connection 
Performance Measures and Annual Objectives
NPM 9: For reporting year 2023, the percent of adolescents who are bullied on school property or 
electronically was 16.7% and the annual objective was 19, so the objective was met. The annual 
objective for reporting year 2024 is 18.5% and for reporting year 2025 is 18.0%.
 

ESM 9.1: For reporting year 2023, the percent of youth who identify as transgender who have a trusted adult to go to 
for help with a serious problem was 64.7% and the annual objective was 58%, so the annual objective was not met. 
The annual objective for reporting year 2024 is 58.5% and for reporting year 2025 is 59.0%.
 
ESM 9.2: For reporting year 2023, the percent of youth of color who have a trusted adult to go to for help with a 
serious problem was 70.9% and the annual objective was 70.9%, so the annual objective was not met. The annual 
objective for reporting year 2024 is 71.4% and for reporting year 2025 is 71.9%.
 
Resource Allocation to Advance this Priority
MCH Block Grant dollars will continue to fund approximately 2.0 FTE to implement the state prosocial connection 
action plan. In addition, MCH staff time will be leveraged with additional state funding including: $400,000 of state 
General Funds to support gender sexuality alliances, staff mental health training and school and district policy 
implementation with Colorado schools and districts; state General Funds for maternal mortality prevention 
community-based strategies to promote social connectedness; state funds from tobacco and marijuana programs 
for a public awareness campaign for youth; and federal SAMHSA funds from the Colorado Department of Education 
to support the development of comprehensive suicide prevention policies. Through an interagency agreement, MCH 
funding will continue to support a positive youth development training system coordinated by the Colorado 
Department of Human Services. The strategies planned for the upcoming year for this priority are summarized 
below. For a more detailed description, refer to the state action plan.
 
Strategy Implementation
For the upcoming reporting period, strategies within the prosocial connection action plan will continue to build upon 
the previous action plan efforts. The strategies will remain the same, including: 1) work with community to address 
structural and systemic barriers to community connectedness; 2) increase connectedness for parents, caregivers 
and families; and 3) create supportive environments for youth facing the greatest disparities.
 
Staff will continue to support the cross priority mini-grant program funding opportunity in the fall of 2024, leveraging 
lessons learned from past project efforts, and will braid MCH funds with additional built environment priority 
resources. Community engagement is a component of this project and efforts will continue to engage the youth and 
community advisory boards at CDPHE as partners in the project. 
 
In the upcoming reporting period, the prosocial connections priority will benefit from continued efforts to identify and 
implement community connectedness strategies for parents, caregivers, and families. During the previous reporting 
period there was turnover among staff leading these activities in the action plan. The prosocial connection priority 
implementation team will continue to recruit staff who have the expertise with parents, caregivers and families and 
have capacity to support connectedness for parents, caregivers and families.
 
Prosocial connections staff will continue to prioritize activities to create supportive environments for young people. 
The prosocial connection priority will support updates to the positive youth development training material and 
alignment of youth development efforts with the Colorado Department of Human Services. Priority staff will continue 
to provide consultation and expertise to inform the strategic direction of the Forward Together campaign. 
Additionally, technical assistance and contract monitoring will be provided to school and district grantees 
implementing efforts outlined in Senate Bill 18-272. This includes four district grantees prioritizing building positive 
school environments for LGBTQ+ young people, developing suicide prevention and crisis policies, and providing 
mental health training for staff and students. It is also anticipated that an additional 10 grantees will receive one-year 
awards to support mental health training for staff and students.
 
During the upcoming reporting period, prosocial connections priority staff will continue to support local public health 
agencies. It is anticipated that four agencies will continue to implement a local action plan for the prosocial 
connection priority. Additionally, state prosocial connections staff will provide consultation on the development of 
local action plans and budgets, assist with problem solving, and provide connection to community resources and
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aligned initiatives.
 

Priority: Social Emotional Wellbeing
Performance Measure(s) and Annual Objective(s) 
NPM 14a: For reporting year 2023, the percent of women who smoke during pregnancy was 3.1% and 
the annual objective was 4.5%, so the annual objective was met. The annual objective for reporting 
year 2024 is 4.3%. The NPM 14a annual objective for reporting year 2025 is 4.0%.
 

ESM 14.1: For reporting year 2023, the percent of pregnant people insured by Medicaid who smoke during the last 
three months of pregnancy was 8.3% and the annual objective was 9.4%, so the annual objective was met. The 
annual objective for reporting year 2024 is 7.7% and the annual objective for reporting year 2025 is 6.0%.
 
SPM 4: For reporting year 2023, the percent of women of reproductive age (18-44 years) who report good mental 
health was 66.4% and the annual objective was 73.0%, so the annual objective was not met. Because Colorado data 
is in line with national measures showing that mental health concerns and frequent mental distress is increasing 
among women of reproductive age (America’s Health Rankings, 2023), MCH staff decided to keep the annual 
objective for reporting year 2024 and 2025 at 73.0%.
 
Resource Allocation to Advance this Priority 
For the upcoming reporting period, MCH Block Grant dollars will continue to support 1.0 FTE of the Family Adversity 
and Mortality Prevention team across multiple positions and will continue to braid state General Funds to support 1.0 
FTE on the CYSHCN team for the implementation of the strategies outlined in the state action plan. MCH funds will 
continue to be allocated to contracts with local public health agencies to implement social emotional wellness local 
action plans. To advance and expand impact, MCH will align with and leverage funding from the CDC grant that 
supports the Colorado Perinatal Care Quality Collaborative, state General Funds to reduce maternal mortality, 
ERASE Maternal Mortality grant through the CDC, and the HRSA State Maternal Health Innovation and Data 
Capacity grant. In addition, MCH Block Grant dollars will continue to fund a portion of a Tobacco position (0.25 FTE). 
Amendment 35 tobacco state tax revenue and a CDC grant will continue to provide annual funding for additional 
Tobacco staff and MCH focused tobacco activities. Leveraging braided funds enables CDPHE’s Tobacco program 
to extend the reach of strategic efforts that reduce the burden of perinatal tobacco use and exposure, increase 
positive birth outcomes and improve the health of families throughout the lifespan. The strategies and associated 
outcomes for this priority are summarized below. For a more detailed description, refer to the state action plan.
 
Strategy Implementation 
Strategy 2: Support universal prevention, early intervention, and treatment of behavioral health among 
MCH populations 
In the coming year, MCH staff will work with communities and local partners to identify next steps for the pregnancy 
related depression and anxiety campaign. There will be a focus on ensuring that messages are co-created and 
resonate with BIPOC communities, who research shows have higher rates of perinatal mental health conditions, but 
are less likely to receive treatment  (Kozhimannil, et al., 2013 and Maternal Mental Health Leadership Alliance, 
2023).
 
Nearly 90% of the local public health agency contractors have elected to work to integrate tobacco prevention and 
cessation best practices into the school environment. The Tobacco program will continue to fund training and 
technical assistance for the local public health agencies through the Rocky Mountain Center for Health and UpRISE 
projects. UpRISE is a social justice tobacco control movement, with a mission of amplifying the voice of young 
people in Colorado in order to expose the dangerous practices of the tobacco industry and increase awareness 
about why many youth use nicotine and other substances (Uprise Youth Movement). These partnerships will inform 
the updating of recommendations and resources for schools and local public health partners based on any new 
research, data, or changes to address youth tobacco/vape use. Tobacco program grantees will assist  schools that 
receive approximately $3.8M JUUL settlement funds that will be granted to schools via the Colorado Department of 
Education to address youth vaping. This includes implementing evidence-based youth tobacco/vape 
prevention/intervention and cessation strategies and connecting schools with community-level policy and 
environmental change efforts to reduce illegal sales of tobacco/vape products to young people.
 
The CAPTA and Beyond State Interagency Workgroup will continue work on the identified short and long term 
recommendations (funding, requirements, and implementation) to ensure children, birth through five, involved in 
Colorado’s child welfare system have their needs identified and are connected to relevant family-driven services and
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supports. Public Consulting Group (PCG) has been selected as a vendor to further evaluate existing community 
solutions, quantify and calculate costs for online evaluation materials, and determine the scalability of community-
designed solutions. A finalized Community Screening and Evaluation Recommendations Report is expected to be 
completed in December 2024.
 
The advisory group will finalize the development of statewide requirements to identify roles and responsibilities of 
local entities in responding to referrals for developmental screening from child welfare, in addition to the roles and 
responsibilities of involved state agencies in the provision of coordinated technical assistance, oversight, and 
support of community-designed solutions. Specific activities include the creation of an implementation toolkit for 
Colorado communities to use when designing their developmental screening and referral processes and a better 
understanding of the costs of design, implementation and ongoing delivery of community-designed solutions. 
 
The CYSHCN Director will continue to participate in the Colorado Partnership for Thriving Families. The Partnership 
underwent restructuring in the past year and will now have a Coordinating Committee composed of the co-chairs of 
the partnership workgroups. The CYSHCN Director will act as the chair of the newly formed policy workgroup and 
also as a member of the Coordinating Committee. Each of the workgroups are co-chaired by a family member with 
lived experience interacting with the child welfare system.
 
For more about the Social Emotional Wellbeing priority, see the Women/Maternal Health domain.
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Children with Special Health Care Needs 

National Performance Measures

NPM - Percent of children with and without special health care needs, ages 0 through 17, who have a medical 
home (Medical Home, Formerly NPM 11) - MH 

Indicators and Annual Objectives

NPM MH - Children with Special Health Care Needs

Federally Available Data

Data Source: National Survey of Children's Health (NSCH) - CSHCN

2019 2020 2021 2022 2023

Annual Objective 47 41 41 42.0 44

Annual Indicator 40.9 37.2 39.7 44.0 40.5 

Numerator 97,057 87,287 89,834 110,170 104,757

Denominator 237,019 234,693 226,196 250,234 258,385

Data Source NSCH-CSHCN NSCH-CSHCN NSCH-CSHCN NSCH-CSHCN NSCH-CSHCN

Data Source Year 2017_2018 2018_2019 2019_2020 2020_2021 2021_2022

 

Annual Objectives

2024 2025

Annual Objective 41.0 41.0
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Evidence-Based or –Informed Strategy Measures

ESM MH.1 - Percent of children with special health care needs ages 0-17 years who receive family-centered care

Measure Status: Active

State Provided Data 

2019 2020 2021 2022 2023

Annual Objective 87 84 86

Annual Indicator 86.9 84.2 82.9 85.4 84.2

Numerator

Denominator

Data Source National Survey of
Childrens Health

National Survey of
Childrens Health

National Survey of
Childrens Health

National Survey of
Childrens Health

National Survey of
Childrens Health

Data Source Year 2017-2018 2018-2019 2019-2020 2020-2021 2021-2022

Provisional or
Final ?

Final Final Final Final Final

Annual Objectives

2024 2025

Annual Objective 84.5 85.0
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State Action Plan Table

State Action Plan Table (Colorado) - Children with Special Health Care Needs - Entry 1

Priority Need

Improve access to supports 

NPM

NPM - Percent of children with and without special health care needs, ages 0 through 17, who have a medical home 
(Medical Home, Formerly NPM 11) - MH

Five-Year Objectives

Objective 1A: By September 30, 2025, together with partners implement 3 activities per year that ensure a more 
comprehensive, integrated system of care for school-aged children with behavioral health needs.

Strategies

Strategy 1: Invest in people, process & technology (information systems integration) that increase access to supports.

NOMs

NOM - Percent of children with special health care needs (CSHCN), ages 0 through 17, who receive care in a well-
functioning system (CSHCN Systems of Care, Formerly NOM 17.2) - SOC

NOM - Percent of children, ages 3 through 17, with a mental/behavioral condition who receive treatment or counseling 
(Mental health treatment, Formerly NOM 18) - MHTX

NOM - Percent of children, ages 0 through 17, in excellent or very good health (Children's Health Status, Formerly NOM
19) - CHS

NOM - Percent of children, ages 0 through 17, who were unable to obtain needed health care in the past year (Forgone 
Health Care, Formerly NOM 25) - FHC

ESMs Status

ESM MH.1 - Percent of children with special health care needs ages 0-17 years who receive family-
centered care

Active
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Children with Special Health Care Needs - Annual Report

Priority: Access to Supports 
Performance Measures and Annual Objectives 
NPM 11: Percent of children with special health care needs, ages 0-17, who have a medical home 
was 40.5%. The annual objective for reporting year 2023 was 44.0%. The annual objective was not 
met. The Medicaid contractors (RAEs) are responsible for ensuring their members enrolled in 
Medicaid have a medical home, however in 2023 Medicaid began the process of continuous 

coverage unwind in response to the Federal decision to end the declared public health emergency (PHE) and under 
direction from CMMS.  During the PHE, Colorado had higher than average Medicaid enrollment compared to other 
states.  As a consequence, in 2023 Colorado saw high numbers of women and children disenrolled from Medicaid. 
Families were then required to apply to CHP+ or qualify under Medicaid expansion.  At the same time, Colorado 
was implementing a case management redesign and a merger of the Children’s waivers.  These factors led to 
families losing coverage and being confused about how and where to access care.  In April 2024 at the end of the 
unwind period, Colorado had a net disenrollment from Medicaid of 519,000 people. We believe this contributed to 
not meeting the annual objective. The annual objective for reporting year 2024 is 41.0%.
 
ESM 11.1: Percent of children with special health care needs ages 0-17 years who receive family-centered care was 
84.2%. The annual objective for reporting year 2023 was 86.0%. The annual objective was not met. As with the 
medical home target we believe that the state undergoing continuous coverage unwind, case management redesign 
and waiver mergers simultaneously led to families losing coverage and experiencing confusion about where and how 
to access care. The annual objective for reporting year 2024 is 84.5%.
 
The data source for both the NPM and ESM is the National Survey of Children’s Health that is administered annually.
 
Resource Allocation to Advance this Priority 
For this reporting period, MCH Block Grant dollars were braided with state General Funds to support staff time 
(approximately 5.5 FTE) on the Children and Youth with Special Health Care Needs (CYSHCN) team and 0.35 FTE 
on the Health Informatics and Telehealth and Digital Inclusion teams at CDPHE; implementation of strategies in the 
state action plan; and contracts with local public health agencies to implement local action plans that support the 
CYSHCN population. The CYSHCN team leveraged additional MCHB grant funds from the Pediatric Mental Health 
Care Access Grant to continue and/or expand several existing partnerships and to support state and local 
implementation efforts. The funded strategies and associated outcomes are summarized below. For a more detailed 
description, refer to the full state action plan.
 
Strategy Implementation 
Strategy Implementation 
The access to supports priority includes, but extends beyond, access to health care services. This is based on the 
understanding that the health of individuals and families is heavily influenced by non-medical factors such as food, 
housing, social connectedness, and safety, often referred to as social and structural determinants of health (CDPHE 
Office of Health Equity, 2018). Policy and systems-level improvements are needed to support whole-person care and 
make it easier for women, children, youth and families living in Colorado to access the comprehensive services and 
supports they need. This includes strengthening partnerships, communication, coordination and collaboration across 
and between organizations and systems that provide support for women, children, youth, and their families.
 
Most systems are made up of some combination of people (i.e., both those seeking and those providing services 
and supports), processes used by those people (i.e., getting or giving a referral), and technology (i.e., interoperable 
data systems, a website, or an app on a smartphone). Using this lens, the state action plan for the access to 
supports priority focuses on the following strategies:

1. Invest in people, process and technology that increase access to supports, with two sub-strategies to:
increase equitable access to and use of behavioral health care, and 
advance MCH priorities through the integration of technology strategies;

2. Use data to identify, illuminate, and address access, utilization, and outcome inequities.
. 
Strategy One: Invest in people, process and technology that increase access to supports. 
Sub-strategy 1.1: Increase equitable access to and use of specialty care, with a focus on behavioral health.
Objective 1A: By September 30, 2024, together with partners implement 3 activities that ensure a more
comprehensive, integrated system of care for school-aged children with behavioral health needs.
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MCH continues to serve as an implementation partner with the Pediatric Mental Health Institute and the Department 
of Psychiatry at the University of Colorado for the Colorado Pediatric Psychiatry Consultation and Access Program 
(CoPPCAP). The goals of the program are to increase the timely detection, assessment, treatment, and referral of 
children and youth with behavioral health disorders in pediatric primary care settings, with a focus on rural and 
underserved areas. The program offers pediatric or family primary care providers a phone or email consultation with 
a child psychiatrist within 45 minutes of a request. Providers can also receive one face-to-face consultation, either in 
person or through telehealth, to support diagnosis or treatment. Enrolled practices can also receive continuing 
education opportunities tailored to their community, free screening tools, and educational materials.
 
Since CoPPCAP was launched in September 2019, the project has enrolled 89 pediatric and family practices and 
906 practitioners, representing more than 615,000 covered lives, and provided 2,959 consultations. Specialist 
consultation topics with primary care providers have included: medication initiation, medication change and/or 
ongoing medication management, general medical education therapy referrals, care coordination support, assisting 
with a diagnosis or interpretation of screening results, requests for community resources, and patient support 
specific to anxiety, depression, attention deficit hyperactivity disorder, and autism spectrum disorder.
 
During the reporting period, CoPPCAP staff engaged in re-enrollment meetings with providers who had previously 
used the service frequently and then stopped. They discovered that due to staff turnover at some practices, the 
institutional knowledge of the value CoPPCAP provides to practices had been lost. These re-enrollment meetings 
ensured that practices continued to access consultation, despite staff transitions. The CoPPCAP team also focused 
efforts on the enrollment of family medicine practices, which is the most common provider of pediatric care in rural 
areas of Colorado.The CoPPCAP team enrolled nine new family practice practices during a regional tour of the 
Northwest and Southwest regions of the state. These in-person meetings fostered relationship-building and 
enhanced engagement in CoPPCAP.
 
The CYSHCN team’s School Age Systems Specialist continues to serve as a liaison between the CoPPCAP 
enrollment efforts of CDPHE’s School-Based Health Center program. The School-Based Health Center program 
aligns behavioral health efforts across the two programs, as more than 30,000 children and youth in Colorado 
receive primary physical and behavioral health care through school-based health centers. To date, CoPPCAP has 
enrolled 20 school-based health centers and recognizes the value of enrolling more to create a more cohesive 
system of behavioral health support for children and to strengthen the workforce’s capacity to identify and manage 
behavioral health conditions in primary care settings. Through this approach, CoPPCAP provides technical 
guidance in the form of care guides, recommended screening tools and learning sessions to ensure the screening of 
children for behavioral health conditions at the earliest points in their development.  A best practice that has been 
established in Colorado is to include two parents that have lived experience caring for CYSHCN in the learning 
sessions with providers.  The inclusion of lived experience helps providers understand the family/caregiver 
perspective and offers a supportive space to explore improvements in care; this is done in partnership with Parent to 
Parent of Colorado, who also serves as the family leader for the block grant.
 
University of Colorado Regents is fortunate to have recently been awarded the Maternal Mental Health and 
Substance Use Disorder (MMHSUD) grant from HRSA via MCHB.  The psychiatrists for both the CoPPCAP and the 
MMHSUD grants are co-located in the Department of Psychiatry at Children’s Hospital and work closely to share 
lessons learned in the implementation of CoPPCAPand to ensure a continuum of care for new parents who are 
screened in the pediatrician setting and need to be referred for additional supports. 
 
Strategy One
Objective 1B: By September 30, 2024, advance at least three recommendations through the ACC 3.0 stakeholder
engagement process that ensure a more comprehensive, integrated system of care for all children including 
CYSHCN.  
 
MCH staff continued to collaborate with Assuring Better Child Health and Development (ABCD) in the co-facilitation 
of the Early Childhood Screening and Referral Policy Council to improve access to developmental screening, ensure 
necessary referrals, and increase family engagement and equitable access to services. During this performance 
period, MCH in partnership with ABCD launched a Screening to Referral Family Engagement workgroup, which 
consisted of primary care providers, families, and members of the Early Intervention Colorado centralized intake 
team located in the Colorado Department of Early Childhood. The workgroup collaboratively explored referral and 
intake processes and how systems can better collectively support families' experience throughout the referral and
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intake process. The recommendations from this discussion will be used to enhance both current tools and processes 
to further increase successful referrals (including the developmental screening e-referral pilot) while working to build 
a better system to support shared decision-making and enhanced communication between systems and families. In 
partnership with ABCD, MCH also supported the development of three learning modules to inform primary care 
providers and other healthcare specialists about best practices for 3-5 year olds in the areas of screening, referral, 
and transition from Early Intervention Colorado to either community-based supports or Part B special education 
services. The primary care training modules emphasize the benefits of developmental screening for children, 
strategies to engage families, and overall best practices in implementing a developmental screening and referral 
process. 
 
In the fall of 2023, Colorado was selected as one of three implementation sites for a multi-year effort to advance 
statewide systems of comprehensive early childhood developmental promotion, prevention, screening, and 
intervention (the Early Childhood Developmental Health Systems: Evidence to Impact Center to Advance Equity- and 
Family-Centered Early Childhood Systems grant).  MCH staff serve as members of the implementation team 
coordinated by ABCD to further shared goals for a comprehensive early childhood developmental health system in 
Colorado. The first year of the grant includes the expansion of HealthySteps® sites in the San Luis Valley, exploring 
the potential of e-referral pilot implementation with the Valley-Wide Health Systems, Inc., with a focus on community 
and family co-design to improve shared decision-making.
 
One of the objectives in Arapahoe County Public Health’s local action plan is to identify and engage in three policy 
and/or advocacy opportunities that inform and influence systems of care serving CYSHCN. To engage community 
members in this strategy, they used some of their  MCH funds to contract with Family Voices of Colorado given their 
role as Colorado’s Family-to-Family Health Information Center (F2F). This collaboration included working with the 
community-based organizations that supports Colorado’s F2F Family Coalition, which includes El Grupo Vida, Peak 
Parent Center, Parent to Parent, and Show and Tell. This community and family input will shape Arapahoe County’s 
future MCH work on Medicaid policy, working with schools and outreach to parents and caregivers of CYSHCN.
 
Strategy One 
Sub-strategy 1.2:  Advance MCH priorities through the integration of technology strategies. 
Objective 1C: By Sept 30, 2024 provide consultation and active implementation support for at least 3 projects 
where state or local MCH-related digital health modernization efforts are identified, including a focus on referrals.
 
In partnership with staff from Colorado's Early Intervention Program at the Department of Early Childhood, Assuring 
Better Child Health and Development (ABCD) and one of Colorado’s two health information exchanges, MCH staff 
continued to fund and coordinate the implementation of the Developmental Screening to Referral e-Referral Project. 
This e-Referral project facilitates electronic referrals to and from the child’s electronic health record through a health 
information exchange into Early Intervention Colorado’s centralized data system. This closed loop electronic referral 
process dramatically increased the quality of the data being shared while supporting more timely and meaningful 
communication between the family, health care provider, and the Early Intervention Colorado program from the time 
of referral throughout the evaluation process. A progress note is generated when the child has been evaluated and 
the progress note is sent back through the same system and into the child’s electronic health record.
 
The e-referral project successfully completed a pilot at the first health provider site in 2023, and as of April 2024 
implemented the project at a second site, Children’s Hospital Colorado. Piloting the project with a larger health 
system with a more advanced electronic health record and four times the volume of referrals of the initial pilot allowed 
for further refinement of workflow processes, provider training, technical testing, and an overall enhancement of the 
closed-loop electronic referral process. 
 
Initial data shows the pilot is meeting goals and objectives through an increased rate of successful referrals that 
include a progress note, increased provider satisfaction with workflow enhancement, and a decrease in errors 
resulting in closed referrals due to missing or incorrect contact information. Final data will be available later this 
summer. Progress notes have significantly improved cross-systems communication with real-time updates about the 
referral status and/or the child being evaluated.
 
CYSHCN staff are also members of the Children's Services Steering Committee, which serves as the state’s Early 
and Periodic Screening, Diagnostic, and Treatment (EPSDT) Advisory Board, and is facilitated by the state 
Medicaid agency. This committee meets at least quarterly and makes recommendations regarding issues related to 
benefits for children and youth, ages 20 and under, provider education interventions and the application of EPSDT
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requirements. Some of the work included discussions about Medicaid’s Regional Accountability Entity strategies to 
improve outreach, in particular for hard-to-reach families who have not brought their child in for a well-visit since their 
enrollment and other attempts to reach them have not been successful, statewide EPSDT data, and the development 
of family and provider EPSDT outreach and training materials. 
 
MCH staff continued to participate in regional and state efforts to build a statewide infrastructure for social health 
information exchange (S-HIE). MCH staff participated in the Metro Denver Partnership for Health's S-HIE initiative, 
which includes Metro Denver local public health agencies, including Adams, Arapahoe, Boulder, Broomfield, Denver, 
Douglas, and Jefferson counties. As part of the group, MCH state, and local staff provided input into the development 
of  two plans focused on supporting care coordination across community-based organizations and health systems 
through social health information exchange: 

The Community-Clinical Linkage Implementation Plan, which documents specific commitments among 
partners to advance interoperable S-HIE; and 
The S-HIE Accountability Plan, which is designed to evolve as Colorado’s statewide interoperable S-HIE 
ecosystem is built and enhanced.

 
As part of the access to supports action plan, MCH funds staff in CDPHE’s Center for Health and Environmental 
Data to coordinate monthly meetings of the Public Health Digital Transformation Collaborative. The meetings include 
staff from across the Department and serve as a space to share information and identify opportunities for 
collaboration and alignment around S-HIE investments, digital inclusion, and telehealth efforts across the Department 
and the State of Colorado. To identify and monitor opportunities for alignment and collaboration, the group maintains 
an inventory of the current digital transformation projects happening across CDPHE. The group has been and will 
continue to stay in close communication with the state’s Office of eHealth Innovation, which is charged with creating a 
statewide unifying S-HIE architecture with regional S-HIE hubs.
 
The Office of eHealth Innovation and the chosen vendor for this work have made significant investments in piloting 
use cases to explore interoperability as highlighted in the 2024 SHIE Progress Update, some of which hold the 
opportunity for MCH population data and resource providers to be meaningfully connected. These include a pilot for 
“coordinated entry assessments” that will test data integration strategies between the Homelessness Management 
Information System, Mile High United Way 2-1-1 Community Resource Inventory data, the housing waiver program 
information, and Medicaid enrollment information.
 
MCH funded a gap analysis of Colorado’s Early Hearing Detection & Intervention (EHDI) system in 2022. Over 100 
stakeholders helped map specific steps in Colorado’s current system, gaps, and challenges. During the summer of 
2023, CDPHE staff worked with the state’s Departments of Human Services and Early Childhood to begin 
developing an intergovernmental agreement that clarifies roles and responsibilities to address the issues/gaps 
identified.  While the group reached a consensus that an intergovernmental agreement was not needed, they did 
identify the need to continue meeting to discuss opportunities for continuous quality improvement. To support 
ongoing discussions, a consultant was hired to clarify each agency’s role in EDHI, update the group’s charter, and 
move forward as the EDHI cross-agency coordinating committee. 
 
One recommendation that emerged from the gap analysis was to explore interoperability options for the newborn 
hearing data system, which is managed by the Center for Health and Environmental Data (CHED) within CDPHE. A 
small ad hoc workgroup was assembled to explore the viability of interoperability between CDPHE’s newborn 
hearing screening data system and Early Intervention Colorado’s statewide intake system to strengthen 
communication and cross-systems follow up when a child has not passed a newborn hearing screen.  The identified 
opportunities were costly and without a funding source to support moving forward, this idea has been put on the 
parking lot to revisit next year.  This exploration was informed by lessons learned from the DSR e-referral project 
described above.
 
