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1. Process for Conducting Needs Assessment

Goals and Vision:

The Colorado Maternal and Child Health (MCH) Program adopted the following Vision and Mission
statements in 2007. Colorado’s Vision is to foster Healthy People, Healthy Families...Thriving
Communities. The Mission focuses on optimizing the health of women, children, adolescents,
children and youth with special health care needs and families using public health strategies that
support community action, facilitate capacity building, strengthen public health infrastructure, and
enhance systems of care.

Colorado chose a conceptual framework for the needs assessment process that uses a strengths-
based approach with the goal of optimizing health and well-being among the MCH population
across the life course, taking into account that a complex interplay of biological, behavioral,
psychological, and social factors (e.g., both risk and protective) contribute to health outcomes (e.g.,
the Life Course Health Development Model). In alignment with this model, the influence of early life
events and critical periods across the life course were considered with attention given to the
cumulative impact of experiences over time, which resulted in an emphasis on primary prevention
and early intervention. The social determinants of health were also considered as factors that
shape the health of individuals and communities. The state arrived at this view collaboratively by
discussing the overall framework with the MCH Needs Assessment Steering Committee and by
subsequently building consensus for this approach with the MCH Needs Assessment Advisory
Committee. (Both groups are described in the Leadership Section below.)

For purposes of assessment and strategic planning, the MCH population was defined as women,
children, adolescents, children with special health care needs, and families. The MCH population
was further subdivided into women of reproductive age (ages 15-44), early childhood (ages birth-
8), including children with special health care needs and child/adolescent (ages 9-21), including
children and youth with special health care needs. In order to foster integration of efforts
horizontally among core MCH Units in the division, staff felt that it was important to include issues
pertinent to all children and youth, including those with special health care needs (CSHCN), as
opposed to considering their needs separately.

The overall goal of the process focused on identifying a set of specific priorities that could be acted
upon at some depth so that results, even preliminary ones, would be achievable and evident in five
years. Strategies employed to achieve results were to be evidence-based/ promising practices or
interventions grounded in sound public health theory or research and consistent with the mission
and scope of Colorado’s MCH program. A clear MCH public health role needed to exist for an issue
to be considered as a potential priority. The process focused on meaningfully involving multiple
state and community stakeholders/partners to enhance collaboration, while looking for
opportunities to coordinate and integrate MCH efforts externally and internally across the MCH
continuum. To this end, the needs assessment has served as a catalyst, fostering an integration of
work activities across all MCH-related programs at the CDPHE.
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The needs assessment has served as a vital planning process for determining where best to focus
Colorado’s MCH efforts to implement programs, policies and systems building efforts that will
measurably demonstrate impact within five years. Colorado also employed a strategic planning
process to examine how these new priority areas can be incorporated into the existing MCH scope
of work. By identifying state mandates and statutory requirements, along with existing MCH
efforts, planning will be initiated in the summer of 2010 to develop implementation steps for the
new priorities. Part of this process will involve transitioning previous areas of investment, in order
to resource efforts that most directly relate to the newly chosen priorities. Key to future
implementation efforts is resource allocation, as the final MCH scope of work must align with
existing funding and staff capacity.

Leadership:
Colorado’s needs assessment process was guided by the MCH Needs Assessment Steering
Committee (Steering Committee) which included the following staff members:

o Kathy Watters, Director of the Children with Special Health Care Needs Unit;

e (Candace Grosz, and, following her retirement, Mandy Bakulski, Prenatal Program Director
from the Women'’s Health Unit;

e Rachel Hutson, Director of the Child, Adolescent & School Health Unit;

Barbara Gabella, Director of the Epidemiology Unit of the Epidemiology, Planning and

Evaluation Branch for the Prevention Services Division;

Gina Febbraro, MCH Program Manager;

Sara Wargo, MCH Program Assistant and

Karen Trierweiler, the Title V Director.

The group was assisted by Jill Hunsaker-Ryan, from the CDPHE Office of Planning and

Partnerships, who served as facilitator and process consultant.

With leadership from the MCH Director, this group established the overall strategic direction and
methodology for the needs assessment while providing the ongoing project management and
oversight for the process, The Steering Committee met bi-weekly beginning in February 2009,
completing their work in June 2010.

The Steering Committee received support and counsel from the MCH Needs Assessment Advisory
Committee, a group of external and internal stakeholders who served as advisors to the needs
assessment process. This group convened twice during the during the 16-month project
implementation period; initially providing critical feedback regarding the overall process
methodology in August 2009 and participating in a pilot and set of focus groups to finalize the
Phase II stakeholder survey in February 2010. The Advisory Committee, along with other
stakeholders, will be reconvened in September 2010 to review Colorado’s new MCH priorities in
order to identify future collaborative opportunities. (See Appendix A: MCH Needs Assessment
Advisory Committee Members.)

Methodology:

PHASE |

The Needs Assessment Steering Committee employed a three-phase methodology in planning and
implementing Colorado’s needs assessment. During Phase |, staff devised two strategies to solicit
both qualitative and quantitative data to identify potential MCH priority areas. The first strategy
involved convening three expert panels to identify potential focus areas for future MCH investment
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(alist of members can be found in Appendix B: Expert Panel Summary). The expert panels were
organized according to the key MCH population groups: women of reproductive age (ages 15-44),
early childhood, including CSHCN, (birth-age 8), and the child/adolescent/CSHCN group (ages 9-
21). Each panel consisted of 10-12 subject matter experts, with background and experience specific
to the target cohort. Panelists participated in a series of three facilitated meetings, October through
December 2009, led by Steering Committee members who served as state staff experts in the area.
Panel leaders recruited members for the team and set a schedule. The needs assessment
coordinator assisted the panel leaders by providing oversight and resources to all three groups.
Panelists were presented with a series of background documents to inform the process and the
panels were guided by a set of expectations regarding data-based decision making, prioritization
criteria and desired outcomes. Prioritization criteria included considering potential issues in terms
of the MCH/public health role, the existence of strategies for intervention, and the ability to
demonstrate outcomes/results within five years using specific indicators to measure progress.
These criteria were summarized as “DIP” (e.g., doable, important and a clear role for public health).
The priorities that met the “DIP” criteria were eligible for consideration during Phase II of the needs
assessment process. In addition to the input provided by the subject matter experts, panel
members were asked to gather input from secondary stakeholders between meetings to bring
additional viewpoints to the panel discussions.

The second Phase [ strategy involved creating an updated version of the Colorado MCH Health
Status Report, which served as a means for compiling and analyzing quantitative MCH population
data. The new report, which was updated to include a life course perspective, also included new
data, such as results from the Colorado Child Health Survey. Finally, the summary complements the
MCH data sets developed under the auspices of the State Systems Development Initiative (SSDI)
grant. (Appendix C: Colorado MCH Health Status Report).

At the end of the expert panel process, results were summarized from all three groups and
presented to the Steering Committee, along with the preliminary draft of the Colorado MCH Health
Status Report. As expected, the focus areas identified by the three expert panels overlapped due to
the impact that many of the issues exert throughout the life course. Phase I, then, concluded with