For more about the Access to Supports priority, see the Child Health Domain.
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Children with Special Health Care Needs - Application Year

Priority: Access to Supports 
Performance Measures and Annual Objectives 
NPM 11: For reporting year 2023, the percent of children with special health care needs, ages 0-17, 
who have a medical home was 40.5% and the annual objective was 44.0%, so the annual objective 
was not met. The annual objective for reporting year 2024 is 41.0% and the annual objective for 2025 
is 41.0%.

 
ESM 11.1: For reporting year 2023, the percent of children with special health care needs ages 0-17 years who 
receive family-centered care was 84.2% and the annual objective was 86.0%, so the annual objective was not met. 
The continuous coverage unwind, case management redesign and waiver mergers simultaneously led to families 
losing coverage and experiencing confusion about where and how to access care, which should be addressed by 
multiple state agencies. MCH staff adjusted the annual objective for reporting year 2024 to 84.5% and the annual 
objective for reporting year 2025 to 85.0%.
 
Resource Allocation to Advance this Priority 
For the upcoming year, MCH Block Grant dollars will continue to be braided with state General Funds to support 
approximately 5.5 FTE on the CYSHCN team and .35 FTE on the Health Informatics and Telehealth and Digital 
Inclusion teams at CDPHE; implementation of strategies in the state action plan; and contracts with local public 
health agencies to implement local action plans that support the CYSHCN population. The CYSHCN team will 
continue to leverage HRSA’s  Pediatric Mental Health Care Access Grant to maintain and/or expand several existing 
partnerships and to support state and local implementation efforts. The funded strategies and associated outcomes 
are summarized below. For a more detailed description, refer to the full state action plan.
 
Strategy Implementation 
Strategy One:  Invest in people, process and technology that increase access to supports. 
In the coming year CDPHE will transfer the HRSA Pediatric Mental Health Care Access grant to the CoPPCAP team 
housed at the Pediatric Mental Health Institute. Over the past five years, MCH’s School Age Systems Specialist has 
worked with the CoPPCAP leadership team to build their capacity and infrastructure to administer the grant directly. 
In addition, the transfer will reduce administrative burden and streamline programmatic efforts. Following the transfer, 
the School Age Systems Specialist will continue to support the strategic plan for CoPPCAP, through the enrollment 
of school-based health centers, and the integration of CoPPCAP into broader state systems for behavioral health. 
The CYSHCN Director will remain an active participant on the CoPPCAP Advisory committee.
 
CoPPCAP plans to align efforts with the new infrastructure for the Behavioral Health Administration Service 
Organizations, along with the current behavioral health statewide crisis system. CoPPCAP plans to develop regional 
hubs where one child and adolescent psychiatrist is assigned to support the enrolled practices within a designated 
area. Through this new model, the program has the goal of fostering regional knowledge and expertise and 
deepening the relationships built between CoPPCAP child and adolescent psychiatrists and primary care practice 
teams in that region.
 
MCH staff will continue to lead the Early Childhood Screening and Referral Policy Council, in partnership with 
Assuring Better Child Health and Development (ABCD) to advance policies that improve access to necessary 
developmental services and supports, ongoing advocacy for shared decision-making and family engagement, and 
improved outcomes for children and their families within the screening to referral systems.
 
The developmental screening and e-referral project will move into the next phase which includes the expansion and 
scaling of e-referral into additional health systems across the state. Two new health systems will be brought on 
toward the end of FY2024 and another larger health system is in negotiations to come on in early FFY 2025.  One of 
the health systems, Valleywide, which is slated to start implementing the e-Referral project at the end of FFY 2024 is 
also a HealthySteps® site.  This will provide the team with an opportunity to assess if there is synergy between the 
two efforts.  The team will also explore opportunities for focusing on federally qualified health centers and areas with 
limited referrals to early intervention. Technical support and refinement of the onboarding, implementation, and quality 
assurance process will be evaluated through a cost analysis to identify and explore what types of ongoing support 
are needed for health systems that have successfully integrated e-Referral into their screening workflow.
 
Based on the growing interest amongst local MCH staff in advancing social health information exchange in their
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communities, the access to supports team will explore interest in peer learning amongst local public health agencies 
in the coming year.
 
The EHDI Cross-agency Coordinating Committee comprised of representatives from the Departments of Public 
Health, Early Childhood and Human Services will meet at least quarterly to create accountability for implementing the 
recommendations from the stakeholder meeting in 2022 and 2023 and to review and implement continuous quality 
improvement including interoperability between EHDI related data systems.
 
For more about the Access to Supports priority, see the Child Health Domain.
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Cross-Cutting/Systems Building 

State Performance Measures 

SPM 1 - Percent of children ages 0-17 years who live in a supportive neighborhood

Measure Status: Active

State Provided Data 

2019 2020 2021 2022 2023

Annual Objective 57.8 54.5 55

Annual Indicator 57.2 53.8 54.1 57.2 57.8

Numerator

Denominator

Data Source National Survey of
Childrens Health

National Survey of
Childrens Health

National Survey of
Childrens Health

National Survey of
Childrens Health

National Survey of
Childrens Health

Data Source Year 2017-2018 2018-2019 2019-2020 2020-2021 2021-2022

Provisional or
Final ?

Final Final Final Final Final

Annual Objectives

2024 2025

Annual Objective 55.5 56.0
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SPM 3 - Number of points for racial equity related policy, practices and systems changes implemented at the 
program, division and department level

Measure Status: Active

State Provided Data 

2019 2020 2021 2022 2023

Annual Objective 3 6 9

Annual Indicator 0 0 3 9 13

Numerator

Denominator

Data Source Racial Equity
Specialist

Racial Equity
Specialist

Racial Equity
Specialist

Racial Equity
Specialist

Racial Equity
Specialist

Data Source Year 2019 2020 2021 2022 2023

Provisional or
Final ?

Final Final Final Final Final

Annual Objectives

2024 2025

Annual Objective 15.0 18.0
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SPM 5 - Percent of children in poverty according to the supplemental poverty measure

Measure Status: Active

State Provided Data 

2022 2023

Annual Objective

Annual Indicator 8.1 7

Numerator

Denominator

Data Source Current Population Survey Current Population Survey

Data Source Year 2019-2021 2020-2022

Provisional or Final ? Final Final

Annual Objectives

2024 2025

Annual Objective 6.8 6.7
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State Action Plan Table

State Action Plan Table (Colorado) - Cross-Cutting/Systems Building - Entry 1

Priority Need

Reduce racial inequities 

SPM

SPM 3 - Number of points for racial equity related policy, practices and systems changes implemented at the program, 
division and department level

Five-Year Objectives

Objective 1A: By September 30, 2025, implement at least two racial equity best practices or policies per year into MCH 
program infrastructure

Objective 1B: By September 30, 2025, integrate at least 3 trauma-informed practices into MCH infrastructure (state or 
local). Practices will be related to influencing state and local staff behaviors and advancing a culture of care and 
belonging.

Objective 1C: By September 30, 2025, continue to pilot test the implementation of Community Storytelling Ambassadors to 
promote a race equity culture and value lived experience.

Objective 2A: By September 30, 2025, collaborate with national and statewide partners to provide at least 50 coaching, 
consultation, and training opportunities to state and local MCH staff and partners regarding racial equity

Objective 3A: By September 30, 2025, strengthen collaboration and sustain at least 3 partnerships and 3 shared activities 
across the branch, division, and department.

Strategies

Strategy 1: Build program infrastructure and capacity for racial equity efforts.

Strategy 2: Develop and strengthen workforce competencies related to racial equity.

Strategy 3: Coordinate and align racial equity efforts between the MCH program and workforce development section 
(WDS), branch (CYFB), division (PSD), and department (CDPHE).
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State Action Plan Table (Colorado) - Cross-Cutting/Systems Building - Entry 2

Priority Need

Create safe and connected built environments 

SPM

SPM 1 - Percent of children ages 0-17 years who live in a supportive neighborhood 

Five-Year Objectives

Objective 1A: By September 30, 2025, provide influence on a minimum of six new or enhanced built environment policies 
or initiatives for state implementation to increase safe and connected communities that will have a positive impact on 
equity and connectedness.

Objective 2A: By September 30, 2025, engage with community based organizations and similar agencies to implement a 
minimum of one built environment policy or process to increase youth engagement, inclusion, and influence in creating 
safe and connected built environments.

Objective 2B: By September 30, 2025, provide consistent and ongoing technical assistance to support five communities 
who are prioritizing safe and connected built environment. The technical assistance provided will support the communities 
as they move through the continuum of policy, system, and environmental change.

Strategies

Strategy 1: Build cross-sector partnerships to increase capacity for implementing place-based policy strategies to increase 
equity, community safety, activity friendly routes.

Strategy 2: Provide technical assistance for the implementation of equity-driven, evidence-based, policy strategies to 
increase activity-friendly routes, community safety, and opportunities for social interaction.
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State Action Plan Table (Colorado) - Cross-Cutting/Systems Building - Entry 3

Priority Need

Increase economic mobility 

SPM

SPM 5 - Percent of children in poverty according to the supplemental poverty measure 

Five-Year Objectives

Objective 1A: By September 30, 2025, Increase traffic on the Get Ahead Colorado/Hacia Adelante website by at least 10% 
through outreach partnerships.

Objective 2A: By September 30, 2025, increase the number of practice, policy, or systems changes implemented in state 
or local governments that support economic mobility by at least 30.

Objective 2B: By September 30, 2025, share information about referral to and utilization of FAMLI paid family and medical 
leave with at least 10 partners.

Objective 3A: By September 30, 2025,implement at least two process improvements to data/messaging products (EM 
resource hub/other benefits page on Get Ahead Colorado / Hacia Adelante Colorado website, messaging documents, data 
dashboard, maps) based on feedback from partners.

Strategies

Strategy 1: Identify and implement policy/systems changes that support increased tax credit claims.

Strategy 2: Engage community partners to strengthen and expand common eligibility and enrollment in services that 
support economic mobility.

Strategy 3: Gather and share data, research and policies related to improved access to economic mobility and the 
benefits of improved economic mobility among Coloradans.
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Cross-Cutting/Systems Building - Annual Report

Priority: Racial Inequities 
Performance Measure and Annual Objectives 
SPM 3: Number of points for racial equity related policy, practices and systems changes implemented 
at the program, division and department level was 13. The annual objective for reporting year 2023 
was 9. The annual objective was met. The annual objective for reporting year 2024 is 15.
 

This data for the SPM is tracked by the Racial Equity Specialist in the MCH Workforce Development Section and is 
calculated annually based on efforts across the MCH program. By tracking changes to policies and practices, the 
MCH program can document tangible examples of change that vary in scope and impact.
 
Resource Allocation to Advance this Priority 
For this reporting period, MCH Block Grant dollars supported 1.0 FTE for the Racial Equity Specialist to develop 
and implement state action plan strategies and consult with internal and external partners to integrate racial equity 
approaches across programs and systems that serve the MCH population. There are three main strategies 
associated with this priority: (1) build program infrastructure and capacity for racial equity efforts; (2) develop and 
strengthen workforce competencies related to racial equity; and (3) coordinate and align racial equity efforts 
between the MCH program and the Workforce Development Section, Children, Youth and Families Branch, 
Prevention Services Division, and the Department. The funded strategies and associated outcomes are 
summarized below. For a more detailed description, refer to the full state action plan.
 
Strategy Implementation 
Strategy One: Build program infrastructure and capacity for racial equity efforts. 
The Racial Equity Specialist formalized an implementation team to co-lead activities in this strategy. The priority 
implementation team includes the Community Inclusion Specialist, Change Specialist, and Workforce Development 
Section Manager. Core activities in the action plan related to the first strategy center on: (1) implementing the stress-
responsive, trauma-informed learning series; (2) using storytelling to deepen understanding of inequities; and (3) 
normalizing the use and application of equity tools.
 
Stress-responsive, Trauma-informed Environments 
A trauma-informed system is one that builds awareness and knowledge of trauma to shape policies and practices 
aimed at reducing the re-traumatization of youth and families and the professionals who serve them. The Racial 
Equity Specialist and Workforce Development Section Manager conducted research on the implementation of 
trauma-informed systems in public health to explore how to advance trauma-informed practices in state and local 
MCH work. They identified both national and local entities that are engaging in trauma-informed systems efforts, 
including the San Francisco Department of Public Health, Trauma Transformed, Flourish Agenda, Denver Health, 
Metro Denver Partnership for Health, and the Neurosequential Model. They engaged in a series of conversations to 
better understand how each entity approached creating trauma-informed systems, inquired about the frameworks 
and principles guiding the work, and audited several training/workshop modules. This extensive exploration led to the 
conclusion that the existing trauma-informed curricula must be adapted to ensure relevancy for the public health 
workforce and multi-disciplinary partners. The Racial Equity Specialist and Workforce Development Section 
Manager selected the Neurosequential Model as the curriculum that is most aligned with the MCH program and the 
public health workforce. This is a novel initiative to integrate brain-based, somatic, trauma-informed science, and 
associated strategies into the Reduce Racial Inequities action plan and Workforce Development Section’s 
programming and practices.
 
During this performance period, the Racial Equity Specialist and Workforce Development Section Manager 
completed all requirements to become formally trained in the Neurosequential Model. The Racial Equity Specialist 
and Workforce Development Section Manager received consultation support from the Educational Access Group on 
adapting the Neurosequential Model training and resource content from educational systems to organizational 
settings. Support from the Educational Access Group included observation of workshops with growth-focused 
feedback and recommendations, the development of an evaluation plan to measure progress and practice changes 
within implementation teams, and monthly coaching sessions with the Racial Equity Specialist and the Workforce 
Development Section Manager. The Racial Equity Specialist and Workforce Development Section Manager have 
revised and refined the workshop series based on participant feedback.
 
The Racial Equity Specialist and Workforce Development Section Manager co-created a stress-responsive, trauma-

Created on 9/27/2024 at 10:30 AMPage 135 of 276 pages

https://docs.google.com/spreadsheets/d/14aYkjCwwwm4KsQyKdlg1w7Y7a0BoQ3e9pxIG-C2Zevc/edit#gid=0
https://drive.google.com/file/d/1TE9Rmrk3PphmvALaiKc6b3WezQp9Ybba/view?usp=sharing


informed workshop series and piloted the series with three local public health agencies (Pueblo, Broomfield, and 
Mesa), the Colorado Judicial Branch, and supervisors and staff within the Children, Youth and Families Branch (the 
branch within CDPHE that administers the MCH program).
 
Each cohort committed to a year-long effort that included participation in a foundational three-hour workshop, 
followed by eight to 10 monthly workshops (1.5 - 2 hours each), completion of pre- and post-surveys to evaluate 
progress, and coaching support to implement strategies at the individual (self-regulation), interpersonal (co-
regulation), and organizational levels (collective regulation). In this reporting period, the Racial Equity Specialist and 
the Workforce Development Section Manager have facilitated 67 stress-responsive, trauma-informed workshops for 
a broad range of internal and external public health staff and their partners.
 
The stress-responsive, trauma-informed learning series initiated a shift in how participants approached their working 
relationships and environments. Teams who piloted the series reported reevaluating their approach to meetings, and 
are integrating strategies to increase connection and psychological safety. Teams demonstrated increased 
confidence levels in their ability to engage in equity-related conversations, as well as apply self-regulation and co-
regulation strategies in both personal and professional settings. The cohort-style learning model strengthened 
connections among participants, increased the use of shared language (e.g. regulated vs. dysregulated), and 
fostered a greater appreciation and awareness of the impact of stress and trauma on behavior and relationships. 
Participants’ reflections and learning are listed below:

“The series has broadened my understanding about how trauma is connected to equity and that engaging 
with people in a trauma-informed way can lead to more productive conversations, relationships, and 
outcomes.”
“Being a stress-responsive coalition allows for more diversity of thought and opinion, allows for people to 
show up as they truly are on that day, and will have strategies in place to create a space that fosters 
belonging. An environment that is stress-responsive will allow people to show up as they are and allow for 
conversations around equity in a way that is meaningful and useful. It will also create a space that feels 
safe for those who often face discrimination and allow their voices to be part of the coalition.”
“These workshops have really encouraged us to step back and look at how we operate in meetings to allow 
for feelings of safety and belonging and understand how people might be showing up”

 
Storytelling Project 
To foster a culture of racial equity, the Racial Equity Specialist and Community Inclusion Specialist collaborated with 
the Community Advisory Board on a storytelling project aimed at highlighting the community's experiences with 
inequities. Recognizing co-creation as a best practice for community inclusion, this project was designed to share 
impactful stories that resonate with the community's experiences and struggles with inequities. The project began 
with the Racial Equity and Community Inclusion Specialists gauging the advisory board members' interest, 
motivation, and capacity to engage in this project, which was met with cautious enthusiasm for its potential to 
showcase their lived expertise and personal stories.
 
Following extensive discussions on video content, the Community Advisory Board selected a local media service to 
produce the videos. Their stories emphasized the crucial role of community voices in decision-making and 
highlighted the complexity of individuals' identities. After reviewing and refining the content with feedback from the 
advisory board members, a dissemination plan was crafted in partnership with the Prevention Services Division’s 
Communication Director.
 
However, since its release, the storytelling video project has been both a success and a challenge. It required MCH 
staff to closely partner with CAB members to address post-publication concerns, including a request from one 
member to remove their video due to safety concerns, which was honored to minimize the potential of 
retraumatization. Additionally, the MCH program was developing another storytelling initiative, "Picturing MCH," 
aimed at illuminating the lived experiences of women, children, and families representing different communities 
throughout the state. When consulted for input on this project, CAB members expressed concerns about 
confidentiality based on their experiences with the initial video project.
 
This feedback, combined with the challenges of staff transition in the Community Inclusion Specialist position, led to 
a reassessment of the approach. Concerns were raised about the lack of continuity and the need to ensure 
responsible storytelling that minimizes harm and avoids a transactional approach. There was also a realization that 
the two projects, the video project and Picturing MCH, were not well integrated. Lessons were learned about the 
need for better alignment, which is now being addressed by including the new Community Inclusion Specialist and
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Racial Equity Specialist into this broader storytelling initiative within MCH.
 
To address these concerns and enhance MCH staff’s capacity for responsible, trauma-informed storytelling, the 
MCH program invested in storytelling training for a cohort of program staff and two CAB members. Based on 
feedback from CAB, two members were invited to participate in the training, serving as "community ambassadors" 
for the Picturing MCH initiative. This inclusion not only provides professional development opportunities but also 
demonstrates reciprocity, as CAB members have extensively contributed feedback to shape MCH’s storytelling 
efforts. The community ambassadors will help collect stories from their personal and professional communities.
 
The training was led by Dr. David Fakunle, a storytelling expert whose work emphasizes the value of stories as data 
and their potential to promote public health by listening, understanding, and addressing the structural factors that 
perpetuate inequities. The training included two online workshops, one in-person session, and online/phone 
consultation time following the trainings. The in-person session focused on setting the scene, defining what makes a 
story, and crafting stories that honor and deepen understanding of community members' lived experiences, cultural 
backgrounds, and perspectives. The training explored a storytelling framework detailing the "who, what, when, 
where, how, and why" of both the story and its telling, and supported MCH staff in identifying the narratives intrinsic to 
our work. Dr. Fakunle also provided an overview of GroupWisdom, group concept mapping software that the MCH 
team is considering for future storytelling workshops.
 
Application of Equity Tools 
The Racial Equity Specialist completed a certification process to become a Qualified Administrator of the 
Intercultural Development Inventory (IDI) and Intercultural Conflict Style (ICS). Both assessments are culturally-
validated and frequently used in the equity, diversity, and inclusion field. The assessments help to build individual and 
group intercultural competence and navigate conflict across cultures. The Racial Equity Specialist embedded the 
use of the assessments into the stress-responsive, trauma-informed learning series and normalized the use of racial 
equity tools, such as these assessments, with local public health agencies and community-based partners. During 
this reporting period, the Racial Equity Specialist has administered 51 assessments and individual debriefs. The 
Racial Equity Specialist also compiled group results, when applicable, allowing teams to understand their groups’ 
intercultural competence skills. Unlike other assessments, each report is accompanied by an Intercultural 
Development Plan. The plans are customized to each individual and support increasing intercultural competence 
skills through developmentally appropriate intercultural learning opportunities.
 
An additional activity completed by the Racial Equity Specialist during this performance period was the development 
of prompts/questions for program staff to use when hiring contractors to ensure alignment with the MCH strategic 
anchors. Staff piloted these questions when seeking out contractors to facilitate the Maternal Mortality Review 
Committee Retreat, as well as to select the vendor to facilitate race-based affinity groups with the Children, Youth 
and Families Branch.
 
Strategy Two: Develop and strengthen workforce competencies related to racial equity. 
Throughout this reporting period, the Racial Equity Specialist designed relevant racial equity workshops as needs 
emerged. The Racial Equity Specialist responded to 183 requests (61 consultations, 71 workshops, and 51 
Intercultural Development Inventory debriefs). Requests for racial equity capacity-building originated from a variety of 
external and internal partners such as the Colorado Department of Human Services, Colorado Judicial Branch, state 
and local MCH staff, and CDPHE staff in the Office of Human Resources and the Culture, Strategy, Equity, and 
Innovation team. These partners regularly interact with MCH populations, and their increased capacity to advance 
racial equity will have a positive impact on women, children, youth, and children and youth with special healthcare 
needs.
 
Locally, before Tri-County Health Department’s dissolution into three separate local public health agencies, the equity 
manager and reducing racial inequities priority lead at Tri-County requested ongoing consultation for the creation of 
an organizational equity framework and facilitation of race-based conversations. Two of the three newly established 
health departments, Adams County and Arapahoe County, are implementing local action plans for the reducing racial 
inequities priority. The Racial Equity Specialist provides consultation to Adams and Arapahoe counties as needs 
emerge. Adams County has also expressed interest in engaging the stress-responsive, trauma-informed workshop 
series in the upcoming year.
 
Strategy Three: Coordinate and align racial equity efforts between the MCH program and the Workforce 
Development Section, the Children, Youth and Families Branch, the Prevention Services Division,

Created on 9/27/2024 at 10:30 AMPage 137 of 276 pages

https://www.morgan.edu/school-of-community-health-and-policy/about/dr-david-o-fakunle


CDPHE, and the department’s Office of Health Equity. 
Workforce Development Section 
The Racial Equity Specialist and Workforce Development Section Manager co-created an MCH Learning 
Framework, highlighting the connections among racial equity, community inclusion, and trauma-informed systems. 
This framework served as a vital tool for linking workforce development initiatives with the Division's racial equity 
strategy, community engagement activities, and the Department's broader equity efforts.
 
To deepen the understanding of the MCH strategic anchors and develop relevant learning opportunities, the Racial 
Equity Specialist coordinated with both the Community Inclusion and Change Specialists within the Workforce 
Development Section. With the hiring of a new Community Inclusion Specialist, the Racial Equity Specialist provided 
consultation on topics such as navigating conflict, holding competing viewpoints, and inclusive facilitation strategies. 
Additionally, the Racial Equity Specialist participated in a targeted universalism community of practice, which was 
developed by the Change Specialist. This community of practice facilitated the transfer of knowledge and skills 
related to the targeted universalism framework and its application within the MCH program.
 
Children, Youth and Families Branch 
The Racial Equity Specialist coordinated the administration of the Intercultural Development Inventory with staff in the 
Children, Youth and Families Branch. The Racial Equity Specialist and the Workforce Development Section 
Manager led the planning efforts for the race-based affinity groups and supported building the readiness among staff 
in the Children, Youth and Families Branch for participation in the affinity groups.
 
Prior to its launch, the Racial Equity Specialist developed and administered the pre-survey. The pre-survey 
illuminated the shared intentions for the affinity space, which emphasized a commitment to growth, practice, action, 
and healing. Staff expressed a strong desire to increase skills and confidence in interrupting racism at individual, 
interpersonal, and structural levels.
 
Staff engaged in monthly affinity groups over 9 months. Staff reported that these spaces have allowed for more 
vulnerability, deeper dialogue and inquiry, and feeling more connected to other staff. They demonstrated their 
commitment through active and consistent participation, utilizing resources shared, and practicing skills such as 
active listening and reflection. The conversations led to addressing several action items, such as exploring equitable 
professional development opportunities, bringing attention to differing experiences of microaggressions in the 
workplace, and identifying additional training opportunities such as Bystander Intervention Training. The Racial 
Equity Specialist and the Workforce Development Section Manager also launched a monthly training for supervisors 
in the Children, Youth and Families Branch focused on being a stress-responsive and trauma-informed supervisor.
 
The Racial Equity Specialist met with affinity group facilitators for monthly planning meetings and advocated to refine 
the affinity groups' format based on staff feedback. The Racial Equity Specialist will also administer a post-survey to 
determine the impact of the affinity space and develop a document outlining lessons learned to support partners 
interested in establishing affinity groups. The IDI assessment will also be readministered to assess changes to 
collective results on the intercultural competence continuum.
 
Prevention Services Division 
The Racial Equity Specialist and the Inclusion, Diversity, Equity, and Accessibility (IDEA) Manager for the Division 
held monthly coordination meetings to explore opportunities for bi-directional alignment. The Racial Equity Specialist 
was part of the workgroup tasked with implementing the Division’s strategic priority on Equitable Hiring and 
Retention Practices. The Racial Equity Specialist played a key role in creating the IDEA Recruitment Resources 
Folder, and in partnership with the IDEA Manager, conducted a division-wide training to increase staff understanding 
of inclusive hiring and recruitment processes. A resources folder, equipped with templates, guidance documents, 
and additional resources, was designed for use by hiring managers both at the start of planning a new recruitment 
and throughout the process. The resource folder includes documents such as “22 Questions Promoting Neuro-
Inclusion,” “Bias Interrupters,” and “Inclusive Hiring Guide” to name a few. This initiative gained recognition from the 
Association of State and Territorial Health Officials (ASTHO), and a video will be produced to showcase these 
efforts.
 
CDPHE 
During the reported period, the Racial Equity Specialist enhanced the department's equity efforts by facilitating the 
transition of a new co-chair for the department's Employee Resource Group (ERG). Having successfully co-chaired 
the group for two years, the intent was always to rotate co-chairs, providing BIPOC staff with leadership opportunities
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and ensuring the group's sustainability. The Racial Equity Specialist aided the ERG in recruiting a new chair and 
stepped back from the co-chair position, continuing to offer guidance and support as needed.
 
The Racial Equity Specialist was also invited to join the department's Inclusion, Diversity, Equity, and Accessibility 
Partnership of Practice. This group comprises IDEA practitioners tasked with spearheading and coordinating IDEA 
efforts within CDPHE. IDEA Partnership of Practice serves as a forum for IDEA professionals across the department 
to exchange ideas and learn from each other. In addition, the Racial Equity Specialist enrolled in CDPHE’s Office of 
Human Resources’ Inclusive Leadership Program and will become one of the facilitators for future cohorts.
 
 

Priority: Economic Mobility 
Performance Measure and Annual Objective 
SPM 5: Percent of children in poverty according to the supplemental poverty measure was  7.0%. The
annual objective for reporting year 2023 was 8.0%. The annual objective was met. The annual 
objective for reporting year 2024 is 6.8%.

 
Resource Allocation to Advance this Priority 
For this reporting period, MCH Block Grant dollars funded the Economic Mobility Program Manager at 0.3 FTE. To 
expand impact, MCH continued to leverage additional funding of $5.2 million to support tax credit outreach and 
communication efforts in 2022-24, including private foundation funds, American Rescue Plan Act (ARPA) dollars, a 
Department of Labor grant, and AmeriCorps volunteers. These leveraged funds supported additional FTE dedicated 
to coordination of community grants, contract administration, evaluation, and communications for programs 
supporting tax credit outreach, engagement, and referral throughout the state. Overall, funding supported a total of 
4.5 FTE. This braided funding also supported contracts with local public health agencies, Volunteer Income Tax 
Assistance sites, and community-based organizations to promote tax credit outreach and engagement. Funding 
supported outreach by improving the Get Ahead Colorado public information campaign (in Spanish, Hacia Adelante 
Colorado), and providing materials in up to eighteen languages. The funded strategies and associated outcomes 
are summarized below. For a more detailed description, refer to the state action plan.
 
Strategy Implementation 
The connection between economic status and health is well-established, and poverty can have serious negative 
effects on children’s long-term health. Economic need is tied to poorer health and educational outcomes and 
increased involvement with the child welfare system. In Colorado, the overall child poverty rate is 11%, representing 
133,463 children (Colorado Children’s Campaign, 2023). A full-time minimum wage job ($12.56/hour in 2022) is not 
sufficient to cover basic needs in Colorado (Kucklick et al., 2022).  Since the pandemic, inflation has hit Colorado 
particularly hard, raising the cost of living even further. In November 2023, the average Colorado household spent 
$1,206/month more than before the pandemic due to inflation (Anderson & Gamm, 2023), with housing costs 
increasingly high; median rent in May 2024 was $2,200 (Zillow Rental Manager, 2024), and the median house price 
was $549,126 (Zillow, 2024). Families with children with special health needs face greater economic challenges due 
to having to leave the workforce to care for children and the cost of healthcare and other services (Data Resource 
Center for Child & Adolescent Health). Colorado aimed to minimize the negative impacts of the discontinuation of 
the expanded 2021 federal child tax credit through the passage or expansion of credits aimed at supporting low and 
middle-income families in 2022 and 2023. This has made the Colorado tax code one of the most progressive in the 
nation, however, awareness of tax credits and access to free filing remain barriers to claiming these credits. 
Reducing these barriers is one of the most powerful economic mobility interventions available. Supporting 
individuals who would not otherwise file their taxes allows them to claim these tax benefits.
 
In this reporting period, the focus was on the implementation and evaluation of grant programs to expand access to 
free tax assistance, as well as expanding high-impact partnerships with significant reach, particularly across state 
agencies and across benefits systems. Community-based tax outreach efforts were further expanded and refined, 
and the Get Ahead Colorado public awareness campaign and media plan were revamped.
 
Get Ahead Colorado / Hacia Adelante Colorado Campaign 
In February 2024, the launch webinar was conducted with over 100 attendees and over 200 registrants. The webinar 
featured opening remarks from Governor Jared Polis, a recorded message of support from Senator Michael Bennet, 
and presentations from United Way of Pueblo County’s Volunteer Income Tax Assistance site and AmeriCorps 
National Civilian Community Corps volunteers, the IRS, the Colorado Department of Early Childhood, and other key 
partners. The webinar included referral training and a tour of the revamped website and new outreach materials. The
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webinar recording was subsequently shared with partners to serve as a brief referral training.
 
For the 2023 tax season, from January 1 through May 16, 2023, the Get Ahead Colorado campaign generated 4.9 
million digital impressions, 11.5 million radio impressions, 884,000 texts to eligible potential filers, and 90,383 
website visits (81,415 Get Ahead/8,968 Hacia Adelante), reflecting a 115.7% year-over-year increase in traffic to 
the English and Spanish websites. For the 2024 tax season, from January 1 through May 16, 2024, the campaign 
increased its reach and nearly tripled website traffic, generating 9.0 million digital impressions, 9.5 million radio 
impressions, 2.7 million text messages to eligible potential filers, and 361,027 website visits (337,123 Get 
Ahead/23,904 Hacia Adelante), reflecting a 299.4% year-over-year increase in website traffic from January 1 
through May 16. The campaign continues to be updated to reflect changes in the state and federal tax code. In 2023, 
in partnership with the Department of Early Childhood and the Department of Revenue, the campaign highlighted the 
new Colorado Early Childhood Educator Tax Credit, a fully refundable credit of up to $1,600 for credentialed 
childcare workers.
 
Support from CDPHE’s Prevention Services Division Communications Unit, along with an increased media 
campaign budget increased visibility of Get Ahead Colorado, resulting in multiple earned media opportunities and 
paid media appearances. Radio presence, particularly in rural areas and on Denver stations from jazz to hip hop to 
country, allowed the campaign to reach more communities and zip codes. The campaign’s bilingual and bicultural 
spokesperson was interviewed on television on multiple occasions such as this. Print articles such as “Colorado’s 
public health department wants to help you with your taxes. Seriously.” in the Colorado Sun highlighted the economic 
mobility work of Colorado MCH.
 
Per the request of community-based organizations serving newcomer communities, four new outreach materials 
were created for the campaign’s 2024 partner toolkit: (1) common questions and concerns for newcomers, (2) 
information about how to obtain an individual taxpayer identification number, (3) simplified instructions for how to file 
federal and/or state taxes, and (4) basics of key tax credits available for tax season 2023. Grantees had the 
opportunity to review and provide feedback on the new 2024 outreach materials; staff incorporated their feedback 
and had the materials translated into the requested languages. In 2024, additional messaging centered on a 
Colorado-specific refund of $800 for eligible individuals, or $1,600 for two qualified individuals filing jointly.
 
My Friend Ben 
The Program piloted a partnership with Gary Community Ventures' My Friend Ben, a tool to help individuals and 
families understand the tax credits and benefits they may be eligible for. MyFriendBen empowers individuals and 
organizations to quickly and easily understand and access government benefits, tax credits, and nonprofit programs. 
The Economic Mobility program added the My Friend Ben benefits screener to the Get Ahead Colorado "other 
benefits" page, resulting in 173 households screened, and identifying a median of $2200/mo in benefits available for 
those households. The partnership results are further described in this infographic and dashboard. Additionally, the 
My Friend Ben screener tool added a referral link to Get Ahead Colorado for tax credit eligibility information and next 
steps, resulting in 900 clicks from the My Friend Ben screening tool back to Get Ahead Colorado.
 
Community Inclusive Grant Program 
The Economic Mobility Program awarded $1 million to eight organizations led by immigrant, refugee, and newcomer 
communities and people whose primary language is a language other than English, as well as organizations 
providing assistance to families living on low incomes through the Community Inclusive Grant Program. These grants 
focused on closing the tax credit gap by identifying and addressing barriers to receiving tax credits experienced by 
these communities. The most significant barriers to accessing tax credits included mistrust of government agencies 
(including the IRS), misinformation about tax credit eligibility, fear of losing other benefits, and concerns related to 
citizenship status. Lessons learned include the importance of (1) outreach led by trusted community organizations,
(2) having a tailored, culturally responsive approach and effective outreach materials in languages spoken by the 
community, (3) implementing multiple outreach strategies within each community, (4) coordination with free tax 
preparation sites, (5) in-depth training, and (6) availability of customer service to clients after taxes are filed. 
Community members co-presented with state staff on the innovative community-inclusive grantmaking at the 2023 
Public Health in the Rockies conference. Throughout 2023, community feedback was collected to inform revisions to 
outreach materials, reporting requirements, campaign messaging, and website content. Based on grantee input, 
monthly peer learning calls and technical assistance were established in 2024.
 
Local Public Health Agencies 
During this reporting period, Denver, Mesa, Arapahoe, Adams, Fremont, Jefferson, Lake, Teller, Chaffee, and San
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Miguel County local public health agencies implemented strategies to improve economic mobility, including tax 
outreach and referral. Agencies integrated tax outreach into benefits referrals and disseminated Get Ahead 
Colorado materials to connect clients with free tax filing and tax credit information. Arapahoe County and state staff 
convened a bimonthly peer learning circle with other local public health agencies. In 2022, Mesa County Public 
Health established Grand Valley Connects, a centralized hub for connecting community members to health and 
social services, including tax resources. Since launching in 2022, 1,089 individuals have been referred to Grand 
Valley Connects. For the 2024 tax season, Adams County Public Health started a new free tax assistance site using 
a paid tax preparer, as opposed to the volunteer tax preparers that typically staff free tax assistance sites. Statewide, 
smaller agencies wove tax outreach into existing benefits enrollment programs.
 
Local Economic Mobility Stories 
“[Adams County] hired 4 tax site personnel, including 1 site coordinator and 3 tax preparers. Outreach efforts were 
conducted across 100 local organizations encompassing small businesses, community centers, schools, non-profits, and 
internal Adams County departments to promote awareness of the tax site. Their final numbers were direct proof of the hard 
work executed by the tax staff and the MCH team, landing them with 331 tax returns processed, with 21% qualifying either 
for the Child Tax Credit (CTC) or Earned Income Tax Credit (EITC), resulting in a cumulative combined refund amount of 
$704,911 in federal and state refunds. Due to high demand, the tax site extended its service by one day in April. 
Additionally, they conducted a brief survey among participants to gauge their tax site awareness, satisfaction levels, and 
intentions for their tax refunds. The top responses indicated food, housing/rent, and utilities, proving tax credits serve to 
cover family basic needs.
 
“A mom with two children contacted Grand Valley Connects seeking counseling for two of her children. Through the 
assessment process, the navigator learned that the family was on Medicaid, but not SNAP.  The client explained that she 
thought she made too much money for SNAP. The Navigator was able to identify two virtual options and two face-to-face 
options for counseling for her children and encouraged her to pursue SNAP, as they were Medicaid eligible already. After 
working with the Navigator, the mother was able to get her children into one of the identified counselors and are now 
receiving needed support. The mom was overjoyed to learn she was approved for approximately $700/mo in SNAP benefits 
after applying and shared that this freed up enough money to cover her car payment and a large chunk of her housing 
costs.”
 
“Grand Valley Connects was recently contacted by a female community member asking for assistance with connecting to 
counseling services.  This story highlights the power of our assessment process. Through our assessment process, we 
learned she was also pregnant, didn't have a primary care doctor, needed help finding housing, needed food assistance, 
and needed help finding employment.  The navigator connected this community member to Nurse-Family Partnership 
ensuring her application was submitted, connected her to the Mesa County Workforce Center for employment resources, 
sent her information on primary care physician resources, confirmed her pending application for SNAP benefits and 
connected her to a local food pantry for immediate assistance, assisted her with getting her first appointment with behavioral 
health counseling, and has scheduled a meeting with this community member to complete housing applications. The 
navigator continues to be engaged with this community member as they work together to stabilize her circumstances prior 
to the birth of her child.”
 
AmeriCorps Partnership 
Multiple collaboration opportunities have been realized through an interagency agreement with AmeriCorps and the 
Governor’s Office, established in 2021. Over the past two years, the program has hosted two VISTA members. The 
first one supported free tax assistance site capacity and partnerships. The second VISTA member, housed and 
supervised at the Governor’s Office, worked to understand gaps in tax credit claims, created a map of free tax 
assistance site locations statewide, presented economic mobility data to Governor Polis, and conducted data 
analysis for the Public Utilities Commission’s Energy Assistance Program to identify eligible but not enrolled 
individuals. AmeriCorps National Civilian Community Corps volunteers, sponsored by the Economic Mobility 
Program, have been instrumental in staffing free tax assistance sites over the past 3 years. For the 2024 tax season, 
the two MCH-sponsored AmeriCorps volunteer tax teams claimed $8.9 million for Coloradans.  Over the life of the 
project, AmeriCorps volunteer tax teams assisted 14,936 households to complete their tax returns, representing 
$21.6 million in total refunds claimed to date. Governor Polis visited one of the Program’s grantees, Tax Help 
Colorado, in April 2024 to celebrate the achievements of the staff and AmeriCorps.
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Volunteer Income Tax Assistance Site Grants 
The Economic Mobility Program contracted with eleven 
organizations in 2023 and 2024 to expand the capacity 
of free tax assistance sites across Colorado. These 
organizations operate 81 sites throughout the state, 
including at least 49 sites outside of the greater Denver 
metro area. In 2022, funding supported four 
organizations to become IRS Certified Acceptance 
Agencies for Individual Taxpayer Identification Numbers 
(ITIN) for people without, and not eligible for, a social 
security number. Four organizations reported processing 
62 ITIN registrations in 2022, and six organizations 
supported 124 individuals in applying for ITIN numbers 
during the 2023 tax season, including helping applicants 
mail or bring their documents to the IRS. In 2024, four 
new locations opened to expand free tax filing capacity. 
An evaluation of the free tax assistance capacity-building grants is summarized here. In addition, results from a 
survey of tax filers who claimed the child tax credit and/or the earned income tax credit at participating volunteer 
income tax assistance sites are summarized here.
 
Local public health agencies also partnered on tax outreach and preparation as part of their local economic mobility 
work. At Mesa County Public Health Department, two bilingual tax preparers stationed themselves in the lobby of 
Marillac Clinic and Mesa County Health Department for a total of 12 days (Feb 26-May 13) and engaged 20-30 
people during each outreach session, engaging a total of 300 people.  They also reported missing documents, 
mistrust in the system and lack of access to computers/internet as the main barriers to filing. Adams county started 
their own VITA site, hiring and training a VITA coordinator and three tax preparers. They processed 331 tax returns 
and helped Adams county families claim $704,911 in federal and state tax refunds.
 
Racial Equity and Language Access 
The Economic Mobility Program continued to promote the media campaign, GetAheadColorado and 
HaciaAdelanteColorado, the partner toolkit in English and Spanish, and outreach materials in up to eighteen 
languages, including those specifically requested by grantees. Engagement with Hacia Adelante Colorado 
constituted 40% of total site engagement, demonstrating robust engagement by and among Spanish-speaking 
community partners and community members. Grantees provided guidance to make materials more culturally 
relevant, such as addressing specific questions and concerns for newcomers. As another example, grantees 
primarily engaged with Muslim community members at mosques, which are an important gathering place for trusted 
relationships and information, and in which materials with photos/pictures of human faces are not allowed. The 
Economic Mobility Program created materials without photos/pictures so they could be distributed in mosques. 
Another improvement based on grantee input was the creation of shorter videos in 12 languages, which were easier 
to share on WhatsApp or social media than the previous year’s longer videos.
 
Beyond tax credit outreach, another economic mobility strategy that was explored during this performance period is 
expanding language access to the Certified Nursing Aide (CNA) Program. This Colorado program allows parents of 
children or youth with special needs to become eligible to be paid to provide care for their children, as well as to 
serve as a potential career path for the parent to work in home health and nursing home settings. However, the CNA 
skills exam portion of the certification process is currently only offered in English. This limits the number of people 
who can become CNAs and impacts the economic mobility of non-English-speaking individuals who may want to 
become CNAs. Offering this exam in other languages would be a policy change to support economic mobility. MCH 
staff developed a partnership with the Colorado Department of Healthcare Policy and Finance to explore options to 
change this policy with the licensing agency, the Colorado Department of Regulatory Affairs. To elevate the issue, 
MCH staff developed a summary document outlining the need to offer the exam in additional languages. During the 
2023-24 legislative session, content from the document was included in a memo circulated by Colorado’s Joint 
Budget Committee (JBC), indicating that there is interest in this issue. Colorado’s JBC is exploring writing a letter to 
the National Council of State Boards of Nursing urging their action on this issue.
 
State Agency Partnerships 
The Economic Mobility Program continued to coordinate a state agency workgroup focused on tax credit outreach
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and economic mobility collaboration across agencies. Participating agencies, including early childhood, human 
services, revenue, labor and employment, state libraries, and others, implemented work plans to integrate tax credit 
outreach into their respective programs that serve low and middle-income Coloradans, to increase the number of 
eligible filers who claim tax credits. The group also explored opportunities for cross-promotion beyond tax credits. A 
number of examples of successful collaborations are included below:  

Office of Financial Empowerment in the Attorney General’s office: cross-promoted Colorado Bank On and the 
Student Loan Servicers programs; presented at the Office’s annual Financial Inclusion Summit and Tax Time 
and Financial Capability webinar; CDPHE’s Community Grants Coordinator served on the Community 
Voices Committee coordinated by the Office to provide input on banking access for communities of focus and 
sharing Get Ahead Colorado / Hacia Adelante Colorado outreach materials.
Colorado Department of Early Childhood:  promoted Colorado’s Early Childhood Educator Tax Credit, 
connecting more early childhood educators to a refundable credit of up to $1,600 while also increasing the 
number of educators becoming credentialed; established a shared position with CDPHE to support robust 
promotion and technical assistance throughout early childhood programs, including the Colorado Child Care 
Assistance Program, Head Start, the Colorado Home Visitation Coalition, and Early Childhood Councils and 
Family Resource Centers statewide.
Colorado Department of Revenue: sent Get Ahead Colorado tax messaging to 35,308 selected filers who 
appeared to be eligible but did not claim the federal child tax credit. The Department of Revenue estimated 
that 41% of people who had not filed at the time they received the mailer, filed within six months and may have 
been encouraged to do so by the mailer; sent a Get Ahead Colorado flyer in 11,914 application booklets 
mailed to qualifying low-income seniors for the Property Tax/Rent/Heat Credit Rebate; sent another mailer to 
45,000 Coloradans, who might be missing out on both the earned income tax credit and child tax credit.
Colorado Department of Labor and Employment: presented on their programs serving individuals who use a 
tax ID number instead of a social security number; provided Get Ahead Colorado information through their 
non-tax programs for guest workers. As a result of this collaboration, the Economic Mobility Program will host 
a webinar for public health and human services programs on how to support more Coloradans in accessing 
the state’s new paid family and medical leave insurance program (FAML).
Colorado Department of Human Services: included high-visibility Get Ahead Colorado banners during tax 
season on state benefits pages, such as SNAP, TANF, and Energy Assistance; sent tax credit information in 
an insert with their annual mailer to approximately 300,000 benefits recipients in Colorado; presented tax 
referral training to 140 county human services directors from around the state, representing 80% of human 
services offices; a multi-year effort              
to overcome data-sharing challenges culminated in a successful partnership to send SNAP recipients a tax 
credit message via text in June 2024, texting 284,000 to remind recipients that if they do not owe taxes, they 
may still file to claim credits with no penalty up to October 15th, 2024.
Governor’s Office: In December 2023, the Economic Mobility Program was invited to present at a new 
workgroup convened by the Governor’s Office called All Roads Lead to Health which coordinates across 
state agencies to ensure eligible families claim benefits and to find solutions to enrollment challenges.

 
The Economic Mobility Program has also engaged Denver Health, Colorado’s largest safety net hospital system, to 
promote tax filing and tax credit information. Denver Health is an integrated healthcare system that serves 25% of all 
Denver residents, primarily low-income, Medicaid-insured, and uninsured individuals. This collaboration led to the 
placement of Get Ahead Colorado materials and banners in multiple Denver Health clinics in English and Spanish. 
Clinic navigators received training to provide tax credit information and referrals to free tax filing to their patients.
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The Program was invited to present at a variety of state and national fora 
including the Colorado Association of Libraries Conference, Public 
Health in the Rockies, Trust for America’s Health, and the Bipartisan 
Policy Center’s ‘Promoting Health Equity Through Economic Opportunity’ 
panel, the Prevention Services Division’s Strategic Plan Reporting 
Forum, and an economic mobility roundtable convened by AmeriCorps 
and the Colorado Lt. Governor’s office.
 
The Bipartisan Policy Center also convened an Expert Roundtable on 
Colorado Tax and Benefits Administration hosted at CDPHE in 
September 2023. The Economic Mobility Program Manager recruited 
invited representatives from the Governor's Office, Colorado Senators’ 
Bennet and Hickenlooper's offices, and leaders from across the research, 
state government, nonprofit, and public sectors in Colorado to share their 
expertise working with tax and benefits programs and elevated insights to 
inform upcoming research and advocacy efforts of the Bipartisan Policy 
Center. This connection further increased the visibility of the Program and 
promoted the integration of tax credit efforts into benefits enrollment 
platforms.
 

The Economic Mobility Program has broadened its focus from tax credits to other economic mobility services and 
supports, such as paid leave, banking services for the unbanked and underbanked, affordable internet, and 
Medicaid re-enrollment. Information about these programs was shared on a new Get Ahead Colorado page, through 
the resource hub for partners working on economic mobility, and through learning circles and coalition meetings.
 
Using that expanded lens, MCH staff served on various steering and advisory committees related to economic 
mobility, including the steering committee and the Financial Well-Being subcommittee for the Colorado Partnership
for Thriving Families, the advisory committee for the Denver Greenlight Fund, and United Way’s United For ALICE, a
national research project that seeks to raise awareness and drive action to promote financial stability.
 
Data and Messaging 
The development of supportive data and messaging tools for partners continued to be a priority. During the reporting 
period, CDPHE’s poverty measures dashboard was updated. The dashboard describes earned income tax credit 
filing rates and poverty measures by county and by the Census Bureau’s public use microdata areas to help partners 
and grantees identify opportunities for tax credit outreach work. MCH staff also developed messaging documents to 
communicate the connection between family income and health outcomes, the benefits to communities for investing 
in economic mobility strategies and which groups are most likely to experience poverty, as well as a Resource Hub 
for Economic Mobility Programs developed with the Tax Credit State Outreach Coordinator that includes messaging, 
data, and programming to share with partners.
 

Priority: Built Environments 
Performance Measure and Annual Objectives 
SPM 1: Percent of children ages 0-17 years who live in a supportive neighborhood was 57.2%. The 
annual objective for reporting year 2023 was 55.0%. The annual objective was met. The annual 

objective for reporting year 2024 is 55.5%.
 
The data for this state performance measure (SPM) comes from the National Survey of Children’s Health that is 
administered annually. This measure indicates availability of support via neighbors and places to go for help. This 
measure indicates perception of safety and connection to community and may indicate availability of safe places to 
walk, bicycle, and wheelchair roll.
 
Resource Allocation to Advance this Priority 
MCH Block Grant funds continue to be braided with CDC funding for physical activity, nutrition, comprehensive 
cancer prevention, workforce development, and injury prevention, and state tobacco tax funds to develop and 
implement the state action plan for this priority. Leveraging these funds enables CDPHE’s Health Promotion and 
Chronic Disease Prevention Branch to extend the reach of implementation efforts to the MCH population. For this
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reporting period, MCH Block Grant dollars funded approximately 0.7 FTE of the built environment team within the 
Healthy Communities Unit for action planning, implementation, technical assistance, and community engagement 
support. The funded strategies and associated outcomes are summarized below. For a more detailed description, 
refer to the state action plan.
 
Strategy Implementation 
Daily experiences such as feeling safe, taking a walk, visiting a park, having healthy food nearby, the ability to afford 
stable housing, and being part of social networks are critical to physical, mental, and social well-being. Thoughtful 
planning and design of a community’s buildings, streets, sidewalks, transportation networks, parks, and homes can 
make it easier for children, youth, and families to engage, connect with others, and access resources in their 
communities. Safe and accessible built environments increase opportunities for physical activity by allowing 
community members to walk, bike, or wheelchair roll to everyday destinations and decrease violence by creating 
safer environments for people to meet and connect (Centers for Disease Control and Prevention, 2023).
 
Staff within the Healthy Communities Unit implemented a state action plan for safe and connected built environments 
that reflect upstream collaborative work across CDPHE’s Violence and Injury Prevention Mental Health Promotion 
Branch, Health Promotion and Chronic Disease Prevention Branch, Environmental Health Branch, and the Maternal 
and Child Health program. Strategies to create safe and connected built environments include: (1) build cross-sector 
partnerships to increase capacity for implementing place-based policy strategies that promote equity, community 
safety, and activity-friendly routes; and (2) provide technical assistance for the implementation of equity driven, 
evidence based, policy strategies to increase activity-friendly routes, community safety, and opportunities for social 
interaction.
 
Strategy One: Build cross sector partnerships to increase capacity for implementing place-based policy 
strategies that promote equity, community safety, and activity-friendly routes. 
Built environment staff fostered partnerships with sectors such as parks, planning, public works, transportation, and 
schools to increase capacity for implementing place-based policy strategies and to increase equity, community 
safety, and activity friendly routes. Built environment staff served as members of the Cancer, Cardiovascular, and 
Pulmonary Disease Review Committee, Colorado Safe Routes to School Advisory Committee, Colorado Public 
Health and Parks and Recreation Collaborative, the Inter-Agency Conservation and Recreation Council, the 
Revitalizing Main Streets Advisory Committee, Colorado Cancer Coalition Board of Directors, Crime Prevention 
through Safer Streets Advisory Committee, and the Colorado Front Range Urban Forestry Consortium Steering 
Committee. Staff also serve on advisory committees to support plans and programs for multiple municipal planning 
organizations like the Northern Colorado Bicycle and Pedestrian Collaborative and the Pueblo Council of 
Government’s Complete Streets work group; both groups ensure active transportation options are safe and 
accessible to people throughout communities. Through these collaborations, CDPHE built environment approaches 
are aligned and integrated into partners’ goals, strategies, policies, and funding opportunities.
 
The built environment team at CDPHE partners with state, regional, and local partners to advance healthy built 
environment policies. Between October 2022 and September 2023 through partnerships across state agencies, the 
team identified that Colorado communities added at least 65 linear miles of active transportation network (e.g., 
bicycle lanes) that connect people to everyday destinations. Nineteen sites like parks and recreation centers that are 
connected to activity-friendly routes were created or enhanced, meaning people can walk, bike, wheel, or bus to 
those destinations.
 
To address state-level influence on policies in addition to the collaboratives and committees mentioned, the 
implementation team participated in the Steering and Technical Advisory Committees for the Colorado Department 
of Local Affairs “Template Development Code” update. The Template Development Code is a best practice model 
land use code that communities can optionally adopt or amend to update their land use regulations and processes 
(e.g., incorporating housing affordability, safe and connected transportation systems, and access to parks and 
recreational opportunities). As members of the committees, built environment staff commented on the types of 
availability of housing, the width of sidewalks and ramps to accommodate all abilities, and encouraged the creation 
of 15-minute neighborhoods that allow easy and convenient access to everyday places like the grocery, library, 
schools, recreation centers, and workplaces.
 
The implementation team also participated in the Colorado Health Institute’s Acclimate Colorado advisory board. 
Acclimate Colorado aims to drive policy changes that will help Colorado’s Communities become more resilient to 
climate change. The workgroup launched a policy agenda and the built environment team will continually support the
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implementation of goals on health and climate adaptation plans, tree canopy, transportation and complete streets, 
and affordable housing. 
 
Senate Bill 23-213, Land Use, was introduced in the Colorado Legislature. This bill was an outcome of the Colorado 
Land Use Report (July 2022), with the purpose of increasing housing production through land use reforms with the 
goal of increasing the amount of affordable housing. Built environment staff provided testimony in support of the bill 
on behalf of CDPHE but ultimately the bill failed to advance to a legislative vote. New legislative bills to increase 
transportation safety and housing affordability were considered in the 2024 Colorado Legislative session; the built 
environment implementation team sent feedback forms internally on three bills addressing transportation safety and 
two bills about affordable housing that passed.
 
Strategy Two: Provide technical assistance for the implementation of equity driven, evidence based, 
policy strategies to increase activity-friendly routes, community safety, and opportunities for social 
interaction. 
To increase safe opportunities for physical activity, built environment staff collaborated with state and local partners. 
Colorado was one of three states (CO, IN, PA) selected to participate in the Safe Routes to Parks Accelerator 
Program. CDPHE partnered with the Colorado Department of Transportation and the Colorado Department of 
Natural Resources to create an interagency action plan focused on enhancing the ability of state agencies to work 
together, aligning planning practices across agencies to support Safe Routes to Parks, connecting existing grants 
and technical assistance to park access, building support for active transportation to everyday destinations, and 
making it easier to install safe street designs/elements for walking and biking. Colorado was the only state selected 
for the 2024 Activating Communities Program, which is a technical assistance and coaching program provided by 
the Safe Routes Partnership. Four Colorado communities are participating in this program and will receive $10,000 
for implementation of a community-led project to increase safe access to parks.
 

 
To address the inequitable distribution of accessible park resources for children and youth with special health care 
needs, built environment staff partnered with the Environmental Health Tracking Program, Great Outdoors Colorado, 
PlayCore, and parents to gather information and develop a statewide map of playgrounds in Colorado that have 
inclusive, accessible, and/or universal design features and amenities. Focus group data collected in the previous 
reporting period informed the final version of the Playground Project mapping tool as well as the development of an 
Inclusive Playgrounds best practice resource to share with partners.
 
Engaging youth in the built environment is a cross-priority strategy to advance safe and connected built 
environments, prosocial connections, and the community inclusion strategic anchor. Priority Coordinators for built 
environment, prosocial connection, positive child and youth development, and social emotional wellbeing partnered
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to launch a pilot funding opportunity in April 2023. The funding leveraged multiple programs to invite communities to 
apply for a mini-grant opportunity to fund low-cost, community-driven projects that support social connectedness and 
safe and connected built environments. Sixteen applications were received, requesting approximately $120,000 in 
grant funds. Seven communities were awarded using funds from MCH ($10,000) and the Physical Activity and 
Nutrition Program ($17,653). Following a debrief on the process, an opportunity was created and priority partners 
made process improvements based on lessons learned, including the need to expand the timeline for grantees to 
complete their projects and reducing administrative burden overall.
 
An additional round of cross priority strategy funding was launched in November 2023 and broadened the funding 
opportunity to include all seven Colorado Maternal and Child Health priorities. The mini-grant opportunity received 
approximately $700,000 in funding requests from 141 applicants; projects ranged in scope, budget requests, and 
outcomes.  Ten projects were selected, distributing $47,600 in built environment funds and $30,798.25 in Children 
and Youth with Special Health Care Needs General Funds to communities. Projects will be completed by September 
2024.
 

 
A large part of CDPHE’s work to create safe and connected built environments involves providing education, 
technical assistance, and subject matter resources to partners. Built environment staff partnered with 57 unique 
entities representing schools, professional organizations, advocacy organizations, coalitions, committees, state 
departments, CDPHE grantees, CDPHE staff, municipal and county departments and leaders, foundations, 
universities, and federal departments. Those connections led to 78 technical assistance touch points that resulted in 
hosted presentations, developed funding streams, developed trainings, implementation support, strengthened 
connections and/or resources shared. The main topics included improving access to green space, nature, universally 
accessible playgrounds, areas with shared use agreements; incorporating health and equity into planning; creation 
of safe and affordable housing; nutrition security; developing complete streets policy; increasing transportation 
safety; safe routes to school; active transportation to promote healthy lifestyles; community safety; air quality 
improvements; social connectedness; accessibility to recreational spaces; and community engagement in 
transportation.
 
Internally, built environment staff began the first CDPHE Housing Community of Practice in partnership with a 
transportation safety coordinator and an infant and child wellbeing coordinator. The Community of Practice met 
throughout the year to discuss potential public health approaches to addressing housing issues like gentrification, 
displacement, and affordability policies and strategies. Staff also facilitated a session at the Public Health in the 
Rockies conference to hear what public health partners across Colorado are doing to address the housing crisis.
 
As a result of the technical assistance and cross-sector partnerships, the built environment team supported partners 
at the Colorado Department of Transportation to develop a Vulnerable Road Users Safety Assessment and co-
hosted training. The Vulnerable Road Users Safety Assessment was the first-of-its-kind statewide identification of a 
high-injury roadway network aimed to identify roadways that could benefit from safety interventions. Charles T. Brown
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of Equitable Cities led a training for Colorado Department of Transportation staff entitled, “Introduction to Equity in 
Transportation Safety & Design,” which explored how to operationalize equity into transportation planning initiatives. 
 
Built environment staff provide ongoing technical assistance to the Revitalizing Main Streets program that helps 
create safe and connected built environments for MCH populations. Staff review applications to ensure public health 
and equity are included and help select local communities to fund to implement best practices for safe pedestrian 
and bicycle infrastructure. This program is one of the only sources of funding for communities to implement bicycle 
and pedestrian infrastructure and provides much needed resources and support to Colorado’s small, rural 
communities. Within the reporting period, approximately $5.8 million was distributed to 29 communities. Built 
environment staff regularly share information about Revitalizing Main Streets with local public health agencies and 
provide technical assistance to help communities with their application. The program has 10 years of dedicated 
funding for built environment infrastructure projects in local communities through 2031.
 
Built environment staff provided technical assistance to local initiatives in Routt County to improve community 
engagement efforts on built environment strategies; to partners in Archuleta County, La Plata County, Adams County, 
and Boulder County to share resources on model policy language for food access and nutrition security strategies; to 
Garfield County on conducting built environment assessments; and to Weld County, Chaffee County, and Adams 
County on affordable housing policy and community engagement strategies. To more broadly share resources, the 
built environment team redesigned CDPHE’s Built Environment webpage to include information about the 
connection between built environment and health, best practices, success stories, and state and national resources 
and data.
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Cross-Cutting/Systems Building - Application Year

Priority: Racial Inequities 
Performance Measure and Annual Objective 
SPM 3: For reporting year 2023, the number of points for racial equity related policy, practices and 
systems changes implemented at the program, division and department level was 13 and the annual 
objective was 9. Given this, MCH staff adjusted the annual objective for reporting year 2024 to 15 and 
the annual objective for reporting year 2025 to 18.

 
Resource Allocation to Advance this Priority 
For the upcoming reporting period, MCH Block Grant dollars will continue to support 1.0 FTE for the Racial Equity 
Specialist to develop and implement state action plan strategies and consult with internal and external partners to 
integrate racial equity approaches across programs and systems that serve the MCH population. For a more 
detailed description, refer to the state action plan.
 
Strategy Implementation 
In the upcoming year, the Racial Equity Specialist will partner with the reducing racial inequities implementation team 
to continue to navigate how to most effectively influence state policies and practices to advance a race equity culture. 
Efforts will focus on: (1) continued implementation of the stress-responsive, trauma-informed approach with 
additional state partners and local public health agencies; (2) normalizing the use and application of equity tools; (3) 
coordinating race equity efforts across the branch, division, and the department; and (4) continuing coaching, 
consultation, and training to state and local partners related to racial equity.
 
Building on the lessons learned from the initial cohort, the Racial Equity Specialist and the Workforce Development 
Section Manager will refine the stress-responsive, trauma-informed approach for broader implementation. One 
potential modification is the introduction of a regional cohort model that allows multiple local public health agencies 
to participate as a collective group, fostering collaboration and increasing our capacity to engage more partners 
efficiently.
 
The Racial Equity Specialist and Workforce Development Section Manager will continue to facilitate monthly stress-
responsive, trauma-informed trainings with the supervisors and staff in the Children, Youth and Families Branch.
 
The Racial Equity Specialist will continue to support branch, division, and department-wide race equity efforts. This 
includes identifying and recommending action items following the completion of race-based affinity groups in the 
Children, Youth and Families Branch and collaborating with leaders of the IDEA (Inclusion, Diversity, Equity, and 
Accessibility) initiatives across the division and department. The specialist will also play a key role in the 
department's Inclusive Leadership Program that is coordinated by the Office of Human Resources by facilitating 
sessions for upcoming cohorts and assisting in the execution of the division’s IDEA strategic plan.
 
 
 

Priority: Economic Mobility 
Performance Measure and Annual Objective 
SPM 5: For reporting year 2023, the percent of children in poverty according to the supplemental 
poverty measure was 7.0% and the annual objective was 8.0%, so the annual objective was met. The 
annual objective for reporting year 2024 is 6.8% and the annual objective for reporting year 2025 is

6.7%.
 
Resource Allocation to Advance this Priority 
During the upcoming reporting period, MCH Block Grant funds will continue to support the Economic Mobility 
Program's backbone operations, including staff for community grant coordination, contract administration, 
evaluation, and communications. The strategies planned for the upcoming year and associated outcomes are 
summarized below. For a more detailed description, refer to the state action plan. Several of the funding 
mechanisms that previously supported the Economic Mobility Program (e.g. private foundation funds, American 
Rescue Plan Act dollars, and the U.S. Department of Labor and Employment grant) will sunset in the upcoming year. 
While the Economic Mobility Program is seeking additional funding from other sources, this will likely result in a 
reduced budget in the upcoming reporting period.
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Priority Implementation 
During the upcoming reporting period, the Economic Mobility Program will focus on leveraging and sustaining 
partnerships developed in previous years to conduct tax credit outreach and referral to free tax filing to increase tax 
credit claims. The program plans a continued quality improvement process for the Get Ahead Colorado campaign, 
toolkit, and outreach that further incorporates community input to ensure the campaign and its materials are relevant 
and useful for partners and tax filers. Additionally, the program will leverage the connections with the Governor's 
Office and the Department of Revenue to monitor and respond to changes in the tax code. If new tax legislation is 
enacted, staff will create and share updated messaging and internal reference documents. The program will continue 
existing partnerships with 2-1-1 and numerous state agency programs. The program will explore sustainability 
options for partnering with community-based organizations that serve immigrants, refugees, and newcomers to 
support tax credit outreach for these communities, given that ongoing community-based grant funding may not be 
available.
 
A focus of the upcoming reporting period will be planning for tax season 2025 and leveraging partnerships to change 
practices, policies, and systems. This may range from adding Get Ahead Colorado information to other state 
benefits enrollment websites to improve coordination among benefits platforms to co-creating benefits outreach 
plans with state agencies. Local public health agencies will continue to partner through their outreach and 
engagement with volunteer income tax assistance sites in their communities.
 
The upcoming reporting period will be the first full reporting period in which the newly passed Family and Medical 
Leave Insurance (FAMLI) program will be active in Colorado. While the program began in January 2024, there 
remains a lack of clarity among community-based organizations, local public health agencies, and businesses about 
how the program works and how to claim benefits. To ensure eligible Coloradans are aware of this new benefit, the 
Economic Mobility Program will leverage partnerships with the administering agency, the Colorado Department of 
Labor and Employment, as well as benefits outreach partners to ensure families and caregivers are aware of the 
program. Additionally, the staff will expand partnerships with business owners and local governments to ensure 
awareness of and compliance with FAMLI which may include hosting events, creating messaging, and sharing 
information. The Economic Mobility Program has begun collaborating with CDPHE’s Child Fatality Prevention 
System Program and Sexual Violence Prevention Program to revamp the Family Friendly Employer Toolkit to 
include new information about FAMLI and disseminate it through the channels built through tax outreach partnerships.
 
The Economic Mobility Program plans to continue gathering and sharing data related to improved access to 
economic mobility and the benefits of improved economic mobility among Coloradans and support partners in using 
these data and messaging products to direct their work. The program will continue to champion language access 
and to provide economic mobility outreach materials in multiple languages as funding allows, as well as continue to 
explore the expansion of language access for the CNA licensure exam.
 
In the coming year, the Economic Mobility Program plans to connect with local public health agencies and 
community-based organizations to identify other policies that create barriers to economic mobility, as well as 
strategies to support economic mobility which may include financial literacy education, connections with BankOn for 
the un- or underbanked, and/or student loan repayment information. With the anticipated overall reduction in funding, 
the Economic Mobility Program also plans to focus on leveraging partnerships that are low/no cost and to continue to 
monitor and adapt to changes in the economic mobility landscape.
 

Priority: Built Environments 
Performance Measure and Annual Objective 
SPM 1: For reporting year 2023, the percent of children ages 0-17 years who live in a supportive 
neighborhood was 57.2 and the annual objective was 55%, so the annual objective was met. The 

annual objective for reporting year 2024 is 55.5% and the annual objective for reporting year 2025 is 56.0%.
 
Resource Allocation to Advance this Priority 
For the upcoming reporting period, MCH Block Grant funds will continue to be braided with CDC funding for physical 
activity, nutrition, comprehensive cancer prevention, workforce development, violence and injury prevention, state 
tobacco tax funds, and state general funds to implement the state action plan for this priority. MCH Block Grant 
dollars will continue to support approximately 0.7 FTE built environment staff in the Healthy Communities Unit for 
action planning, implementation, technical assistance, and community engagement support. The strategies planned
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for the upcoming year for this priority are summarized below. For a more detailed description, refer to the state 
action plan.
 
Strategy Implementation 
In the coming year, built environment staff will implement the state action plan for safe and connected built 
environments that reflect upstream collaborative work. The strategies to create safe and connected built 
environments will continue to include: (1) build cross-sector partnerships to increase capacity for implementing 
place-based policy strategies that promote equity, community safety, and activity-friendly routes; and (2) provide 
technical assistance for the implementation of equity-driven, evidence-based, policy strategies to increase activity-
friendly routes, community safety, and opportunities for social interaction.
 
Strategy One: Build cross sector partnerships to increase capacity for implementing place-based policy 
strategies that promote equity, community safety, and activity-friendly routes. 
Built environment staff will collaborate with state, local and regional partners to increase capacity for implementing 
place-based policy strategies that promote equity, community safety, and activity-friendly routes. CDPHE will support 
the Colorado Department of Transportation with the selection of local communities for Revitalizing Main Streets 
funding, development of the Statewide Transportation Plan, the Safe Routes to School Strategic plan, and the 
Strategic Highway Safety Plan. Staff expect to work more closely with partners at the Colorado Department of Local 
Affairs and the Colorado Energy Office on the implementation of climate and affordable housing strategies.
 
Built environment staff will continue to identify opportunities to implement cross-priority work to engage families and 
youth in built environment efforts. In the coming year, staff will also continue to work with internal colleagues to identify 
and fund low-cost, community-driven projects that support cross-priority implementation.
 
Strategy Two: Provide technical assistance for the implementation of equity driven, evidence based, 
policy strategies to increase activity-friendly routes, community safety, and opportunities for social 
interaction. 
Built environment staff will continue to provide technical assistance on best practices for safe and connected built 
environments to local public health agencies and other community-based organizations in urban and rural areas of 
Colorado. To support technical assistance and to build local capacity for upstream work, built environment staff will 
collect and share information about built environment funding resources, disseminate data and mapping tools, and 
create an environmental scan of local built environment policies to support safe transportation, access to nutritious 
foods, park access, and healthy and affordable housing.
 
Built environment staff will provide technical assistance to metropolitan planning organizations and other relevant 
transportation partners to integrate public health and equity data into funding prioritization processes for bicycle, 
pedestrian, and transit projects; engage community members that represent diverse perspectives; and integrate 
transportation, land use, and housing best practices in plans/policies.
 
Built environment staff will leverage knowledge and resources at CDPHE to ensure technical assistance resources 
are linguistically accessible and culturally competent. The team will work with partners across state agencies to 
develop and disseminate best practice resource guides to help communities implement built environment policies, 
such as Complete Streets and Vision Zero policies.
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III.F. Public Input

Colorado’s approach to public input occurs through several mechanisms that reflect the program’s strong 
commitment to the MCH strategic anchor of community inclusion. A more robust description of how public and 
community input is gathered throughout all stages of MCH planning, implementation and evaluation, is included 
below as well as in the Family Partnership section (III.E.2.b.ii.).
 
Youth, Family and Community Input 
As described in the Family Partnership section, Colorado’s MCH program convenes two community input groups: 
the Youth Partnership for Health and the Community Advisory Board. The MCH program also contracts with Parent to 
Parent of Colorado to ensure the parent/caregiver/family perspective is included throughout MCH work.
 
Local Public Health Agency Input 
MCH staff offered a structured customer service survey for local public health agencies, which was distributed in July 
2022. This survey focused on processes including contracting, budgeting, training and technical assistance offered, 
data products, reporting requirements, customer service and related topics on the effectiveness of the state office in 
administering the MCH funds. At the time of submission, results have been aggregated and analyzed to identify 
opportunities for ongoing quality improvement.
 
While originally the next customer services survey was going to be administered this summer, a decision was made 
to wait until after the needs assessment is completed and closer to when the new priority cycle will begin. Most of the 
feedback gathered from LPHAs in the past year has been related to the statewide needs assessment. Early on, 
local partners weighed in on their preferences for national performance measures, helping the state team to narrow 
and focus their efforts. Representatives from seven local agencies participated in a workgroup that co-created 
listening tour design recommendations that informed our stakeholder engagement strategy during the summer of 
2024. LPHA representatives are co-hosting listening tour “stops” by fine-tuning agendas, opening meeting spaces, 
and facilitating breakout rooms. Several local teams uplifted the potential to include data from Public Health 
Improvement Plans (PHIPs) for the needs assessment, underscoring the importance of leveraging existing resources 
and expertise within local communities. In collaboration with two LPHAs and OPHP staff, we examined PHIPs 
across the state considering opportunities for inclusion. The state MCH team is committed to including local partners 
through every stage of the needs assessment process.
 
MCH Staff also received feedback on MCH workforce development, data tools, and emerging issues via a 
statewide survey conducted by a separate office at CDPHE. The survey was conducted in April 2024 and at the time 
of submission responses are being aggregated and analyzed and next steps based on survey results will be 
determined in July 2024.
 
 
Stakeholder Communication 
Colorado’s MCH Digest, a monthly online newsletter created for a broad system of external partners, continues to be 
an effective way to share news and updates with local partners. The format includes regular direct messages from 
MCH leadership, highlights of statewide MCH priority work, and content spotlighting the synergy between state and 
local MCH efforts. Recently, two new sections were added: a local public health corner to share local success stories 
and a workforce development section where a series on targeted universalism has been shared by the state moving 
upstream strategic anchor lead. Over the past year, among the 486 subscribers, the average open rate was 56.1%, 
which is up 11% from last year (industry average is 43.7%, overall average 37.72%) and the average click rate was 
10.8%, which is up 25% from last year (industry average is 2.58%, overall average 2.00%).
 
Additional MCH-supported newsletters are developed and disseminated specifically for audiences focused on 
maternal wellness, obesity prevention, breastfeeding promotion, CYSHCN, and other topics.
 
To familiarize the general public with MCH programmatic efforts, the final copy of the Title V block grant 
report/application is posted on the MCH website upon completion, along with user-friendly resources to describe 
MCH programmatic work.
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III.G. Technical Assistance

Approaches to Local Funding Formulas Across States 
The MCH program will continue to explore opportunities to strengthen and refine the current local funding formula based on 
programmatic values and strategic anchors. This area of interest was originally identified in 2020, however, was put on hold 
to prioritize the transition to the 2021-2025 priorities, as well as the public health response to the pandemic. Since then, a 
funding formula workgroup has been convened to explore an update in light of the programmatic efforts to move upstream 
and incorporation of the MCH strategic anchors.
 
MCH staff from Colorado previously partnered with AMCHP to identify and document formulas and relevant approaches that 
exist across the national network of MCH programs to assist Colorado, and other interested states, in maintaining up-to-
date and relevant formulaic distributions and orientations in a changing public health landscape.
 
As part of that project, in January 2020 AMCHP conducted an environmental scan of MCH local funding formulas being used 
across the country to collect information such as:

Percent of funds used for state programming versus passed through to sub recipients such as local public health 
agencies
Whether funding is formulaic, competitive, or a combination of the two 
Minimum and maximum funding levels (floors and ceilings) within formulas 
Formula variables included, such as Federal Poverty Level or equity-centered variables

 
The survey received 22 responses. AMCHP was planning to conduct key informant interviews to follow up on survey 
responses and prepare a report to disseminate to the network. This was put on hold given the limited bandwidth of many 
state MCH programs’ involvement throughout the public health response to the COVID-19 pandemic. Colorado is interested 
in revisiting this conversation with a subset of states in the upcoming year.
 
Due to the pandemic and the launch of the 2021-2025 MCH priorities, MCH staff decided that it was important to keep 
funding levels as consistent as possible to support local public health agencies already experiencing large amounts of 
change in the current economic and social climate. However, Colorado MCH began revisiting the funding formula again in 
2023 and launched a funding formula workgroup that included CDPHE staff and local public health representatives. The 
main focus of the workgroup is to identify ways to more explicitly incorporate equity factors into the Colorado MCH formula.
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IV. Title V-Medicaid IAA/MOU

The Title V-Medicaid IAA/MOU is uploaded as a PDF file to this section - CDPHE 22-168594A4 Final Executed.pdf
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V. Supporting Documents

No Supporting documents were provided by the state.
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VI. Organizational Chart

The Organizational Chart is uploaded as a PDF file to this section - CDPHE PSD MCH Org Charts Combined.pdf
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VII. Appendix

+
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Form 2 
MCH Budget/Expenditure Details

State: Colorado

FY 25 Application Budgeted

1. FEDERAL ALLOCATION

(Referenced items on the Application Face Sheet [SF-424] apply only to the
Application Year)

$ 7,630,605

A. Preventive and Primary Care for Children $ 2,818,604 (36.9%)

B. Children with Special Health Care Needs $ 2,601,626 (34%)

C. Title V Administrative Costs $ 314,897 (4.2%)

2. Subtotal of Lines 1A-C

(This subtotal does not include Pregnant Women and All Others)

$ 5,735,127

3. STATE MCH FUNDS

(Item 18c of SF-424)

$ 5,722,954

4. LOCAL MCH FUNDS

(Item 18d of SF-424)

$ 0

5. OTHER FUNDS

(Item 18e of SF-424)

$ 0

6. PROGRAM INCOME

(Item 18f of SF-424)

$ 0

7. TOTAL STATE MATCH 

(Lines 3 through 6)

$ 5,722,954

A. Your State's FY 1989 Maintenance of Effort Amount
$ 4,736,061

8. FEDERAL-STATE TITLE V BLOCK GRANT PARTNERSHIP SUBTOTAL 

(Total lines 1 and 7)

$ 13,353,559

9. OTHER FEDERAL FUNDS 

10. OTHER FEDERAL FUNDS(Subtotal of all funds under item 9) $ 2,802,847

11. STATE MCH BUDGET/EXPENDITURE GRAND TOTAL 

(Partnership Subtotal + Other Federal MCH Funds Subtotal)

$ 16,156,406

Please refer to the next page to view the list of Other Federal Programs provided by the State on Form 2.
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OTHER FEDERAL FUNDS FY 25 Application Budgeted

Department of Health and Human Services (DHHS) > Centers for Disease Control
and Prevention (CDC) > Preventing Maternal Deaths: Supporting Maternal
Mortality Review Committees

$ 495,000

Department of Health and Human Services (DHHS) > Health Resources and 
Services Administration (HRSA) > Pediatric Mental Health Care Access Program

$ 700,000

Department of Health and Human Services (DHHS) > Health Resources and 
Services Administration (HRSA) > State Systems Development Initiative (SSDI)

$ 113,110

Department of Health and Human Services (DHHS) > Health Resources and 
Services Administration (HRSA) > State Maternal Health Innovation Program

$ 1,259,737

Department of Health and Human Services (DHHS) > Centers for Disease Control 
and Prevention (CDC) > Sudden Unexpected Infant Death (SUID) Case Registry 
Program

$ 235,000
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FY 23 Annual Report
Budgeted

FY 23 Annual Report
Expended

1. FEDERAL ALLOCATION

(Referenced items on the Application Face Sheet [SF-424]
apply only to the Application Year)

$ 7,337,336 
(FY 23 Federal Award: 

$ 7,620,800)

$ 7,630,605

A. Preventive and Primary Care for Children $ 2,591,308 (35.3%) $ 2,818,604 (36.9%)

B. Children with Special Health Care Needs $ 2,754,531 (37.5%) $ 2,601,626 (34%)

C. Title V Administrative Costs $ 370,905 (5.1%) $ 314,897 (4.2%)

2. Subtotal of Lines 1A-C

(This subtotal does not include Pregnant Women and All
Others)

$ 5,716,744 $ 5,735,127

3. STATE MCH FUNDS

(Item 18c of SF-424)

$ 5,503,002 $ 5,722,954

4. LOCAL MCH FUNDS

(Item 18d of SF-424)

$ 0 $ 0

5. OTHER FUNDS

(Item 18e of SF-424)

$ 0 $ 0

6. PROGRAM INCOME

(Item 18f of SF-424)

$ 0 $ 0

7. TOTAL STATE MATCH

(Lines 3 through 6)

$ 5,503,002 $ 5,722,954

A. Your State's FY 1989 Maintenance of Effort Amount
$ 4,736,061

8. FEDERAL-STATE TITLE V BLOCK GRANT 
PARTNERSHIP SUBTOTAL

(Total lines 1 and 7)

$ 12,840,338 $ 13,353,559

9. OTHER FEDERAL FUNDS 

10. OTHER FEDERAL FUNDS (Subtotal of all funds under 
item 9)

$ 920,000 $ 2,197,934

11. STATE MCH BUDGET/EXPENDITURE GRAND TOTAL 

(Partnership Subtotal + Other Federal MCH Funds Subtotal)

$ 13,760,338 $ 15,551,493

Please refer to the next page to view the list of Other Federal Programs provided by the State on Form 2.
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OTHER FEDERAL FUNDS
FY 23 Annual Report

Budgeted
FY 23 Annual Report

Expended

Department of Health and Human Services (DHHS) >
Centers for Disease Control and Prevention (CDC) >
Preventing Maternal Deaths: Supporting Maternal Mortality
Review Committees

$ 375,000 $ 375,000

Department of Health and Human Services (DHHS) > Health
Resources and Services Administration (HRSA) > State
Systems Development Initiative (SSDI)

$ 100,000 $ 100,000

Department of Health and Human Services (DHHS) > Health
Resources and Services Administration (HRSA) > Pediatric 
Mental Health Care Access Program

$ 445,000 $ 444,306

Department of Health and Human Services (DHHS) > 
Centers for Disease Control and Prevention (CDC) > 
Sudden Unexpected Infant Death (SUID) Case Registry 
Program

$ 57,800

Department of Health and Human Services (DHHS) > Health 
Resources and Services Administration (HRSA) > State 
Maternal Health Innovation Program

$ 910,496

Department of Health and Human Services (DHHS) > 
Centers for Disease Control and Prevention (CDC) > 
Essentials for Childhood

$ 310,332
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Form Notes for Form 2:

None

Field Level Notes for Form 2:

1. Field Name: 1. FEDERAL ALLOCATION

Fiscal Year: 2025

Column Name: Application Budgeted

 Field Note: 
7630605

2. Field Name: Federal Allocation, C. Title V Administrative Costs

Fiscal Year: 2025

Column Name: Application Budgeted

 Field Note: 
Colorado's definition of administrative costs includes operating costs and personnel time for the division's 
centralized services that support the MCH program. This includes fiscal, compliance, contracts, operations, and 
communications support. These cost have consistently remained between 5-9%. Annual variations are contingent 
upon the status of the Prevention Services Division's overall budget for centralized services, which is impacted by 
changes in Federally negotiated indirect rates, centralized services staffing and availability of resources from 
other funding streams.

3. Field Name: Federal Allocation, C. Title V Administrative Costs:

Fiscal Year: 2023

Column Name: Annual Report Expended

 Field Note: 
CDPHE had a reduction to the indirect rate and saw increase funding sources for the overall CDPHE 
Administrative Budget. Thus the actual expenses were less than anticipated.

4. Field Name: Other Federal Funds, Department of Health and Human Services (DHHS) > 
Centers for Disease Control and Prevention (CDC) > Preventing Maternal 
Deaths: Supporting Maternal Mortality Review Committees

Fiscal Year: 2025

Column Name: Application Budgeted

 Field Note: 
Received supplemental funding in the amount of $120,000.00

5. Field Name: Other Federal Funds, Department of Health and Human Services (DHHS) > 
Health Resources and Services Administration (HRSA) > State Maternal 
Health Innovation Program

Fiscal Year: 2025
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Column Name: Application Budgeted

 Field Note: 
Received supplemental funding in the amount of $170,233 for Medicaid Redetermination.

6. Field Name: Other Federal Funds, Department of Health and Human Services (DHHS) > 
Centers for Disease Control and Prevention (CDC) > Sudden Unexpected 
Infant Death (SUID) Case Registry Program

Fiscal Year: 2025

Column Name: Application Budgeted

 Field Note: 
Received supplemental funding in the amount of $150,000.00

7. Field Name: Other Federal Funds, Department of Health and Human Services (DHHS) > 
Health Resources and Services Administration (HRSA) > State Maternal 
Health Innovation Program

Fiscal Year: 2023

Column Name: Annual Report Expended

 Field Note: 
Requested carryover in the amount of $89,504.00

Data Alerts: None
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Form 3a 
Budget and Expenditure Details by Types of Individuals Served

State: Colorado

IA. Federal MCH Block Grant
FY 25 Application

Budgeted
FY 23 Annual Report

Expended

1. Pregnant Women $ 1,563,976 $ 1,563,976

2. Infants < 1 year $ 331,502 $ 331,502

3. Children 1 through 21 Years $ 2,818,604 $ 2,818,604

4. CSHCN $ 2,601,626 $ 2,601,626

5. All Others $ 0 $ 0

Federal Total of Individuals Served $ 7,315,708 $ 7,315,708

IB. Non-Federal MCH Block Grant
FY 25 Application

Budgeted
FY 23 Annual Report

Expended

1. Pregnant Women $ 176,267 $ 176,267

2. Infants < 1 year $ 37,362 $ 37,362

3. Children 1 through 21 Years $ 2,463,559 $ 2,463,559

4. CSHCN $ 67,127 $ 67,127

5. All Others $ 2,808,032 $ 2,808,032

Non-Federal Total of Individuals Served $ 5,552,347 $ 5,552,347

Federal State MCH Block Grant Partnership Total $ 12,868,055 $ 12,868,055

I. TYPES OF INDIVIDUALS SERVED
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Form Notes for Form 3a: 

None

Field Level Notes for Form 3a: 

None

Data Alerts: None
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Form 3b 
Budget and Expenditure Details by Types of Services

State: Colorado

IIA. Federal MCH Block Grant
FY 25 Application

Budgeted
FY 23 Annual Report

Expended

1. Direct Services $ 0 $ 0

A. Preventive and Primary Care Services for all
Pregnant Women, Mothers, and Infants up to Age One

$ 0 $ 0

B. Preventive and Primary Care Services for Children $ 0 $ 0

C. Services for CSHCN $ 0 $ 0

2. Enabling Services $ 1,072,783 $ 1,072,783

3. Public Health Services and Systems $ 6,557,822 $ 6,557,822

4. Select the types of Federally-supported "Direct Services", as reported in II.A.1. Provide the total amount of Federal MCH
Block Grant funds expended for each type of reported service

Pharmacy $ 0

Physician/Office Services $ 0

Hospital Charges (Includes Inpatient and Outpatient Services) $ 0

Dental Care (Does Not Include Orthodontic Services) $ 0

Durable Medical Equipment and Supplies $ 0

Laboratory Services $ 0

Direct Services Line 4 Expended Total $ 0

Federal Total $ 7,630,605 $ 7,630,605

II. TYPES OF SERVICES
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IIB. Non-Federal MCH Block Grant
FY 25 Application

Budgeted
FY 23 Annual Report

Expended

1. Direct Services $ 0 $ 0

A. Preventive and Primary Care Services for all
Pregnant Women, Mothers, and Infants up to Age One

$ 0 $ 0

B. Preventive and Primary Care Services for Children $ 0 $ 0

C. Services for CSHCN $ 0 $ 0

2. Enabling Services $ 0 $ 0

3. Public Health Services and Systems $ 0 $ 0

4. Select the types of Non-Federally-supported "Direct Services", as reported in II.B.1. Provide the total amount of Non-
Federal MCH Block Grant funds expended for each type of reported service

Pharmacy $ 0

Physician/Office Services $ 0

Hospital Charges (Includes Inpatient and Outpatient Services) $ 0

Dental Care (Does Not Include Orthodontic Services) $ 0

Durable Medical Equipment and Supplies $ 0

Laboratory Services $ 0

Direct Services Line 4 Expended Total $ 0

Non-Federal Total $ 0 $ 0
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Form Notes for Form 3b: 

None

Field Level Notes for Form 3b: 

None
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Form 4 
Number and Percentage of Newborns and Others Screened Cases Confirmed and Treated

State: Colorado

Total Births by Occurrence: 63,604 Data Source Year: 2022

1. Core RUSP Conditions

Program Name

(A) Aggregate
Total Number
Receiving at

Least One Valid
Screen

(B) Aggregate
Total Number of

Out-of-Range
Results

(C) Aggregate
Total Number

Confirmed
Cases

(D) Aggregate
Total Number
Referred for

Treatment

Core RUSP Conditions 63,304 
(99.5%)

7,368 92 92 
(100.0%)

Program Name(s)

3-Hydroxy-3-
Methyglutaric
Aciduria

3-Methylcrotonyl-Coa
Carboxylase
Deficiency

Argininosuccinic Aciduria Biotinidase
Deficiency

Carnitine Uptake
Defect/Carnitine
Transport Defect

Citrullinemia, Type I Classic Galactosemia Classic Phenylketonuria Congenital
Adrenal
Hyperplasia

Critical Congenital
Heart Disease

Cystic Fibrosis Glutaric Acidemia
Type I

Glycogen Storage Disease
Type II (Pompe)

Holocarboxylase
Synthase
Deficiency

Homocystinuria

Isovaleric Acidemia Long-Chain L-3
Hydroxyacyl-Coa
Dehydrogenase
Deficiency

Maple Syrup Urine Disease Medium-Chain
Acyl-Coa
Dehydrogenase
Deficiency

Methylmalonic
Acidemia
(Cobalamin
Disorders)

Methylmalonic
Acidemia
(Methylmalonyl-Coa
Mutase)

Primary Congenital
Hypothyroidism

Propionic Acidemia S, ßeta-
Thalassemia

S,C Disease

S,S Disease (Sickle
Cell Anemia)

Severe Combined
Immunodeficiences

Spinal Muscular Atrophy
Due To Homozygous 
Deletion Of Exon 7 In SMN1

ß-Ketothiolase
Deficiency

Trifunctional
Protein Deficiency

Tyrosinemia, Type I Very Long-Chain Acyl-
Coa Dehydrogenase 
Deficiency

X-Linked
Adrenoleukodystrophy
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2. Other Newborn Screening Tests

Program Name

(A) Total
Number

Receiving at
Least One

Screen

(B) Total
Number

Presumptive
Positive
Screens

(C) Total
Number

Confirmed
Cases

(D) Total
Number

Referred for
Treatment

Newborn hearing screening 61,622 
(96.9%)

1,044 166 166 
(100.0%)

Argininemias 63,304 
(99.5%)

0 0 0 
(0%)

Short-chain acyl-CoA dehydrogenase
deficiency

63,304 
(99.5%)

27 1 1 
(100.0%)

Glutaric acidemia type II 63,304 
(99.5%)

20 1 1 
(100.0%)

Carnitine palmitoyl transferase type II
deficiency and Carnitine acylcarnitine
translocase deficienc

63,304 
(99.5%)

8 1 1 
(100.0%)

Carnitine palmitoyl transferase type I
deficiency

63,304 
(99.5%)

12 0 0 
(0%)

3. Screening Programs for Older Children & Women

None

4. Long-Term Follow-Up

The state health department contracts with sub-specialty clinics at Children's Hospital Colorado and Rocky Mountain 
Pediatric Endocrinology, so that every child identified with a critical presumed positive result is referred directly to 
these clinics for consultation and further evaluation. There is no formal long-term follow-up by the state health 
department.
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Form Notes for Form 4:

None

Field Level Notes for Form 4:

1. Field Name: Total Births by Occurrence

Fiscal Year: 2023

Column Name: Total Births by Occurrence Notes

 Field Note: 
Total births by occurrence comes from the Newborn Screening Program in calendar year 2022.

2. Field Name: Data Source Year

Fiscal Year: 2023

Column Name: Data Source Year Notes

 Field Note: 
These data represent newborn screening data from calendar year 2021.

3. Field Name: Core RUSP Conditions - Total Number Receiving At Least One Screen

Fiscal Year: 2023

Column Name: Core RUSP Conditions

 Field Note: 
Colorado added Glycogen Storage Disease Type II (Pompe), Mucopolysaccaridosis Type 1, and X-linked 
adrenoleukodystrophy to the newborn bloodspot screening panel population testing in March 2021. Data 
collection commenced with 2022 births.

Data Alerts: None
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Form 5 
Count of Individuals Served by Title V & Total Percentage of Populations Served by Title V

State: Colorado

Annual Report Year 2023

Form 5a – Count of Individuals Served by Title V 
(Direct & Enabling Services Only)

Primary Source of Coverage

Types Of Individuals Served
(A) Title V Total

Served

(B)
Title
XIX %

(C)
Title
XXI %

(D)
Private
/ Other

%

(E)
None

%

(F)
Unknown

%

1. Pregnant Women 1,137 34.0 2.0 61.0 3.0 0.0

2. Infants < 1 Year of Age 241 34.0 2.0 59.0 5.0 0.0

3. Children 1 through 21 Years of Age 15,891 37.0 2.0 58.0 3.0 0.0

3a. Children with Special Health 
      Care Needs 0 through 21 
      years of age^

433 77.0 3.0 20.0 0.0 0.0

4. Others 18,113 44.0 0.0 17.0 39.0 0.0

Total 35,382

Form 5b – Total Percentage of Populations Served by Title V 
(Direct, Enabling, and Public Health Services and Systems)

Populations Served by Title V
Reference

Data

Used
Reference

Data? Denominator
Total %
Served

Form 5b
Count

(Calculated)
Form 5a
Count

1. Pregnant Women 62,383 No 61,461 100.0 61,461 1,137

2. Infants < 1 Year of Age 63,042 No 62,143 99.2 61,646 241

3. Children 1 through 21 Years of
Age

1,461,277 No 1,504,495 92.7 1,394,667 15,891

3a. Children with Special Health 
      Care Needs 0 through 21 
      years of age^

317,022 No 325,958 100.0 325,958 433

4. Others 4,315,782 No 4,323,504 5.9 255,087 18,113

^Represents a subset of all infants and children.
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Form Notes for Form 5:

None

Field Level Notes for Form 5a:

1. Field Name: Pregnant Women Total Served

Fiscal Year: 2023

 Field Note: 
Sum of pregnant women who received family planning services during calendar year 2023 (498) based on 
percent of family planning funding from match (61%) plus total pregnant people served by the Colorado Family 
Healthline in fiscal year 2022-2023 (320) plus pregnant women enrolled in Baby & Me Tobacco Free in fiscal year 
2022-2023 (231) plus pregnant women who received QuitLine services in fiscal year 2022-2023 (88). Family 
planning match percentage increased from the previous year (39%). Insurance distribution for pregnant women is 
from the 2022 Pregnancy Risk Assessment Monitoring System, and is based on responses to the question that 
asks who paid for prenatal care.

2. Field Name: Infants Less Than One YearTotal Served

Fiscal Year: 2023

 Field Note: 
Infants served by the Colorado Family Healthline in fiscal year 2022-2023 (241). Insurance distribution for infants 
is from the 2022 Pregnancy Risk Assessment Monitoring System, and is based on responses to the question that 
asks about insurance at time of survey.

3. Field Name: Children 1 through 21 Years of Age

Fiscal Year: 2023

 Field Note: 
Sum of children and youth served by school-based health centers (SBHC) during state fiscal year 2022-2023 
(8,641) based on percent of SBHC funding from match (32%) plus total number of male youth and non-pregnant 
female youth ages <22 years who received family planning services during calendar year 2022 (6,461 (excluding 
pregnant women <22 yrs)) plus total children and youth served by the Colorado Family Healthline in fiscal year 
2022-2023 (356) plus total children and youth ages 0-21 years with special health care needs who received HCP 
care coordination during federal fiscal year 2022-2023 (433). Family planning match percentage increased from 
the previous year (39%). Insurance distribution is aggregated from the 2021 and 2023 Colorado Health Access 
Survey, which is administered every other year.

4. Field Name: Children with Special Health Care Needs 0 through 21 Years of Age

Fiscal Year: 2023

 Field Note: 
Total children and youth ages 0-21 years with special health care needs who received HCP care coordination 
during federal fiscal year 2022-2023 (433). Fewer children with special health care needs received care 
coordination compared to the previous year (612). Insurance distribution for children and youth with special health 
care needs is from the HCP data system.

5. Field Name: Others
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Fiscal Year: 2023

 Field Note: 
Sum of number of men and non-pregnant women ages 22+ years who received family planning services during 
calendar year 2023 (15,172 (excluding pregnant women 22+ yrs)) plus total men and women (age unknown) 
served by the Colorado Family Healthline in fiscal year 2022-2023 (32,941). Family planning match percentage 
increased from the previous year (39%). Insurance distribution for others is from the Family Planning Annual 
Report 2021 National Summary.

6. Field Name: Total_TotalServed

Fiscal Year: 2023

 Field Note: 
It is unknown if duplication exists among pregnant women who received family planning services, those served by 
the Colorado Family Healthline, those enrolled in Baby & Me Tobacco Free, and those receiving QuitLine 
services. It is unknown if duplication exists among children and youth with special health care needs served by 
HCP care coordination, children and youth served in school-based health centers, children and youth served by 
the Colorado Family Healthline and youth receiving family planning services. It is unknown if duplication exists 
among men and non-pregnant women ages 22+ years who received family planning services and those served by 
the Colorado Family Healthline. Total served in reporting year 2023 is higher compared to reporting year 2022 
due to the increase in the family planning match.

Field Level Notes for Form 5b:

1. Field Name: Pregnant Women Total % Served

Fiscal Year: 2023

 Field Note: 
Total Colorado resident births in 2023 (661,461) (strategies with the largest reach include pregnancy-related 
depression and anxiety statewide media campaign and Tough as a Mother (substance use during pregnancy) 
statewide media campaign).

Colorado MCH priority work: Social emotional well-being priority: pregnancy-related depression and anxiety 
statewide media campaign (number of live resident births statewide) (61,461); Colorado Alliance for Innovation on 
Maternal Health (AIM): substance use disorder learning collaborative (number of live births in 17 participating 
hospitals) (29,335); Tough as a Mother (substance use during pregnancy) statewide media campaign (number of 
live resident births statewide) (61,461).

2. Field Name: Pregnant Women Denominator

Fiscal Year: 2023

 Field Note: 
Denominator: 2023 resident live births (Colorado Vital Statistics Program).

3. Field Name: Infants Less Than One Year Total % Served

Fiscal Year: 2023
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 Field Note: 
Total live births receiving newborn hearing screening in 2023 (61,622) (strategy with the largest reach is newborn 
hearing screening).

Colorado MCH priority work: Promote positive child and youth development priority: Baby-Friendly hospital 
certification (number of live births in 15 delivering hospitals certified as Baby-Friendly) (21,133).

The Colorado newborn hearing screening program is again partnering with MCH. This explains the increase in 
infants served (99%) compared to earlier reporting years.

4. Field Name: Infants Less Than One Year Denominator

Fiscal Year: 2023

 Field Note: 
Denominator: 2023 occurrent live births (Colorado Vital Statistics Program).

5. Field Name: Children 1 through 21 Years of Age Total % Served

Fiscal Year: 2023

 Field Note: 
Total number of children ages 1-21 years in Colorado in 2023 served by three priorities plus estimated number of 
children with special health care needs ages 0-21 in Colorado in 2023 (1,393,920 (strategy with the largest reach 
is Colorado Pediatric Psychiatry Consultation and Access Program (CoPPCAP)); we summed all strategy counts 
plus the estimated number of children with special health care needs ages 0-21 to get total children and youth 
ages 1-21 served).

Colorado MCH priority work: Prosocial connection priority: Forward Together statewide media campaign (number 
of youth ages 12-17 years in 2023 multiplied by 59% aware of the campaign (awareness % is from reporting year 
2022) (264,681); suicide prevention and LGBTQ+ school climate work in schools (number of school-aged children 
and youth enrolled in participating schools and districts) (198,398); Access to supports priority: Colorado Pediatric 
Psychiatry Consultation and Access Program (CoPPCAP) (number of patients at CoPPCAP enrolled practices) 
(603,936); Positive child and youth development priority: Farm to Early Childhood Education (ECE) mini grants 
(number of children served by mini grants) (946).

The percentage of children ages 1 through 21 years served in reporting year 2022 (87.2%) increased from 
reporting year 2022 (87.2%) predominantly due to the increase in the number of children enrolled in schools 
engaged in suicide prevention and LGBTQ+ school climate work and the increase in the number of patients 
covered by CoPPCAP.

6. Field Name: Children 1 through 21 Years of Age Denominator

Fiscal Year: 2023

 Field Note: 
Denominator: Total children 1-21 years (2023, Colorado State Demography Office).

7. Field Name: Children with Special Health Care Needs 0 through 21 Years of Age Total 
% Served

Fiscal Year: 2023
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 Field Note: 
Estimated number of children with special health care needs ages 0-21 in Colorado in 2023 (325,958) (strategy 
with largest reach is CYSHCN policy agenda). 

Colorado MCH priority work: Access to supports priority: CYSHCN policy agenda (number of children with special 
health care needs statewide) (325,958); developmental screening and referral priority (number of children ages 
0-3 referred to Early Intervention Colorado in 2023) (17,436); Social emotional well-being priority: Healthy Steps 
(child development program) (number of children ages 0-3 served by Healthy Steps in 2023) (36,403).

The CYSHCN policy agenda contains policy recommendations that have statewide impact on Colorado’s 
population of children and youth with special health care needs. CDPHE, guided by the policy agenda, funded 54 
SBHCs across the state, including 17 to implement SBIRT (Screening Brief Intervention, Referral and Treatment). 
In addition to SBHCs, expanding the reach of Psychiatric Access Programs is also included in the policy agenda. 
For additional information on the CYSHCN policy agenda, please reference the Improve Access to Supports 
Annual Report.

8. Field Name: Children with Special Health Care Needs 0 through 21 Years of Age 
Denominator

Fiscal Year: 2023

 Field Note: 
Denominator: 2021-2023 CYSHCN ages 0-17 prevalence (National Survey of Children’s Health) applied to total 
children 0-21 years (2023, Colorado State Demography Office).

9. Field Name: Others Total % Served

Fiscal Year: 2023

 Field Note: 
Total number of adults ages 22 years of age and older in Colorado in 2023 served by three priorities (255,961) 
(strategy with largest reach is Forward Together statewide media campaign which has a parent focus; we summed 
all strategy counts to get total adults ages 22 years of age and older served).

Colorado MCH priority work: Economic mobility priority: VITA sites assisted child tax credit (CTC) and earned 
income tax credit (EITC) claims (49 funded-VITA sites reported providing assistance with 2,451 CTC claims and 
3,632 EITC claims) (6,083); Social emotional well-being priority: pregnancy-related depression and anxiety 
statewide media campaign with focus on support system (number of live resident births statewide) (61,461); 
Prosocial connection priority: Forward Together statewide media campaign with parent focus (number of youth 
(assuming one parent per youth) ages 12-17 years in 2023 multiplied by 42% aware of the campaign (awareness 
% is from reporting year 2022)) (188,417).

10. Field Name: Others Denominator

Fiscal Year: 2023

 Field Note: 
Denominator: Total adults ages 22+ years (2023, Colorado State Demography Office).

Data Alerts: None
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Form 6 
Deliveries and Infants Served by Title V and Entitled to Benefits Under Title XIX

State: Colorado

Annual Report Year 2023

I. Unduplicated Count by Race/Ethnicity

(A)
Total

(B) Non-
Hispanic

White

(C) Non-
Hispanic
Black or
African

American
(D)

Hispanic

(E) Non-
Hispanic
American
Indian or

Native
Alaskan

(F) Non-
Hispanic

Asian

(G) Non-
Hispanic

Native
Hawaiian
or Other
Pacific

Islander

(H) Non-
Hispanic
Multiple

Race

(I) Other
&

Unknown

1. Total
Deliveries in
State

61,461 33,284 2,853 19,515 291 2,472 253 1,677 1,116

  Title V
Served

61,461 33,284 2,853 19,515 291 2,472 253 1,677 1,116

  Eligible for
Title XIX

20,775 7,479 1,600 10,304 249 291 0 748 104

2. Total
Infants in
State

61,461 33,284 2,853 19,515 291 2,472 253 1,677 1,116

  Title V
Served

61,621 33,371 2,860 19,566 292 2,478 254 1,681 1,119

  Eligible for
Title XIX

29,703 10,693 2,287 14,733 356 416 0 1,069 149
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Form Notes for Form 6:

None

Field Level Notes for Form 6:
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1. Field Name: 1. Total Deliveries in State

Fiscal Year: 2023

Column Name: Total

 Field Note: 
2023 births to Colorado residents.

2. Field Name: 1. Title V Served

Fiscal Year: 2023

Column Name: Total

 Field Note: 
2023 births to Colorado residents.

3. Field Name: 1. Eligible for Title XIX

Fiscal Year: 2023

Column Name: Total

 Field Note: 
Percent with prenatal care paid for by Medicaid from 2022 Colorado Pregnancy Risk Assessment Monitoring 
System.

4. Field Name: 2. Total Infants in State

Fiscal Year: 2023

Column Name: Total

 Field Note: 
2022 births to Colorado residents.

5. Field Name: 2. Title V Served

Fiscal Year: 2023

Column Name: Total

 Field Note: 
Number of infants screened for hearing in 2021.

6. Field Name: 2. Eligible for Title XIX

Fiscal Year: 2023

Column Name: Total

 Field Note: 
Total <1 year of age eligible for EPSDT from FY23 Form CMS-416: Annual EPSDT Participation Report.
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Form 7
Title V Program Workforce

State: Colorado

Form 7 Entry Page

A. Title V Program Workforce FTEs

Title V Funded Positions

1. Total Number of FTEs 54.20

1a. Total Number of FTEs (State Level) 26.20

1b. Total Number of FTEs (Local Level) 28

2. Total Number of MCH Epidemiology FTEs (subset of A. 1) 1

3. Total Number of FTEs eliminated in the past 12 months 0

4. Total Number of Current Vacant FTEs 2

4a. Total Number of Vacant MCH Epidemiology FTEs 0

5. Total Number of FTEs onboarded in the past 12 months 2

B. Training Needs (Optional)

1 Community Inclusion

2 Communicating the value of public health’s role across sectors

3 Influencing Partners and Leaders

4 Moving Upstream

Created on 9/27/2024 at 10:30 AMPage 181 of 276 pages



Form Notes for Form 7:

None

Field Level Notes for Form 7:

Form 7 Field Level Notes Table

1. Field Name: Total Number of FTEs (Local Level)

 Field Note: 
An additional .85 FTE supports the MCH program through the SSDI grant, but is not included in the state FTE 
(per the form 7 FAQ guidance to only include FTE supported by the block grant and state matching funds). The 
number of local FTE is estimated based on the FY24 contract budgets submitted by local public health agencies. 
This local data is only available for local public health agencies with contracts greater than $50,000, which are 
monitored by MCH staff within the Prevention Services Division. Local public health agencies with contracts less 
than $50,000 are monitored by CDPHE’s Office of Public Health Practice, Planning and Local Partnerships 
(OPHP). MCH funds are braided with local planning and support dollars that are provided through the State of 
Colorado General Funds and are intended to support the Core Public Health Services. These agencies are 
currently not required to report FTE specific to MCH funding. Non-LPHA contracts with external vendors are 
primarily deliverable based contracts that do not require a budget with a personal services line item, so it is not 
possible to track that FTE.

2. Field Name: Total Number of Current Vacant FTEs

 Field Note: 
There is currently one vacancy (1.0 FTE) in the CYSHCN section (HCP Specialist). The position was vacated in 
July 2024 and job duties for the position are being re-evaluated based on a decrease in the number of local 
public health agencies that are electing to provide care coordination. This is a result of other organizations, such 
as Medicaid’s Regional Accountability Entities, providing care coordination for their members. The second 
vacancy (1.0 FTE) is a program assistant on the Branch Operations Team, which provides support to the MCH 
Program.

3. Field Name: Total Number of Vacant MCH Epidemiology FTEs

 Field Note: 
There is currently no vacancy on the MCH Epidemiology team, but due to an internal promotion of the prior MCH 
Epidemiologist, the Maternal Mortality Prevention Program’s Epidemiologist transferred into the MCH 
Epidemiologist position in January 2024 and a Council of State and Territorial Epidemiologists (CSTE) Applied 
Epidemiology Fellow was hired into the Maternal Mortality Prevention Program Epidemiologist position.

4. Field Name: Total Number of FTEs onboarded in the past 12 months

 Field Note: 
In January 2024, the new MCH Epidemiologist was onboarded into their new role. In May 2024, the new Branch 
Operations Team Supervisor was onboarded into their new role.

5. Field Name: Training Needs Line 4
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Form 7 Field Level Notes Table

 Field Note: 
In addition to the four training needs listed above, additional training needs reported through the survey include: 
Navigating Change 
Facilitation 
Coaching Skills for Supervisors 
Strategies for supporting staff such as: 
Individual and Team assessments 
Regulation strategies to prevent staff burnout 
Stress-Responsive and Trauma-Informed Workplaces 
Developing team cohesion
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Form 8
State MCH and CSHCN Directors Contact Information

State: Colorado

1. Title V Maternal and Child Health (MCH) Director

Name Rachel Hutson

Title Children, Youth and Families Branch Director

Address 1 4300 Cherry Creek Drive South

Address 2

City/State/Zip Denver / CO / 80246

Telephone (303) 692-2365

Extension

Email rachel.hutson@state.co.us

2. Title V Children with Special Health Care Needs (CSHCN) Director

Name Jennie Munthali

Title CYSHCN Section Manager

Address 1 4300 Cherry Creek Drive South

Address 2

City/State/Zip Denver / CO / 80246

Telephone (303) 692-2435

Extension

Email jennie.munthali@state.co.us
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3. State Family Leader (Optional)

Name Nichole Arp

Title Program Manager

Address 1 13407 W. 67th Dr.

Address 2

City/State/Zip Arvada / CO / 80004

Telephone (720) 317-3843

Extension

Email narpp2p@abilityconnectioncolorado.org

4. State Youth Leader (Optional)

Name

Title

Address 1

Address 2

City/State/Zip

Telephone

Extension

Email
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5. SSDI Project Director

Name Lyz Riley Sanders

Title MCH Deputy Director

Address 1 4300 Cherry Creek Drive South

Address 2

City/State/Zip Denver / CO / 80246

Telephone (385) 419-7732

Extension

Email lyz.sanders@state.co.us

6. State MCH Toll-Free Telephone Line

State MCH Toll-Free
“Hotline” Telephone Number

(800) 688-7777

Form Notes for Form 8:

None
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Form 9
List of MCH Priority Needs

State: Colorado

Application Year 2025

No. Priority Need

1. Increase prosocial connection

2. Create safe and connected built environments

3. Improve access to supports

4. Increase social emotional well-being

5. Promote positive child and youth development

6. Increase economic mobility

7. Reduce racial inequities
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Form Notes for Form 9: 

None

Field Level Notes for Form 9: 

None
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Form 9 State Priorities – Needs Assessment Year – Application Year 2021

No. Priority Need

Priority Need Type (New, 
Revised or Continued 
Priority Need for this five-
year reporting period)

1. Increase prosocial connection New

2. Create safe and connected built environments New

3. Improve access to supports New

4. Increase social emotional well-being New

5. Promote positive child and youth development New

6. Increase economic mobility New

7. Reduce racial inequities New
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Form 10 
National Outcome Measures (NOMs)

State: Colorado

Form Notes for Form 10 NPMs, NOMs, SPMs, SOMs, and ESMs. 

None

NOM - Percent of pregnant women who receive prenatal care beginning in the first trimester (Early Prenatal Care, 
Formerly NOM 1) - PNC

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2022 80.7 % 0.2 % 49,269 61,069

2021 81.9 % 0.2 % 50,593 61,761

2020 80.0 % 0.2 % 48,120 60,180

2019 80.4 % 0.2 % 49,299 61,345

2018 79.2 % 0.2 % 48,644 61,449

2017 78.7 % 0.2 % 49,772 63,258

2016 77.4 % 0.2 % 50,657 65,409

2015 76.1 % 0.2 % 49,608 65,173

2014 75.8 % 0.2 % 48,959 64,602

2013 73.2 % 0.2 % 46,820 63,932

2012 73.2 % 0.2 % 46,833 63,961

2011 73.0 % 0.2 % 46,653 63,933

2010 71.7 % 0.2 % 47,003 65,525

2009 69.9 % 0.2 % 47,204 67,494

Legends:

NOM PNC - Notes:

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20, a confidence interval width >20% points or >1.2 times the estimate, or >10% missing data and should be interpreted with 

caution
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None

Data Alerts: None
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NOM - Rate of severe maternal morbidity per 10,000 delivery hospitalizations (Severe Maternal Morbidity, 
Formerly NOM 2) - SMM

Data Source: HCUP - State Inpatient Databases (SID)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2021 106.1 4.3 621 58,508

2020 103.1 4.3 586 56,855

2019 90.7 4.0 531 58,547

2018 80.0 3.7 472 59,004

2017 77.7 3.6 467 60,073

2016 74.9 3.5 470 62,713

2015 81.2 4.2 382 47,046

2014 80.4 3.6 495 61,600

2013 86.4 3.8 521 60,290

2012 87.0 3.8 529 60,786

2011 87.5 3.8 532 60,832

2010 92.6 3.9 573 61,850

2009 75.6 3.4 489 64,702

2008 67.0 3.2 444 66,261

Legends:

NOM SMM - Notes: 

None

Data Alerts: None

 Indicator has a numerator ≤10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution
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NOM - Maternal mortality rate per 100,000 live births (Maternal Mortality, Formerly NOM 3) - MM 

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2018_2022 16.0 2.3 50 312,580

2017_2021 15.9 2.3 50 314,579

2016_2020 13.5 2.1 43 318,243

2015_2019 12.1 1.9 39 323,330

2014_2018 12.0 1.9 39 326,291

Legends:

NOM MM - Notes: 

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution
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NOM - Percent of low birth weight deliveries (<2,500 grams) (Low Birth Weight, Formerly NOM 4) - LBW 

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2022 9.9 % 0.1 % 6,146 62,156

2021 9.5 % 0.1 % 5,939 62,678

2020 9.3 % 0.1 % 5,670 61,233

2019 9.4 % 0.1 % 5,911 62,698

2018 9.4 % 0.1 % 5,906 62,852

2017 9.1 % 0.1 % 5,848 64,350

2016 9.0 % 0.1 % 5,961 66,583

2015 9.0 % 0.1 % 6,001 66,550

2014 8.8 % 0.1 % 5,769 65,797

2013 8.8 % 0.1 % 5,718 64,977

2012 8.8 % 0.1 % 5,749 65,157

2011 8.7 % 0.1 % 5,640 65,023

2010 8.8 % 0.1 % 5,811 66,332

2009 8.8 % 0.1 % 6,007 68,601

Legends:

NOM LBW - Notes: 

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20, a confidence interval width >20% points or >1.2 times the estimate, or >10% missing data and should be interpreted with 

caution
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NOM - Percent of preterm births (<37 weeks) (Preterm Birth, Formerly NOM 5) - PTB 

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2022 10.0 % 0.1 % 6,258 62,349

2021 9.7 % 0.1 % 6,133 62,913

2020 9.1 % 0.1 % 5,619 61,455

2019 9.6 % 0.1 % 6,004 62,843

2018 9.2 % 0.1 % 5,795 62,860

2017 8.8 % 0.1 % 5,638 64,355

2016 8.9 % 0.1 % 5,898 66,590

2015 8.7 % 0.1 % 5,770 66,564

2014 8.4 % 0.1 % 5,517 65,814

2013 8.6 % 0.1 % 5,571 64,971

2012 8.9 % 0.1 % 5,802 65,149

2011 8.8 % 0.1 % 5,754 65,029

2010 9.1 % 0.1 % 6,052 66,335

2009 9.3 % 0.1 % 6,347 68,575

Legends:

NOM PTB - Notes: 

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20, a confidence interval width >20% points or >1.2 times the estimate, or >10% missing data and should be interpreted with 

caution
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NOM - Percent of early term births (37, 38 weeks) (Early Term Birth, Formerly NOM 6) - ETB 

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2022 28.3 % 0.2 % 17,624 62,349

2021 27.6 % 0.2 % 17,392 62,913

2020 26.9 % 0.2 % 16,537 61,455

2019 26.0 % 0.2 % 16,334 62,843

2018 24.9 % 0.2 % 15,676 62,860

2017 24.5 % 0.2 % 15,746 64,355

2016 23.8 % 0.2 % 15,876 66,590

2015 23.5 % 0.2 % 15,625 66,564

2014 23.0 % 0.2 % 15,145 65,814

2013 23.0 % 0.2 % 14,911 64,971

2012 23.8 % 0.2 % 15,538 65,149

2011 23.9 % 0.2 % 15,525 65,029

2010 24.3 % 0.2 % 16,123 66,335

2009 25.5 % 0.2 % 17,469 68,575

Legends:

NOM ETB - Notes: 

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20, a confidence interval width >20% points or >1.2 times the estimate, or >10% missing data and should be interpreted with 

caution
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NOM - Percent of non-medically indicated early elective deliveries (Early Elective Delivery, Formerly NOM 7) - EED

Data Source: CMS Hospital Compare

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2022/Q1-2022/Q4 1.0 %

2021/Q4-2022/Q3 1.0 %

2021/Q3-2022/Q2 1.0 %

2021/Q2-2022/Q1 1.0 %

2021/Q1-2021/Q4 1.0 %

2020/Q4-2021/Q3 1.0 %

2020/Q3-2021/Q1 1.0 %

2019/Q4-2020/Q3 3.0 %

2019/Q1-2019/Q4 2.0 %

2018/Q4-2019/Q3 2.0 %

2018/Q3-2019/Q2 1.0 %

2018/Q2-2019/Q1 1.0 %

2018/Q1-2018/Q4 1.0 %

2017/Q4-2018/Q3 1.0 %

2017/Q3-2018/Q2 1.0 %

2017/Q2-2018/Q1 1.0 %

2017/Q1-2017/Q4 1.0 %

2016/Q4-2017/Q3 1.0 %

2016/Q3-2017/Q2 1.0 %

2016/Q2-2017/Q1 1.0 %

2016/Q1-2016/Q4 1.0 %

2015/Q4-2016/Q3 1.0 %

2015/Q3-2016/Q2 1.0 %
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Year Annual Indicator Standard Error Numerator Denominator

2015/Q2-2016/Q1 1.0 %

2015/Q1-2015/Q4 1.0 %

2014/Q4-2015/Q3 1.0 %

2014/Q3-2015/Q2 2.0 %

2014/Q2-2015/Q1 2.0 %

2014/Q1-2014/Q4 3.0 %

2013/Q4-2014/Q3 2.0 %

2013/Q3-2014/Q2 2.0 %

2013/Q2-2014/Q1 2.0 %

Legends: 

NOM EED - Notes:

None 

Data Alerts: None
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NOM - Perinatal mortality rate per 1,000 live births plus fetal deaths (Perinatal Mortality, Formerly NOM 8) - PNM 

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2021 5.2 0.3 327 63,097

2020 4.9 0.3 301 61,630

2019 5.2 0.3 326 63,041

2018 5.1 0.3 320 63,039

2017 4.9 0.3 319 64,530

2016 5.5 0.3 368 66,799

2015 5.7 0.3 378 66,767

2014 5.5 0.3 366 66,003

2013 5.8 0.3 375 65,179

2012 5.6 0.3 366 65,383

2011 6.5 0.3 422 65,257

2010 6.3 0.3 418 66,534

2009 6.4 0.3 438 68,831

Legends:

NOM PNM - Notes: 

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution
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NOM - Infant mortality rate per 1,000 live births (Infant Mortality, Formerly NOM 9.1) - IM 

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2021 5.0 0.3 314 62,949

2020 4.8 0.3 295 61,494

2019 4.9 0.3 305 62,869

2018 4.8 0.3 299 62,885

2017 4.5 0.3 289 64,382

2016 4.8 0.3 317 66,613

2015 4.7 0.3 310 66,581

2014 4.8 0.3 315 65,830

2013 5.1 0.3 333 65,007

2012 4.6 0.3 297 65,187

2011 5.5 0.3 358 65,055

2010 5.9 0.3 392 66,355

2009 6.2 0.3 428 68,628

Legends:

NOM IM - Notes: 

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution

Created on 9/27/2024 at 10:30 AMPage 200 of 276 pages



NOM - Neonatal mortality rate per 1,000 live births (Neonatal Mortality, Formerly NOM 9.2) - IM-Neonatal 

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2021 3.4 0.2 214 62,949

2020 3.2 0.2 199 61,494

2019 3.1 0.2 193 62,869

2018 3.3 0.2 205 62,885

2017 3.0 0.2 196 64,382

2016 3.2 0.2 214 66,613

2015 3.5 0.2 233 66,581

2014 3.6 0.2 237 65,830

2013 3.7 0.2 240 65,007

2012 3.3 0.2 212 65,187

2011 3.9 0.3 255 65,055

2010 4.3 0.3 285 66,355

2009 4.2 0.3 287 68,628

Legends:

NOM IM-Neonatal - Notes: 

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution
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NOM - Post neonatal mortality rate per 1,000 live births (Postneonatal Mortality, Formerly NOM 9.3) - IM-
Postneonatal

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2021 1.6 0.2 100 62,949

2020 1.6 0.2 96 61,494

2019 1.8 0.2 112 62,869

2018 1.5 0.2 94 62,885

2017 1.4 0.2 93 64,382

2016 1.5 0.2 103 66,613

2015 1.2 0.1 77 66,581

2014 1.2 0.1 78 65,830

2013 1.4 0.2 93 65,007

2012 1.3 0.1 85 65,187

2011 1.6 0.2 103 65,055

2010 1.6 0.2 107 66,355

2009 2.1 0.2 141 68,628

Legends:

NOM IM-Postneonatal - Notes: 

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution
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NOM - Preterm-related mortality rate per 100,000 live births (Preterm-Related Mortality, Formerly NOM 9.4) - IM-
Preterm Related

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2021 168.4 16.4 106 62,949

2020 180.5 17.2 111 61,494

2019 157.5 15.8 99 62,869

2018 178.1 16.8 112 62,885

2017 149.1 15.2 96 64,382

2016 157.6 15.4 105 66,613

2015 196.8 17.2 131 66,581

2014 159.5 15.6 105 65,830

2013 190.7 17.2 124 65,007

2012 165.7 16.0 108 65,187

2011 204.4 17.8 133 65,055

2010 218.5 18.2 145 66,355

2009 212.7 17.6 146 68,628

Legends:

NOM IM-Preterm Related - Notes: 

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution
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NOM - Sudden Unexpected Infant Death (SUID) rate per 100,000 live births (SUID Mortality, Formerly NOM 9.5) - IM-
SUID

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2021 65.1 10.2 41 62,949

2020 71.6 10.8 44 61,494

2019 81.1 11.4 51 62,869

2018 65.2 10.2 41 62,885

2017 54.4 9.2 35 64,382

2016 55.5 9.1 37 66,613

2015 40.6 7.8 27 66,581

2014 72.9 10.5 48 65,830

2013 64.6 10.0 42 65,007

2012 64.4 9.9 42 65,187

2011 61.5 9.7 40 65,055

2010 66.3 10.0 44 66,355

2009 83.1 11.0 57 68,628

Legends:

NOM IM-SUID - Notes: 

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution
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NOM - Percent of women who drink alcohol in the last 3 months of pregnancy (Drinking during Pregnancy, 
Formerly NOM 10) - DP

Data Source: Pregnancy Risk Assessment Monitoring System (PRAMS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2022 15.0 % 1.2 % 9,051 60,400

2021 15.7 % 1.2 % 9,617 61,126

2020 15.4 % 1.3 % 9,266 60,018

2019 15.6 % 1.4 % 9,494 60,945

2018 14.4 % 1.2 % 8,738 60,890

2017 14.7 % 1.1 % 9,168 62,300

2016 17.3 % 1.4 % 11,199 64,676

2015 12.1 % 1.1 % 7,769 64,483

2013 14.1 % 1.2 % 8,869 63,013

2012 10.4 % 1.2 % 6,596 63,166

2011 10.1 % 1.0 % 6,364 63,091

2010 11.6 % 1.0 % 7,448 64,331

2009 10.5 % 1.0 % 6,970 66,436

2008 10.7 % 1.0 % 7,210 67,504

2007 11.6 % 1.0 % 7,941 68,549

Legends:

NOM DP - Notes: 

None

Data Alerts: None

 Indicator has an unweighted denominator <30 and is not reportable

 Indicator has an unweighted denominator between 30 and 59 or confidence interval width >20% points or >1.2 times the estimate and should be interpreted 

with caution
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NOM - Rate of neonatal abstinence syndrome per 1,000 birth hospitalizations (Neonatal Abstinence Syndrome, 
Formerly NOM 11) - NAS

Data Source: HCUP - State Inpatient Databases (SID)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2021 4.9 0.3 284 57,619

2020 5.6 0.3 272 48,937

2019 4.4 0.3 198 45,262

2018 5.2 0.3 243 46,607

2017 6.2 0.4 303 48,987

2016 5.1 0.3 273 53,066

2015 3.9 0.3 163 41,442

2014 2.9 0.2 160 54,417

2013 3.1 0.2 179 57,388

2012 2.9 0.2 171 59,183

2011 2.6 0.2 152 59,370

2010 2.4 0.2 142 59,358

2009 1.4 0.2 91 63,543

2008 1.3 0.1 84 64,222

Legends:

NOM NAS - Notes: 

None

Data Alerts: None

 Indicator has a numerator ≤10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution
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NOM - Percent of eligible newborns screened for heritable disorders with on time physician notification for out of 
range screens who are followed up in a timely manner. (DEVELOPMENTAL) (Newborn Screening Timely Follow-Up, 
Formerly NOM 12) - NBS

Federally available Data (FAD) for this measure is not available/reportable. 

NOM NBS - Notes: 

None

Data Alerts: None
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NOM - Percent of children meeting the criteria developed for school readiness (DEVELOPMENTAL) (School
Readiness, Formerly NOM 13) - SR 

Federally available Data (FAD) for this measure is not available/reportable. 

NOM SR - Notes: 

None

Data Alerts: None
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NOM - Percent of children, ages 1 through 17, who have decayed teeth or cavities in the past year (Tooth decay or 
cavities, Formerly NOM 14) - TDC

Data Source: National Survey of Children's Health (NSCH)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2021_2022 11.1 % 0.9 % 131,096 1,180,897

2020_2021 11.0 % 0.9 % 129,800 1,181,088

2019_2020 10.6 % 1.2 % 125,648 1,181,847

2018_2019 9.8 % 1.2 % 116,349 1,181,631

2017_2018 9.0 % 1.2 % 104,411 1,156,031

2016_2017 11.0 % 1.2 % 126,311 1,148,663

Legends:

NOM TDC - Notes: 

None

Data Alerts: None

 Indicator has an unweighted denominator <30 and is not reportable

 Indicator has a confidence interval width >20% points, >1.2 times the estimate, or that is inestimable and should be interpreted with caution
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NOM - Child Mortality rate, ages 1 through 9, per 100,000 (Child Mortality, Formerly NOM 15) - CM 

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2022 16.8 1.7 97 578,246

2021 13.8 1.5 82 592,684

2020 9.6 1.3 58 606,358

2019 11.9 1.4 73 614,423

2018 18.6 1.7 115 618,682

2017 15.4 1.6 95 618,642

2016 14.9 1.6 93 623,117

2015 13.9 1.5 87 624,099

2014 15.1 1.6 94 623,451

2013 17.9 1.7 112 624,661

2012 16.3 1.6 102 625,609

2011 16.3 1.6 102 626,776

2010 19.0 1.7 119 625,969

2009 15.8 1.6 98 620,329

Legends:

NOM CM - Notes: 

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution
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NOM - Adolescent mortality rate ages 10 through 19, per 100,000 (Adolescent Mortality, Formerly NOM 16.1) - AM 

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2022 49.2 2.6 357 726,149

2021 47.2 2.5 349 740,094

2020 48.0 2.6 349 727,811

2019 39.0 2.3 284 728,987

2018 35.8 2.2 261 728,742

2017 38.8 2.3 279 719,586

2016 34.6 2.2 247 714,069

2015 34.2 2.2 242 706,659

2014 31.0 2.1 216 696,916

2013 33.0 2.2 227 687,758

2012 28.6 2.1 195 681,073

2011 29.5 2.1 200 678,025

2010 30.2 2.1 203 672,129

2009 35.7 2.3 239 670,256

Legends:

NOM AM - Notes: 

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution
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NOM - Adolescent motor vehicle mortality rate, ages 15 through 19, per 100,000 (Adolescent Motor Vehicle Death, 
Formerly NOM 16.2) - AM-Motor Vehicle

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2020_2022 13.7 1.1 153 1,112,987

2019_2021 12.5 1.1 138 1,105,306

2018_2020 12.1 1.1 132 1,095,198

2017_2019 13.0 1.1 141 1,085,262

2016_2018 14.1 1.1 151 1,074,208

2015_2017 13.0 1.1 138 1,059,669

2014_2016 11.3 1.0 118 1,046,507

2013_2015 10.4 1.0 107 1,031,620

2012_2014 11.7 1.1 120 1,022,242

2011_2013 11.8 1.1 120 1,018,996

2010_2012 11.7 1.1 119 1,018,964

2009_2011 11.5 1.1 117 1,020,741

2008_2010 12.7 1.1 130 1,021,079

2007_2009 14.9 1.2 152 1,018,913

Legends:

NOM AM-Motor Vehicle - Notes: 

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution
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NOM - Adolescent suicide rate, ages 15 through 19, per 100,000 (Adolescent Suicide, Formerly NOM 16.3) - AM-
Suicide

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2020_2022 12.3 0.8 270 2,194,054

2019_2021 13.6 0.8 299 2,196,892

2018_2020 13.7 0.8 299 2,185,540

2017_2019 13.6 0.8 296 2,177,315

2016_2018 12.6 0.8 272 2,162,397

2015_2017 12.5 0.8 268 2,140,314

2014_2016 11.0 0.7 232 2,117,644

2013_2015 10.2 0.7 213 2,091,333

2012_2014 8.5 0.6 176 2,065,747

2011_2013 8.2 0.6 167 2,046,856

2010_2012 7.7 0.6 156 2,031,227

2009_2011 8.1 0.6 163 2,020,410

Legends:

NOM AM-Suicide - Notes: 

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution
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NOM - Percent of children with special health care needs (CSHCN), ages 0 through 17 (CSHCN, Formerly NOM 17.1) 
- CSHCN

Data Source: National Survey of Children's Health (NSCH)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2021_2022 20.8 % 1.0 % 258,588 1,243,049

2020_2021 19.2 % 1.0 % 239,885 1,250,451

2019_2020 16.0 % 1.1 % 201,936 1,259,144

2018_2019 17.2 % 1.3 % 216,609 1,261,648

2017_2018 18.0 % 1.5 % 226,306 1,258,333

2016_2017 16.6 % 1.3 % 208,162 1,255,974

Legends:

NOM CSHCN - Notes: 

None

Data Alerts: None

 Indicator has an unweighted denominator <30 and is not reportable

 Indicator has a confidence interval width >20% points, >1.2 times the estimate, or that is inestimable and should be interpreted with caution

Created on 9/27/2024 at 10:30 AMPage 214 of 276 pages



NOM - Percent of children with special health care needs (CSHCN), ages 0 through 17, who receive care in a well-
functioning system (CSHCN Systems of Care, Formerly NOM 17.2) - SOC

Data Source: National Survey of Children's Health (NSCH)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2021_2022 12.2 % 1.5 % 31,476 258,588

2020_2021 11.6 % 1.4 % 27,775 239,885

2019_2020 14.1 % 2.4 % 28,410 201,936

2018_2019 14.4 % 2.7 % 31,185 216,609

2017_2018 13.3 % 2.7 % 30,134 226,306

2016_2017 18.0 % 3.1 % 37,444 208,162

Legends:

NOM SOC - Notes: 

None

Data Alerts: None

 Indicator has an unweighted denominator <30 and is not reportable

 Indicator has a confidence interval width >20% points, >1.2 times the estimate, or that is inestimable and should be interpreted with caution
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NOM - Percent of children, ages 3 through 17, diagnosed with an autism spectrum disorder (Autism, Formerly NOM 
17.3) - ASD

Data Source: National Survey of Children's Health (NSCH)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2021_2022 2.9 % 0.5 % 30,277 1,050,321

2020_2021 2.6 % 0.4 % 26,938 1,044,152

2019_2020 1.7 % 0.4 % 17,950 1,047,049

2018_2019 2.6 % 0.6 % 26,612 1,035,790

2017_2018 2.8 % 0.7 % 28,595 1,014,538

2016_2017 1.7 % 0.4 % 17,917 1,031,653

Legends:

NOM ASD - Notes: 

None

Data Alerts: None

 Indicator has an unweighted denominator <30 and is not reportable

 Indicator has a confidence interval width >20% points, >1.2 times the estimate, or that is inestimable and should be interpreted with caution
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NOM - Percent of children, ages 3 through 17, diagnosed with Attention Deficit Disorder/Attention Deficit 
Hyperactivity Disorder (ADD/ADHD) (ADD or ADHD, Formerly NOM 17.4) - ADHD

Data Source: National Survey of Children's Health (NSCH)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2021_2022 9.2 % 0.8 % 96,405 1,044,483

2020_2021 7.8 % 0.7 % 80,825 1,041,585

2019_2020 6.4 % 0.7 % 67,501 1,048,327

2018_2019 7.0 % 1.0 % 71,530 1,027,257

2017_2018 8.5 % 1.4 % 85,051 996,984

2016_2017 7.7 % 1.3 % 78,376 1,017,678

Legends:

NOM ADHD - Notes: 

None

Data Alerts: None

 Indicator has an unweighted denominator <30 and is not reportable

 Indicator has a confidence interval width >20% points, >1.2 times the estimate, or that is inestimable and should be interpreted with caution
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NOM - Percent of children, ages 3 through 17, with a mental/behavioral condition who receive treatment or 
counseling (Mental health treatment, Formerly NOM 18) - MHTX

Data Source: National Survey of Children's Health (NSCH)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2021_2022 57.8 % 3.2 % 106,324 183,858

2020_2021 55.5 % 3.3 % 88,072 158,753

2019_2020 58.7 % 4.2 % 67,050 114,266

2018_2019 61.6 % 5.7 % 73,444 119,137 

2017_2018 63.6 % 6.8 % 78,012 122,618 

2016_2017 54.0 % 6.7 % 55,422 102,638 

Legends:

NOM MHTX - Notes: 

None

Data Alerts: None

   

   

   

 Indicator has an unweighted denominator <30 and is not reportable

 Indicator has a confidence interval width >20% points, >1.2 times the estimate, or that is inestimable and should be interpreted with caution
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NOM - Percent of children, ages 0 through 17, in excellent or very good health (Children's Health Status, Formerly 
NOM 19) - CHS

Data Source: National Survey of Children's Health (NSCH)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2021_2022 92.3 % 0.8 % 1,145,928 1,240,927

2020_2021 93.1 % 0.7 % 1,163,125 1,249,002

2019_2020 92.3 % 1.0 % 1,160,714 1,257,718

2018_2019 92.0 % 1.2 % 1,158,840 1,259,714

2017_2018 91.5 % 1.4 % 1,149,609 1,256,746

2016_2017 90.7 % 1.4 % 1,133,592 1,250,452

Legends:

NOM CHS - Notes: 

None

Data Alerts: None

 Indicator has an unweighted denominator <30 and is not reportable

 Indicator has a confidence interval width >20% points, >1.2 times the estimate, or that is inestimable and should be interpreted with caution
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NOM - Percent of children, ages 2 through 4, and adolescents, ages 10 through 17, who are obese (BMI at or 
above the 95th percentile) (Obesity, Formerly NOM 20) - OBS

Data Source: WIC 

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2020 8.6 % 0.2 % 1,867 21,702

2018 8.6 % 0.2 % 2,630 30,642

2016 8.1 % 0.2 % 2,524 31,307

2014 8.5 % 0.2 % 2,794 33,057

2012 8.9 % 0.2 % 3,343 37,411

2010 9.6 % 0.2 % 3,786 39,612

2008 9.6 % 0.2 % 3,033 31,710

Legends:

Data Source: Youth Risk Behavior Surveillance System (YRBSS) 

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2021 10.6 % 1.9 % 22,135 208,078

2019 10.3 % 0.9 % 22,007 214,259

2017 9.5 % 1.0 % 19,621 207,344

2011 7.3 % 1.1 % 13,698 187,217

2009 6.9 % 1.0 % 13,382 193,239

2005 9.6 % 1.4 % 20,089 209,512

Legends:

 Indicator has a denominator <20 and is not reportable

 Indicator has a confidence interval width >20% points or >1.2 times the estimate and should be interpreted with caution

 Indicator has an unweighted denominator <100 and is not reportable

 Indicator has a confidence interval width >20% points or >1.2 times the estimate and should be interpreted with caution
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Data Source: National Survey of Children's Health (NSCH)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2021_2022 15.2 % 1.3 % 124,890 822,283

2020_2021 12.6 % 1.1 % 103,124 816,084

2019_2020 13.0 % 1.7 % 106,835 820,246

2018_2019 13.4 % 1.9 % 109,861 821,464

2017_2018 10.5 % 1.7 % 86,028 816,855

2016_2017 10.2 % 1.5 % 80,484 787,128

Legends:

NOM OBS - Notes:

None

Data Alerts: None

 Indicator has an unweighted denominator <30 and is not reportable

 Indicator has a confidence interval width >20% points, >1.2 times the estimate, or that is inestimable and should be interpreted with caution
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NOM - Percent of children, ages 0 through 17, without health insurance (Uninsured, Formerly NOM 21) - UI 

Data Source: American Community Survey (ACS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2022 4.5 % 0.3 % 54,801 1,209,241

2021 4.5 % 0.3 % 56,479 1,241,351

2019 5.0 % 0.4 % 63,126 1,253,572

2018 4.6 % 0.4 % 58,256 1,266,027

2017 4.1 % 0.3 % 51,463 1,258,729

2016 4.2 % 0.3 % 52,438 1,259,927

2015 4.1 % 0.3 % 51,670 1,257,521

2014 6.0 % 0.4 % 74,621 1,247,332

2013 8.4 % 0.4 % 104,208 1,240,587

2012 8.1 % 0.5 % 99,494 1,231,159

2011 9.3 % 0.5 % 114,118 1,226,362

2010 9.8 % 0.5 % 120,673 1,229,021

2009 9.8 % 0.5 % 120,415 1,227,509

Legends:

NOM UI - Notes: 

None

Data Alerts: None

 Indicator has an unweighted denominator <30 and is not reportable

 Indicator has a confidence interval width >20% points, >1.2 times the estimate, or that is inestimable and should be interpreted with caution
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NOM - Percent of children who have completed the combined 7-vaccine series (4:3:1:3*:3:1:4) by age 24 months 
(Childhood Vaccination, Formerly NOM 22.1) - VAX-Child

Data Source: National Immunization Survey (NIS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2018 67.8 % 4.1 % 43,000 64,000

2017 70.1 % 4.4 % 46,000 66,000

2016 71.3 % 4.2 % 48,000 67,000

2015 70.6 % 3.8 % 48,000 68,000

2014 76.8 % 3.6 % 52,000 67,000

2013 73.1 % 3.8 % 49,000 67,000

2012 72.0 % 3.5 % 49,000 67,000

2011 66.2 % 3.8 % 45,000 68,000

Legends:

NOM VAX-Child - Notes: 

None

Data Alerts: None

 Estimate not reported because unweighted sample size for the denominator < 30 or 95% confidence interval width/estimate >1.2

 Estimates with 95% confidence interval widths >20 or that are inestimable might not be reliable
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NOM - Percent of children, ages 6 months through 17 years, who are vaccinated annually against seasonal 
influenza (Flu Vaccination, Formerly NOM 22.2) - VAX-Flu

Data Source: National Immunization Survey (NIS) – Flu

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2022_2023 64.0 % 1.4 % 750,037 1,171,933

2021_2022 66.8 % 1.5 % 784,226 1,174,067

2020_2021 64.7 % 1.7 % 766,404 1,184,550

2019_2020 70.9 % 1.6 % 841,991 1,187,575

2018_2019 64.5 % 1.6 % 766,629 1,189,309

2017_2018 62.4 % 1.8 % 739,243 1,185,294

2016_2017 63.4 % 2.6 % 750,153 1,183,580

2015_2016 62.4 % 2.1 % 726,982 1,164,475

2014_2015 59.1 % 1.8 % 687,088 1,162,389

2013_2014 61.8 % 1.7 % 706,856 1,143,672

2012_2013 58.4 % 1.9 % 672,481 1,152,280

2011_2012 52.4 % 2.7 % 606,586 1,158,330

2010_2011 57.9 % 3.2 % 669,622 1,156,515

2009_2010 49.1 % 4.0 % 625,889 1,274,722

Legends:

NOM VAX-Flu - Notes: 

None

Data Alerts: None

 Estimate not reported because unweighted sample size for the denominator < 30 or because the relative standard error is >0.3.

 Estimates with 95% confidence interval half-widths > 10 might not be reliable
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NOM - Percent of adolescents, ages 13 through 17, who have received at least one dose of the HPV vaccine (HPV 
Vaccination, Formerly NOM 22.3) - VAX-HPV

Data Source: National Immunization Survey (NIS) - Teen

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2022 79.7 % 2.5 % 298,079 374,086

2021 80.0 % 2.9 % 293,142 366,318

2020 81.6 % 2.5 % 299,066 366,700

2019 80.2 % 3.2 % 291,211 363,000

2018 77.2 % 3.2 % 278,176 360,303

2017 72.1 % 2.8 % 257,269 357,018

2016 63.5 % 3.4 % 225,162 354,845

2015 64.2 % 3.0 % 223,303 347,668

Legends:

NOM VAX-HPV - Notes: 

None

Data Alerts: None

 Estimate not reported because unweighted sample size for the denominator < 30 or 95% confidence interval width/estimate > 1.2

 Estimates with 95% confidence interval widths > 20 or that are inestimable might not be reliable
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NOM - Percent of adolescents, ages 13 through 17, who have received at least one dose of the Tdap vaccine 
(Tdap Vaccination, Formerly NOM 22.4) - VAX-TDAP

Data Source: National Immunization Survey (NIS) - Teen

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2022 92.4 % 1.6 % 345,662 374,086

2021 90.2 % 2.3 % 330,261 366,318

2020 90.0 % 2.1 % 330,081 366,700

2019 91.3 % 2.3 % 331,483 363,000

2018 90.3 % 2.1 % 325,347 360,303

2017 88.6 % 2.2 % 316,374 357,018

2016 87.5 % 2.4 % 310,460 354,845

2015 93.3 % 1.5 % 324,295 347,668

2014 90.2 % 1.8 % 309,756 343,280

2013 87.1 % 2.3 % 293,445 336,881

2012 93.2 % 1.8 % 310,792 333,386

2011 84.7 % 3.0 % 281,104 331,877

2010 85.8 % 2.2 % 275,513 321,303

2009 76.6 % 2.7 % 247,697 323,247

Legends:

NOM VAX-TDAP - Notes: 

None

Data Alerts: None

 Estimate not reported because unweighted sample size for the denominator < 30 or 95% confidence interval width/estimate > 1.2

 Estimates with 95% confidence interval widths > 20 or that are inestimable might not be reliable
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NOM - Percent of adolescents, ages 13 through 17, who have received at least one dose of the meningococcal 
conjugate vaccine (Meningitis Vaccination, Formerly NOM 22.5) - VAX-MEN

Data Source: National Immunization Survey (NIS) - Teen

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2022 83.6 % 2.3 % 312,781 374,086

2021 84.8 % 2.8 % 310,482 366,318

2020 87.3 % 2.3 % 320,264 366,700

2019 89.4 % 2.3 % 324,450 363,000

2018 84.9 % 2.8 % 306,023 360,303

2017 82.4 % 2.4 % 294,248 357,018

2016 77.5 % 2.9 % 274,957 354,845

2015 85.6 % 2.2 % 297,497 347,668

2014 76.9 % 2.5 % 263,808 343,280

2013 73.6 % 2.9 % 247,776 336,881

2012 73.2 % 3.4 % 243,950 333,386

2011 64.4 % 3.6 % 213,667 331,877

2010 59.6 % 3.3 % 191,466 321,303

2009 53.8 % 3.2 % 173,730 323,247

Legends:

NOM VAX-MEN - Notes: 

None

Data Alerts: None

 Estimate not reported because unweighted sample size for the denominator < 30 or 95% confidence interval width/estimate >1.2

 Estimates with 95% confidence interval widths > 20 or that are inestimable might not be reliable
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NOM - Teen birth rate, ages 15 through 19, per 1,000 females (Teen Births, Formerly NOM 23) - TB 

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2022 11.1 0.3 2,004 180,042

2021 11.4 0.3 2,059 180,785

2020 12.5 0.3 2,223 177,849

2019 13.9 0.3 2,471 177,225

2018 14.3 0.3 2,522 176,272

2017 16.1 0.3 2,790 172,981

2016 17.8 0.3 3,068 171,952

2015 19.4 0.3 3,270 168,944

2014 20.4 0.4 3,377 165,863

2013 23.3 0.4 3,834 164,546

2012 25.3 0.4 4,154 164,234

2011 28.7 0.4 4,734 164,662

2010 33.3 0.5 5,474 164,524

2009 37.7 0.5 6,203 164,549

Legends:

NOM TB - Notes: 

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution
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NOM - Percent of women who experience postpartum depressive symptoms following a recent live birth 
(Postpartum Depression, Formerly NOM 24) - PPD

Data Source: Pregnancy Risk Assessment Monitoring System (PRAMS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2022 12.5 % 1.1 % 7,522 60,269

2021 11.4 % 1.1 % 6,860 60,329

2020 11.6 % 1.2 % 6,950 59,828

2019 11.9 % 1.2 % 7,187 60,581

2018 11.1 % 1.2 % 6,754 60,921

2017 11.4 % 1.1 % 7,103 62,519

2016 9.9 % 1.0 % 6,384 64,611

2015 12.4 % 1.1 % 8,005 64,460

2013 11.0 % 1.1 % 6,903 62,860

2012 9.0 % 1.1 % 5,653 62,929

Legends:

NOM PPD - Notes: 

None

Data Alerts: None

 Indicator has an unweighted denominator <30 and is not reportable

 Indicator has an unweighted denominator between 30 and 59 or a confidence interval width >20% points or >1.2 times the estimate and should be interpreted 

with caution
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NOM - Percent of children, ages 0 through 17, who were unable to obtain needed health care in the past year 
(Forgone Health Care, Formerly NOM 25) - FHC

Data Source: National Survey of Children's Health (NSCH)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2021_2022 3.6 % 0.5 % 44,706 1,239,087

2020_2021 3.4 % 0.5 % 41,889 1,248,062

2019_2020 4.1 % 0.8 % 51,992 1,257,843

2018_2019 3.9 % 1.0 % 48,938 1,260,130

2017_2018 2.4 % 0.7 % 30,029 1,257,428 

2016_2017 2.4 % 0.6 % 29,909 1,250,513

Legends:

NOM FHC - Notes: 

None

Data Alerts: None

   

 Indicator has an unweighted denominator <30 and is not reportable

 Indicator has a confidence interval width >20% points, >1.2 times the estimate, or that is inestimable and should be interpreted with caution
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Form 10
National Performance Measures (NPMs)

State: Colorado

NPM - A) Percent of infants who are ever breastfed (Breastfeeding, Formerly NPM 4A) - BF

Federally Available Data

Data Source: National Immunization Survey (NIS)

2019 2020 2021 2022 2023

Annual Objective 92.1 90 90.5 91.0 91.5

Annual Indicator 89.7 92.2 90.1 94.0 87.8 

Numerator 57,030 51,548 57,471 50,538 48,801

Denominator 63,579 55,918 63,762 53,772 55,578

Data Source NIS NIS NIS NIS NIS

Data Source Year 2016 2017 2018 2019 2020

Federally Available Data

Data Source: National Vital Statistics System (NVSS)

2023

Annual Objective 91.5

Annual Indicator 93.2 

Numerator 57,060

Denominator 61,233

Data Source NVSS

Data Source Year 2022

 

Annual Objectives

2024 2025

Annual Objective 92.0 92.0
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Field Level Notes for Form 10 NPMs:

1. Field Name: 2025

Column Name: Annual Objective

 Field Note:
It is expected that roughly 1 in 10 families will decide not to or be unable to initiate breastfeeding.
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NPM - B) Percent of infants breastfed exclusively through 6 months (Breastfeeding, Formerly NPM 4B) - BF

Federally Available Data

Data Source: National Immunization Survey (NIS)

2019 2020 2021 2022 2023

Annual Objective 26 27 28 32.0 36

Annual Indicator 27.3 34.1 37.3 32.1 28.7 

Numerator 17,330 18,695 22,829 16,627 15,351

Denominator 63,405 54,859 61,261 51,807 53,571

Data Source NIS NIS NIS NIS NIS

Data Source Year 2016 2017 2018 2019 2020

Federally Available Data

Data Source: National Survey of Children's Health (NSCH)

2023

Annual Objective 36

Annual Indicator 40.7 

Numerator 59,444

Denominator 146,022

Data Source NSCH

Data Source Year 2021_2022

 

Annual Objectives

2024 2025

Annual Objective 35.0 36.0

 
Field Level Notes for Form 10 NPMs:

None

Created on 9/27/2024 at 10:30 AMPage 233 of 276 pages



NPM - Percent of children, ages 9 through 35 months, who received a developmental screening using a parent-
completed screening tool in the past year (Developmental Screening, Formerly NPM 6) - DS

Federally Available Data

Data Source: National Survey of Children's Health (NSCH)

2019 2020 2021 2022 2023

Annual Objective 51.5 51 45.5 42.0 42.5

Annual Indicator 50.5 45.2 39.0 39.6 44.1 

Numerator 89,845 76,174 53,733 55,492 60,557

Denominator 177,856 168,605 137,773 140,204 137,424

Data Source NSCH NSCH NSCH NSCH NSCH

Data Source Year 2017_2018 2018_2019 2019_2020 2020_2021 2021_2022

 

Annual Objectives

2024 2025

Annual Objective 43.0 43.5

 
Field Level Notes for Form 10 NPMs:

None
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NPM - Percent of adolescents, with and without special health care needs, ages 12 through 17, who are bullied or 
who bully others (Bullying, Formerly NPM 9) - BLY - Adolescent Health

Federally Available Data

Data Source: Youth Risk Behavior Surveillance System (YRBSS)

2019 2020 2021 2022 2023

Annual Objective 22.5 22 21.5 19.5 19

Annual Indicator 22.8 21.2 21.2 23.9 23.9 

Numerator 53,094 50,864 50,864 57,049 57,049

Denominator 232,406 239,788 239,788 238,257 238,257

Data Source YRBSS YRBSS YRBSS YRBSS YRBSS

Data Source Year 2017 2019 2019 2021 2021

Federally Available Data

Data Source: National Survey of Children's Health (NSCH) - Perpetration - All Adolescents

2019 2020 2021 2022 2023

Annual Objective 22.5 22 21.5 19.5 19

Annual Indicator 16.6 19.1 18.3 13.9 16.1 

Numerator 69,342 80,754 79,073 59,520 69,433

Denominator 416,926 423,583 430,963 429,083 432,521

Data Source NSCHP NSCHP NSCHP NSCHP-All
Adolescents

NSCHP-All
Adolescents

Data Source Year 2018 2018_2019 2019_2020 2020_2021 2021_2022
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Federally Available Data

Data Source: National Survey of Children's Health (NSCH) - Victimization

2019 2020 2021 2022 2023

Annual Objective 22.5 22 21.5 19.5 19

Annual Indicator 50.7 46.1 39.2 38.2 43.0 

Numerator 212,730 195,148 168,451 164,060 186,638

Denominator 419,974 423,321 429,650 429,371 433,657

Data Source NSCHV NSCHV NSCHV NSCHV-All
Adolescents

NSCHV-All
Adolescents

Data Source Year 2018 2018_2019 2019_2020 2020_2021 2021_2022

 

State Provided Data

2019 2020 2021 2022 2023

Annual Objective 22.5 22 21.5 19.5 19

Annual Indicator 22.7 22.7 16.4 16.4 16.7 

Numerator

Denominator

Data Source Healthy Kids
Colorado Survey

Healthy Kids
Colorado Survey

Healthy Kids
Colorado Survey

Healthy Kids
Colorado Survey

Healthy Kids
Colorado Survey

Data Source Year 2019 2019 2021 2021 2023

Provisional or
Final ?

Final Final Final Final Final

Annual Objectives

2024 2025

Annual Objective 18.5 18.0
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Field Level Notes for Form 10 NPMs:

1. Field Name: 2019

Column Name: State Provided Data

 Field Note: 
This indicator is the percent of high school students who report that they were bullied on school property or 
electronically in the past year. The Healthy Kids Colorado Survey is administered in odd years. The 2019 
administration was a mix of paper and online data collection modes.

2. Field Name: 2020

Column Name: State Provided Data

 Field Note: 
This indicator is the percent of high school students who report that they were bullied on school property or 
electronically in the past year. The Healthy Kids Colorado Survey is administered in odd years. The 2019 
administration was a mix of paper and online data collection modes.

3. Field Name: 2021

Column Name: State Provided Data

 Field Note: 
This indicator is the percent of high school students who report that they were bullied on school property or 
electronically in the past year. The Healthy Kids Colorado Survey is administered in odd years. The 2021 
administration was online data collection only.

4. Field Name: 2022

Column Name: State Provided Data

 Field Note: 
This indicator is the percent of high school students who report that they were bullied on school property or 
electronically in the past year. The Healthy Kids Colorado Survey is administered in odd years, so the RY2021 
annual indicator is reported for RY2022.

5. Field Name: 2023

Column Name: State Provided Data

 Field Note: 
This indicator is the percent of high school students who report that they were bullied on school property or 
electronically in the past year. The Healthy Kids Colorado Survey is administered in odd years. The 2023 
administration was online data collection only.
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NPM - Percent of children with and without special health care needs, ages 0 through 17, who have a medical 
home (Medical Home, Formerly NPM 11) - MH - Children with Special Health Care Needs

Federally Available Data

Data Source: National Survey of Children's Health (NSCH) - CSHCN

2019 2020 2021 2022 2023

Annual Objective 47 41 41 42.0 44

Annual Indicator 40.9 37.2 39.7 44.0 40.5 

Numerator 97,057 87,287 89,834 110,170 104,757

Denominator 237,019 234,693 226,196 250,234 258,385

Data Source NSCH-CSHCN NSCH-CSHCN NSCH-CSHCN NSCH-CSHCN NSCH-CSHCN

Data Source Year 2017_2018 2018_2019 2019_2020 2020_2021 2021_2022

 

Annual Objectives

2024 2025

Annual Objective 41.0 41.0

 
Field Level Notes for Form 10 NPMs:

1. Field Name: 2024

Column Name: Annual Objective

 Field Note: 
Annual objectives for 2024-2025 were changed in 2023 with the 2020-2021 data, which showed a large jump in 
the percentage. 2021-2022 data showed similar values to 2019-2020 and prior data, so annual objectives were 
adjusted to prior levels.
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NPM - Percent of children with and without special health care needs, ages 0 through 17, who have a medical
home (Medical Home, Formerly NPM 11) - MH - Child Health - All Children

Federally Available Data

Data Source: National Survey of Children's Health (NSCH) - All Children

2023

Annual Objective

Annual Indicator 50.9 

Numerator 632,013

Denominator 1,242,532

Data Source NSCH-All Children

Data Source Year 2021_2022

 
Field Level Notes for Form 10 NPMs:

None
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NPM - Percent of women who smoke during pregnancy (Smoking - Pregnancy, Formerly NPM 14.1) - SMK-
Pregnancy

Federally Available Data

Data Source: National Vital Statistics System (NVSS)

2019 2020 2021 2022 2023

Annual Objective 6 5.9 5 4.9 4.5

Annual Indicator 5.9 5.1 4.7 3.7 3.1 

Numerator 3,683 3,183 2,909 2,325 1,957

Denominator 62,614 62,644 61,384 62,846 62,276

Data Source NVSS NVSS NVSS NVSS NVSS

Data Source Year 2018 2019 2020 2021 2022

 

Annual Objectives

2024 2025

Annual Objective 4.3 4.0

 
Field Level Notes for Form 10 NPMs:

None
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NPM - A) Percent of women who attended a postpartum checkup within 12 weeks after giving birth (Postpartum
Visit) - PPV

Federally Available Data

Data Source: Pregnancy Risk Assessment Monitoring System (PRAMS)

2023

Annual Objective

Annual Indicator 91.6 

Numerator 55,414

Denominator 60,473

Data Source PRAMS

Data Source Year 2022

 
Field Level Notes for Form 10 NPMs:

None
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NPM - B) Percent of women who attended a postpartum checkup and received recommended care components
(Postpartum Visit) - PPV

Federally Available Data

Data Source: Pregnancy Risk Assessment Monitoring System (PRAMS)

2023

Annual Objective

Annual Indicator 87.1 

Numerator 47,993

Denominator 55,113

Data Source PRAMS

Data Source Year 2022

 
Field Level Notes for Form 10 NPMs:

None
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Form 10 
State Performance Measures (SPMs)

State: Colorado

SPM 1 - Percent of children ages 0-17 years who live in a supportive neighborhood

Measure Status: Active

State Provided Data 

2019 2020 2021 2022 2023

Annual Objective 57.8 54.5 55

Annual Indicator 57.2 53.8 54.1 57.2 57.8

Numerator

Denominator

Data Source National Survey of
Childrens Health

National Survey of
Childrens Health

National Survey of
Childrens Health

National Survey of
Childrens Health

National Survey of
Childrens Health

Data Source Year 2017-2018 2018-2019 2019-2020 2020-2021 2021-2022

Provisional or
Final ?

Final Final Final Final Final

Annual Objectives

2024 2025

Annual Objective 55.5 56.0

Field Level Notes for Form 10 SPMs:

1. Field Name: 2019

Column Name: State Provided Data

 Field Note: 
The data from 2017-2018 represent baseline for this SPM.
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SPM 3 - Number of points for racial equity related policy, practices and systems changes implemented at the 
program, division and department level

Measure Status: Active

State Provided Data 

2019 2020 2021 2022 2023

Annual Objective 3 6 9

Annual Indicator 0 0 3 9 13

Numerator

Denominator

Data Source Racial Equity
Specialist

Racial Equity
Specialist

Racial Equity
Specialist

Racial Equity
Specialist

Racial Equity
Specialist

Data Source Year 2019 2020 2021 2022 2023

Provisional or
Final ?

Final Final Final Final Final

Annual Objectives

2024 2025

Annual Objective 15.0 18.0

Field Level Notes for Form 10 SPMs:
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1. Field Name: 2019

Column Name: State Provided Data

 Field Note: 
Data for 2020 represent baseline for this SPM.

2. Field Name: 2020

Column Name: State Provided Data

 Field Note: 
Work on the reduce racial inequities priority starts in 2021.

3. Field Name: 2021

Column Name: State Provided Data

 Field Note: 
CDPHE became a member of the Government Alliance on Race and Equity (GARE) (department level = 3 points)

4. Field Name: 2022

Column Name: State Provided Data

 Field Note: 
BIPOC Connection Employee Resource Group formalized (3 points) 
Use of screening questions for MMRC retreat facilitator selection (1 point) 
Implementation of regulation strategies into team meeting structure (1 point) 
MCH hiring managers send interview questions 24 hours in advance to candidates and integrating IDEA specific 
questions in interview panels (1 point)

5. Field Name: 2023

Column Name: State Provided Data

 Field Note: 
Use of screening questions for affinity group group facilitators selection (1 point). 
Consistent practice to end BIPOC Connection Employee Resource Group meetings with a 
somatosensory/regulation activity (1 point). 
IDI administration and debrief for new MCH-CYFB staff (1 point). 
Implementation of race-based affinity groups in CYF branch (1 point).
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SPM 4 - Percent of women of reproductive age (18-44 years) who report good mental health

Measure Status: Active

State Provided Data 

2019 2020 2021 2022 2023

Annual Objective 45 72 73

Annual Indicator 44.9 44.1 40.4 69 66.4

Numerator

Denominator

Data Source Behavioral Risk
Factor

Surveillance
System

Behavioral Risk
Factor

Surveillance
System

Behavioral Risk
Factor

Surveillance
System

Behavioral Risk
Factor

Surveillance
System

Behavioral Risk
Factor

Surveillance
System

Data Source Year 2018 2019 2020 2021 2022

Provisional or
Final ?

Final Final Final Final Final

Annual Objectives

2024 2025

Annual Objective 73.0 73.0

Field Level Notes for Form 10 SPMs:
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1. Field Name: 2019

Column Name: State Provided Data

 Field Note: 
The 2018 data represent baseline for this SPM.

2. Field Name: 2022

Column Name: State Provided Data

 Field Note: 
For reporting year 2022, the numerator was modified to represent seven or less days of poor mental health in the 
past 30 days (instead of zero days of poor mental health). Annual indicators for reporting years 2019-2022 are 
not comparable to annual indicators for reporting years 2022 and forward.

3. Field Name: 2024

Column Name: Annual Objective

 Field Note: 
Given the decrease in the percent of women of reproductive age who report good mental health in recent years, 
annual objectives for 2024 and 2025 were adjusted to be at the 2023 annual objective level.
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SPM 5 - Percent of children in poverty according to the supplemental poverty measure

Measure Status: Active

State Provided Data 

2022 2023

Annual Objective

Annual Indicator 8.1 7

Numerator

Denominator

Data Source Current Population Survey Current Population Survey

Data Source Year 2019-2021 2020-2022

Provisional or Final ? Final Final

Annual Objectives

2024 2025

Annual Objective 6.8 6.7

Field Level Notes for Form 10 SPMs:

1. Field Name: 2022

Column Name: State Provided Data

 Field Note: 
The 2019-2021 data represents baseline.

2. Field Name: 2024

Column Name: Annual Objective

 Field Note: 
2024 and 2025 annual objectives were adjusted to achieve approximately a 4% improvement from 2023 levels by 
2025.
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Form 10 
Evidence-Based or –Informed Strategy Measures (ESMs)

State: Colorado

ESM BF.1 - Percent of births insured by Medicaid at Baby-Friendly hospitals

Measure Status: Active

State Provided Data 

2019 2020 2021 2022 2023

Annual Objective 38.7 36 37

Annual Indicator 38.2 37.9 35.5 36 37

Numerator 8,993 8,418 7,969 7,953 8,340

Denominator 23,546 22,212 22,447 22,118 22,544

Data Source Birth Certificate Birth Certificate Birth Certificate Birth Certificate Birth Certificate

Data Source Year 2019 2020 2021 2022 2023

Provisional or
Final ?

Final Final Final Final Final

Annual Objectives

2024 2025

Annual Objective 37.5 38.0

Field Level Notes for Form 10 ESMs:
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1. Field Name: 2019

Column Name: State Provided Data

 Field Note: 
ESM baseline is 2019 data.

2. Field Name: 2021

Column Name: State Provided Data

 Field Note: 
One hospital decided not to maintain Baby-Friendly designation in 2021.

3. Field Name: 2022

Column Name: State Provided Data

 Field Note: 
One new hospital designated in December 2022.

4. Field Name: 2023

Column Name: State Provided Data

 Field Note: 
Two new hospitals designated in 2023.
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ESM DS.1 - Percent of children referred to early intervention who do not complete an evaluation

Measure Status: Active

State Provided Data 

2019 2020 2021 2022 2023

Annual Objective 40 35 22

Annual Indicator 40.7 40 32.3 22.2 32.1

Numerator 14,999 5,598 4,857 3,808 5,597

Denominator 36,885 14,007 15,019 17,150 17,436

Data Source Early Intervention
Colorado

Early Intervention
Colorado

Early Intervention
Colorado

Early Intervention
Colorado

Early Intervention
Colorado

Data Source Year 2018-2019 2020 2021 2022 2023

Provisional or
Final ?

Final Final Final Final Final

Annual Objectives

2024 2025

Annual Objective 30.0 29.5

Field Level Notes for Form 10 ESMs:
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1. Field Name: 2019

Column Name: State Provided Data

 Field Note: 
The 2018-2019 indicator represents baseline data for this ESM.

2. Field Name: 2021

Column Name: State Provided Data

 Field Note: 
The numerator represents children who did not complete an evaluation due to parent decline or the attempt to 
contact was unsuccessful. Previous annual indicators may have included deceased children or other reasons for 
a missed evaluation, so the 2021 annual indicator is more accurate.

3. Field Name: 2022

Column Name: State Provided Data

 Field Note: 
The numerator represents children who did not complete an evaluation due to parent decline or the attempt to 
contact was unsuccessful.

4. Field Name: 2023

Column Name: State Provided Data

 Field Note: 
The numerator represents children who did not complete an evaluation due to parent decline or the attempt to 
contact was unsuccessful.

5. Field Name: 2024

Column Name: Annual Objective

 Field Note: 
Annual objectives were adjusted in in reporting year 2022 to account for the large decrease in the data. 2023 
data returned to similar levels for 2021 and prior years so annual objectives were adjusted.
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ESM BLY.1 - Percent of youth who identify as transgender who have a trusted adult to go to for help with a serious 
problem

Measure Status: Active

State Provided Data 

2019 2020 2021 2022 2023

Annual Objective 45.8 57.5 58

Annual Indicator 45.3 57.9 57.4 57.4 64.7

Numerator

Denominator

Data Source Healthy Kids
Colorado Survey

Healthy Kids
Colorado Survey

Healthy Kids
Colorado Survey

Healthy Kids
Colorado Survey

Healthy Kids
Colorado Survey

Data Source Year 2017 2019 2021 2021 2023

Provisional or
Final ?

Final Final Final Final Final

Annual Objectives

2024 2025

Annual Objective 58.5 59.0

Field Level Notes for Form 10 ESMs:
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1. Field Name: 2019

Column Name: State Provided Data

 Field Note: 
The 2017 data represent baseline for this ESM.

2. Field Name: 2020

Column Name: State Provided Data

 Field Note: 
The 2019 administration was a mix of paper and online data collection modes.

3. Field Name: 2021

Column Name: State Provided Data

 Field Note: 
The 2021 administration was online data collection only.

4. Field Name: 2022

Column Name: State Provided Data

 Field Note: 
The Healthy Kids Colorado Survey is administered in odd years, so the RY2021 annual indicator is reported for 
RY2022.

5. Field Name: 2023

Column Name: State Provided Data

 Field Note: 
The 2023 administration was online data collection only.
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ESM BLY.2 - Percent of youth of color who have a trusted adult to go to for help with a serious problem

Measure Status: Active

State Provided Data 

2019 2020 2021 2022 2023

Annual Objective 69.9 70.4 70.9

Annual Indicator 69.4 68.3 68.4 68.4 70.9

Numerator

Denominator

Data Source Healthy Kids
Colorado Survey

Healthy Kids
Colorado Survey

Healthy Kids
Colorado Survey

Healthy Kids
Colorado Survey

Healthy Kids
Colorado Survey

Data Source Year 2017 2019 2021 2021 2023

Provisional or
Final ?

Final Final Final Final Final

Annual Objectives

2024 2025

Annual Objective 71.4 71.9

Field Level Notes for Form 10 ESMs:

Created on 9/27/2024 at 10:30 AMPage 255 of 276 pages



1. Field Name: 2019

Column Name: State Provided Data

 Field Note: 
The 2017 data represent baseline for this ESM.

2. Field Name: 2020

Column Name: State Provided Data

 Field Note: 
The 2019 administration was a mix of paper and online data collection modes.

3. Field Name: 2021

Column Name: State Provided Data

 Field Note: 
The 2021 administration was online data collection only.

4. Field Name: 2022

Column Name: State Provided Data

 Field Note: 
The Healthy Kids Colorado Survey is administered in odd years, so the RY2021 annual indicator is reported for 
RY2022.

5. Field Name: 2023

Column Name: State Provided Data

 Field Note: 
The 2023 administration was online data collection only.
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ESM MH.1 - Percent of children with special health care needs ages 0-17 years who receive family-centered care

Measure Status: Active

State Provided Data 

2019 2020 2021 2022 2023

Annual Objective 87 84 86

Annual Indicator 86.9 84.2 82.9 85.4 84.2

Numerator

Denominator

Data Source National Survey of
Childrens Health

National Survey of
Childrens Health

National Survey of
Childrens Health

National Survey of
Childrens Health

National Survey of
Childrens Health

Data Source Year 2017-2018 2018-2019 2019-2020 2020-2021 2021-2022

Provisional or
Final ?

Final Final Final Final Final

Annual Objectives

2024 2025

Annual Objective 84.5 85.0

Field Level Notes for Form 10 ESMs:

1. Field Name: 2019

Column Name: State Provided Data

 Field Note: 
The 2017-2018 data represent baseline for this ESM.
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ESM SMK-Pregnancy.1 - Percent of pregnant people insured by Medicaid who smoke during the last three months 
of pregnancy

Measure Status: Active

State Provided Data 

2019 2020 2021 2022 2023

Annual Objective 12.8 11.1 9.4

Annual Indicator 14.4 13.4 10 8.3 8.3

Numerator

Denominator

Data Source Pregnancy Risk
Assessment

Monitoring System

Pregnancy Risk
Assessment

Monitoring System

Pregnancy Risk
Assessment

Monitoring System

Pregnancy Risk
Assessment

Monitoring System

Pregnancy Risk
Assessment

Monitoring System

Data Source Year 2018 2019 2020 2021 2022

Provisional or
Final ?

Final Final Final Final Final

Annual Objectives

2024 2025

Annual Objective 7.7 6.0

Field Level Notes for Form 10 ESMs:

1. Field Name: 2019

Column Name: State Provided Data

 Field Note: 
Data from 2018 represent the baseline for this ESM.
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Form 10 
State Performance Measure (SPM) Detail Sheets

State: Colorado

SPM 1 - Percent of children ages 0-17 years who live in a supportive neighborhood 
Population Domain(s) – Cross-Cutting/Systems Building

Measure Status: Active

Goal: Increase the percent of children ages 0-17 years who live in a supportive neighborhood to 
56.0% (2025). (2025 objective was adjusted down after a decline in the indicator.)

Definition: Unit Type: Percentage

Unit Number: 100

Numerator: Number of children, ages 0 through 17, who are reported by their 
parents to live in a supportive neighborhood

Denominator: Number of children ages 0 through 17

Healthy People 2030 
Objective:

PA‑10 Increase the proportion of adults who walk or bike to get places 

PA‑11 Increase the proportion of adolescents who walk or bike to get places 

IVP‑06 Reduce deaths from motor vehicle crashes 

AH‑10 Reduce the rate of minors and young adults committing violent crimes 

AH‑R11 Reduce the rate of adolescent and young adult victimization from violent crimes

Data Sources and Data 
Issues:

National Survey of Children's Health (NSCH)

Significance: This measure indicates availability of support via neighbors and places to go for help. This 
measure indicates perception of safety and connection to community and may indicate 
availability of safe places to walk, bicycle, and wheelchair roll.

Created on 9/27/2024 at 10:30 AMPage 259 of 276 pages



SPM 3 - Number of points for racial equity related policy, practices and systems changes implemented at the 
program, division and department level 
Population Domain(s) – Cross-Cutting/Systems Building

Measure Status: Active

Goal: Increase the number of points for racial equity related policy, practices and systems changes 
implemented at the program, division and department level from 0 (2020) to 15 (2025).

Definition: Unit Type: Count

Unit Number: 50

Numerator: Number of points for racial equity related policy, practices and 
systems changes

Denominator:

Healthy People 2030 
Objective:

MICH‑02 Reduce the rate of infant deaths 

MICH‑04 Reduce maternal deaths 

ECBP‑D07 Increase the number of community organizations that provide prevention services

Data Sources and Data 
Issues:

Racial Equity Specialist, MCH Workforce Development Section, Colorado Department of 
Public Health and Environment

Significance: This measure directly correlates with assessing how the Colorado MCH program meets its 
goal. By tracking changes to policies and practices, the MCH program can directly assess 
potential impacts those changes may have on our MCH communities. Systemic and 
institutional changes are more sustainable over long periods of time and thus should have a 
larger impact. 

Every change will have points associated with it: Programmatic changes=1 point, division 
level change=2 points, and department level change=3 points. 

*Note: Program represents the Title V program, which includes local public health agencies.
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SPM 4 - Percent of women of reproductive age (18-44 years) who report good mental health 
Population Domain(s) – Women/Maternal Health

Measure Status: Active

Goal: Increase the percent of women of reproductive age (18-44 years) who report good mental 
health from 76.5% (2018) to 77.0% (2025).

Definition: Unit Type: Percentage

Unit Number: 100

Numerator: Number of women, ages 18 through 44, who report good mental 
health (defined as 0-7 days of poor mental health in the past 30 
days)

Denominator: Number of women ages 18 through 44

Healthy People 2030 
Objective:

MHMD-07 Increase the proportion of people with substance use and mental health disorders 
who get treatment for both

MICH-11 Increase abstinence from illicit drugs among pregnant women

Data Sources and Data 
Issues:

Behavioral Risk Factor Surveillance System (BRFSS)

Significance: This measure represents an indicator of mental wellbeing in a key population for the health 
and wellness of families. This indicator is available at a population level and can therefore 
serve as an early indicator for worsening longer term health outcomes such as substance 
use and maternal mortality.
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SPM 5 - Percent of children in poverty according to the supplemental poverty measure 
Population Domain(s) – Cross-Cutting/Systems Building

Measure Status: Active

Goal: Decrease the percent of children in poverty according to the supplemental poverty measure 
from 8.1% (2019-2021) to 7.7% (2025).

Definition: Unit Type: Percentage

Unit Number: 100

Numerator: Number of children ages 0 through 17 years living in poverty 
according to the supplemental poverty measure

Denominator: Number of children ages 0 through 17 years

Healthy People 2030 
Objective:

SDOH‑01 Reduce the proportion of people living in poverty

Data Sources and Data 
Issues:

Current Population Survey 
Three years of data are aggregated for state estimates.

Significance: The poverty line is defined as “the minimum level of resources that are adequate to meet 
basic needs” (food, clothing, shelter, utilities, and telecommunications). The United States 
Census Bureau releases a Supplemental Poverty Measure (SPM) to assess a household's 
level of economic need. This measure is based on cash resources and noncash benefits 
(tax credits, housing subsidies, utility and nutrition assistance) from the government. It also 
takes into account necessary household expenses (work expenses, child care expenses, 
taxes, medical expenses) and regional variation in cost of living.1 The SPM “pro​vides an 
important oppor​tu​ni​ty to gauge the effec​tive​ness of gov​ern​ment anti-poverty inter​ven​tions.”2

Poverty is associated with worse health outcomes for the MCH population, including greater 
risk of adverse childhood experiences (ACEs)3, higher rates of preterm birth, higher 
proportion of infants born with low birth weight, higher infant mortality rate4, and even lower 
life expectancy5. 

Our work leverages directly on this metric. Tax credit outreach and co-enrollment with social 
services increases the amount of money families living in low income have to spend, or 
reduces their spending on essential goods by connecting them to social services. 
1. U.S. Census Bureau. How the Census Bureau Measures Poverty. 
2. The Annie E. Casey Foundation. Kids Count Data Center. 
3. Walsh D, McCartney G, Smith M, Armour G. Relationship between childhood 
socioeconomic position and adverse childhood experiences (ACEs): a systematic review. J 
Epidemiol Community Health 2019;73:1087–1093. 
4. Hamad R, Rehkopf DH. Poverty, pregnancy and birth outcomes: A study of the earned 
income tax credit. Paediatr Perinat Epidemiol 2015;9(5):444-452. 
5. Chetty R, Stepner M, Abraham S. The association between income and life expectancy in 
the United States 2001-2014. JAMA 2016;315(16):1750-1776.
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Form 10
State Outcome Measure (SOM) Detail Sheets

State: Colorado

No State Outcome Measures were created by the State.
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Form 10 
Evidence-Based or –Informed Strategy Measures (ESM) Detail Sheets

State: Colorado

ESM BF.1 - Percent of births insured by Medicaid at Baby-Friendly hospitals 
NPM – A) Percent of infants who are ever breastfed B) Percent of children, ages 6 months through 2 years, who 
were breastfed exclusively for 6 months (Breastfeeding, Formerly NPM 4) - BF
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Measure Status: Active

Goal: Increase the percent of births insured by Medicaid at Baby-Friendly designated hospitals to 
38.0% (2025).

Definition: Unit Type: Percentage

Unit Number: 100

Numerator: Number of live births inured by Medicaid in Baby-Friendly 
designated hospitals

Denominator: Number of live births insured by Medicaid

Data Sources and Data 
Issues:

Birth Certificates, Vital Statistics Program, Colorado Department of Public Health and 
Environment

Evidence-based/informed
strategy:

Research shows as the number of evidence-based Baby-Friendly Hospital Initiative’s Ten
Steps to Successful Breastfeeding practices increase in a hospital, breastfeeding rates 
increase as well (1-3). This is especially true for families with Medicaid health insurance or 
no insurance and families participating in the Special Supplemental Nutrition Program for 
Women, Infants and Children (WIC), where significant increases in breastfeeding initiation 
and long term success is shown when Baby-Friendly policies were in place at a hospital 
(4,5). 
1. U.S. Department of Health and Human Services. The Surgeon General’s Call to Action to 
Support Breastfeeding. Washington, DC: U.S. Department of Health and Human Services, 
Office of the Surgeon General, 2011. 
2. Baby-Friendly USA. 10 Steps and international code: The Ten Steps to Successful 
Breastfeeding. Available at https://www.babyfriendlyusa.org/for-facilities/practice-
guidelines/10-steps-and-international-code/ (accessed May 18, 2021). 
3. Perez-Escamilla R, Martinez JL, Segura-Perez S. Impact of the Baby-Friendly Hospital 
Initiative on breastfeeding and child health outcomes: A systematic review. Matern Child Nutr 
2016;12:402–17. 
4. Mercier RJ, Burcher TA, Horowitz R, Wolf A. Differences in Breastfeeding Among Medicaid 
and Commercially Insured Patients: A retrospective cohort study. Breastfeed Med 
2018;13(4):286-91. 
5. Jung S, Nobari TZ, Whaley SE. Breastfeeding Outcomes Among WIC-Participating Infants 
and Their Relationships to Baby-Friendly Hospital Practices. Breastfeed Med 
2019;14(6):424-31.

Significance: Families experiencing low socioeconomic status have greater breastfeeding disparities, are 
more likely to experience barriers to breastfeeding, and thus have lower breastfeeding rates 
(6). Baby-Friendly Hospital Initiative policies and practices significantly impact breastfeeding 
rates for all births, thus increasing the number of designated hospitals that serve high 
proportions of Medicaid paid births will positively impact breastfeeding rates for low-income 
families in Colorado and decrease related health disparities in this population. 
6. Odom EC, Li R, Scanlon KS, et al. Reasons for earlier than desired cessation of 
breastfeeding. Pediatrics 2013;131:e726–e732.
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ESM DS.1 - Percent of children referred to early intervention who do not complete an evaluation 
NPM – Percent of children, ages 9 through 35 months, who received a developmental screening using a parent-
completed screening tool in the past year (Developmental Screening, Formerly NPM 6) - DS

Measure Status: Active

Goal: Decrease the percent of children referred to early intervention who do not complete an 
evaluation from 40.7% (2018-2019) to 20.0% (2025).

Definition: Unit Type: Percentage

Unit Number: 100

Numerator: Number of children referred to early intervention who do not 
complete an evaluation (parent decline or attempt to contact 
unsuccessful)

Denominator: Number of children referred to early intervention

Data Sources and Data 
Issues:

Early Intervention Colorado

Evidence-based/informed
strategy:

Specific to this NPM, the integration of technology strategies will increase communication
and coordination between Early Intervention Colorado and health systems. The evidence for 
this strategy is predominantly captured in the research that is focused on state tobacco e-
referral platforms.1 There is additional emerging evidence focused on the impact of e-
referrals conducted through social-health information exchange platforms.2 
1. Baker TB, et al. Closed-loop electronic referral from primary care clinics to a state 
tobacco cessation quitline: Effects using real-world implementation training. Am J Prev Med. 
March 2021;60(3)(2):S113-S122. 
2. Nguyen OK, Chan CV, Makam A, Stieglitz H, Amarasingham R. Envisioning a social-health 
information exchange as a platform to support a patient-centered medical neighborhood: A 
feasibility study. J Gen Intern Med. Jan 2015;30(1):60-67.

Significance: In Colorado 40% of children who received a developmental screening and were referred to 
Early Intervention do not complete an evaluation. Developmental screening is critical to 
identify a child’s potential developmental delay and need for developmental services. 
Barriers between child and family-serving systems in Colorado make it difficult to access and 
share data to know when children are screened, referred and are able to access 
recommended services. This results in children and families not receiving appropriate and 
timely services, and providers being unable to coordinate care.

The purpose of exploring a developmental screening and e-referral pilot project is to 
improve communication and coordination among providers, partners, and families to: ensure 
appropriate and timely services; reduce the burden on families; allow the outcome of Early 
Intervention evaluations to be shared with the child’s medical home, and allow for bi-
directional exchange of information between service providers, families and other members 
of the child’s care team. The pilot will inform policy, as well as state and local investments. 
The value is measured by the implementation and outcomes from the pilot.
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ESM BLY.1 - Percent of youth who identify as transgender who have a trusted adult to go to for help with a serious 
problem 
NPM – Percent of adolescents, with and without special health care needs, ages 12 through 17, who are bullied or 
who bully others (Bullying, Formerly NPM 9) - BLY

Measure Status: Active

Goal: Increase the percent of youth who identify as transgender who have a trusted adult to go to 
for help with a serious problem from 45.3% (2017) to 59.0% (2025).

Definition: Unit Type: Percentage

Unit Number: 100

Numerator: Number of youth who identify as transgender who have a trusted 
adult to go to for help with a serious problem

Denominator: Number of youth who identify as transgender

Data Sources and Data 
Issues:

Healthy Kids Colorado Survey (HKCS) 
The HKCS is administered every other year.

Evidence-based/informed
strategy:

According to research and HKCS data, young people who have a trusted adult in their life
are less likely to experience bullying.1 Implementing Positive Youth Development and 
Gender Sexuality Alliances are evidence-based strategies to increase trusted adults in 
young people’s lives.2,3 
1. Healthy Kids Colorado Survey. Colorado Department of Public Health and Environment, 
Colorado Department of Education, Colorado Department of Human Services, and Colorado 
Department of Public Safety. https://cdphe.colorado.gov/healthy-kids-colorado-survey-data-
tables-and-reports 
2. Ciocanel O, Power K, Eriksen A, Gillings K. Effectiveness of positive youth development 
interventions: A meta-analysis of randomized controlled trials. J Youth Adolescence. March 
2017;46(3):483-504. 
3. Porta CM, Singer E, Mehus CJ, Gower AL, Saewyc E, Fredkove W, Eisenberg ME. LGBTQ 
youth's views on gay-straight alliances: Building community, providing gateways, and 
representing safety and support. The Journal of School Health. 2017;87(7):489–497.

Significance: Data and research has shown that youth who have a trusted adult are less likely to 
experience bullying, as well as other health outcomes like suicide and substance use. 
Research also shows that if prevention efforts are focused and centered on those who are 
most disproportionately impacted, it will also improve the outcomes for other youth as well.
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ESM BLY.2 - Percent of youth of color who have a trusted adult to go to for help with a serious problem 
NPM – Percent of adolescents, with and without special health care needs, ages 12 through 17, who are bullied or 
who bully others (Bullying, Formerly NPM 9) - BLY

Measure Status: Active

Goal: Increase the percent of youth of color who have a trusted adult to go to for help with a 
serious problem from 69.4% (2017) to 71.9% (2025).

Definition: Unit Type: Percentage

Unit Number: 100

Numerator: Number of youth of color who have a trusted adult to go to for help 
with a serious problem

Denominator: Number of youth of color

Data Sources and Data 
Issues:

Healthy Kids Colorado Survey (HKCS) 
The HKCS is administered every other year.

Evidence-based/informed
strategy:

According to research and HKCS data, young people who have a trusted adult in their life
are less likely to experience bullying.1 Implementing Positive Youth Development and 
Gender Sexuality Alliances are evidence-based strategies to increase trusted adults in 
young people’s lives.2,3 
1. Healthy Kids Colorado Survey. Colorado Department of Public Health and Environment, 
Colorado Department of Education, Colorado Department of Human Services, and Colorado 
Department of Public Safety. https://cdphe.colorado.gov/healthy-kids-colorado-survey-data-
tables-and-reports 
2. Ciocanel O, Power K, Eriksen A, Gillings K. Effectiveness of positive youth development 
interventions: A meta-analysis of randomized controlled trials. J Youth Adolescence. March 
2017;46(3):483-504. 
3. Porta CM, Singer E, Mehus CJ, Gower AL, Saewyc E, Fredkove W, Eisenberg ME. LGBTQ 
youth's views on gay-straight alliances: Building community, providing gateways, and 
representing safety and support. The Journal of School Health. 2017;87(7):489–497.

Significance: Data and research has shown that youth who have a trusted adult are less likely to 
experience bullying, as well as other health outcomes like suicide and substance use. 
Research also shows that if prevention efforts are focused and centered on those who are 
most disproportionately impacted, it will also improve the outcomes for other youth as well.
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ESM MH.1 - Percent of children with special health care needs ages 0-17 years who receive family-centered care 
NPM – Percent of children with and without special health care needs, ages 0 through 17, who have a medical 
home (Medical Home, Formerly NPM 11) - MH

Measure Status: Active

Goal: Increase family-centered care among children ages 0-17 years with special health care 
needs who receive family-centered care from 86.9% (2017-2018) to 88.0% (2025).

Definition: Unit Type: Percentage

Unit Number: 100

Numerator: Number of children with special health care needs ages 0 through 
17 years who had a health care visit in the past 12 years and 
received family-centered care

Denominator: Number of children with special health care needs ages 0 through 
17 years who had a health care visit in the past 12 years

Data Sources and Data 
Issues:

National Survey of Children’s Health

Evidence-based/informed
strategy:

As outlined in the National Standards for CYSHCN1, It’s essential that families are kept at the
center of their care and inform design and evaluation of programs and services. The 
Colorado MCH program supports inclusion of diverse community and family members to 
identify barriers to access to a medical home, including access to specialty care, and to 
implement equitable solutions to address these barriers. Additionally, the MCH program will 
continue to work with key statewide partners (such as the state’s Medicaid program, school-
based health centers and Children’s Hospital Colorado) to identify and influence upstream 
policy recommendations that support strong co-management principles and family 
engagement principles.2 
1. National Standards for CYSHCN 
2. The ABCs of Health Equity for Children and Youth with Special Health Care Needs: A 
Policy Agenda for Colorado

Significance: When policies, systems, and providers use the family-centered approach, families are more 
likely to access meaningful supports & services, thereby creating environments where 
families are engaged, involved, and supported. Strategies will focus on investing in and 
influencing people, process and technology to adopt family-centered practices to increase 
equitable access to and use of specialty care; enhance provider and system capacity to 
bridge healthcare and other partners; support communication and collaboration between 
community-based programs and partners; and use data to identify, illuminate, and address 
access, utilization, and outcome inequities.
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ESM SMK-Pregnancy.1 - Percent of pregnant people insured by Medicaid who smoke during the last three months 
of pregnancy 
NPM – Percent of women who smoke during pregnancy (Smoking - Pregnancy, Formerly NPM 14.1) - SMK-
Pregnancy
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Measure Status: Active

Goal: Reduce the prevalence of pregnant people insured by Medicaid who smoke during the last 
three months of pregnancy from 14.4% (in 2018) to 6.0% (in 2025).

Definition: Unit Type: Percentage

Unit Number: 100

Numerator: Number of pregnant people insured by Medicaid who smoke during 
the last three months of pregnancy

Denominator: Number of pregnant people insured by Medicaid

Data Sources and Data 
Issues:

Pregnancy Risk Assessment Monitoring System (PRAMS)

Evidence-based/informed
strategy:

People who smoke during pregnancy are more likely to experience a fetal death or deliver a
low birth weight baby. Infants who are exposed to caregiver tobacco use have an increased 
risk of poor health outcomes and sudden unexplained infant death.1

Data from the 2019 PRAMS survey showed that among pregnant Coloradans on Medicaid 
for prenatal care 13.4% smoked during the last 3 months of pregnancy, significantly higher 
than those enrolled in private insurance (2.0%). The prevalence of smoking rises after 
delivery, putting infants at risk of secondhand smoke exposure. Among pregnant Coloradans 
on Medicaid,16.4% reported smoking after their baby was born compared to 2.9% of those 
not on Medicaid.2 

Quit rates for QuitLine average 28-36% vs. 4-7% for unaided quit attempts. Users are up to 
seven times more successful than people who try to quit unaided. Of the total number of 
pregnant persons who enrolled in QuitLine services, 61% self-reported having Medicaid, 
and 4% reported having no insurance coverage.3 The high proportion of Medicaid and 
uninsured enrollees is evidence that the QuitLine is serving Colorado’s most vulnerable 
pregnant population.

A study of the Colorado Baby and Me Tobacco Free Program found program participants 
saw a 24% to 28% reduction in the risk of preterm birth and a 24% to 55% reduction in the 
risk of neonatal intensive care unit admissions.4

1. Smoking During Pregnancy. Centers for Disease Control and Prevention. 
https://www.cdc.gov/tobacco/basic_information/health_effects/pregnancy/index.htm 
2. Colorado Pregnancy Risk Assessment Monitoring System, Colorado Department of Public 
Health and Environment. 
3. National Jewish Health, 2020 Quitline Data. 
4. Polinski KJ, Wolfe R, Peterson A, Juhl A, Perraillon MC, Levinson AH, Crume TL. Impact of 
an incentive-based prenatal smoking cessation program for low-income women in Colorado. 
Public Health Nursing, November 2019;37:39-49.

Significance: Reducing the disproportionate burden of tobacco use among pregnant and postpartum 
Medicaid members promotes equity for all Coloradans. The year over year steady decline in 
prevalence of tobacco use among pregnant Coloradans on Medicaid for prenatal care 
indicates that providing barrier-free access to community-based resources like the Baby and 
Me tobacco Free Program (BMTFP) and the QuitLine Pregnancy Protocol Program works.
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Form 11
Other State Data

State: Colorado

The Form 11 data are available for review via the link below. 

Form 11 Data
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Form 12 
Part 1 – MCH Data Access and Linkages

State: Colorado

Annual Report Year 2023

Access Linkages

Data Sources
(A) 

State Title V
Program has 
Consistent 

Annual Access 
to Data 
Source

(B)
State Title V
Program has 
Access to an 

Electronic 
Data Source

(C)
Describe

Periodicity

(D)
Indicate Lag
Length for 

Most Timely 
Data Available 
in Number of 

Months

(E)
Data

Source 
is Linked 
to Vital 

Records 
Birth

(F)
Data

Source is 
Linked to 
Another 

Data 
Source

1) Vital Records Birth Yes Yes Daily 0

2) Vital Records Death Yes Yes Daily 0 Yes

3) Medicaid Yes Yes Monthly 3 No

4) WIC Yes Yes Monthly 1 No

5) Newborn Bloodspot 
Screening

Yes Yes Annually 4 No

6) Newborn Hearing 
Screening

Yes Yes Annually 4 No

7) Hospital Discharge Yes Yes Annually 3 No

8) PRAMS or PRAMS-like Yes Yes Annually 5 No
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Form Notes for Form 12: 

None

Field Level Notes for Form 12:

Data Source Name: 1) Vital Records Birth

 Field Note: 
Provisional birth data sets are updated daily.

Data Source Name: 2) Vital Records Death

 Field Note: 
Provisional death data sets are updated daily. Infant death records can be linked to infant 
birth records for linked analysis.

Data Source Name: 3) Medicaid

 Field Note: 
Medicaid data are matched with vital records birth data for various projects.

Data Source Name: 8) PRAMS or PRAMS-like

 Field Note: 
PRAMS respondents are sampled from the birth certificate. The weighted dataset includes 
several variables from vital records birth. The weighted dataset can be linked to the vital 
records birth for projects.

Form 12 
Part 2 – Products and Publications (Optional)

State: Colorado 

Annual Report Year 2023

Form 12 Products And Publications
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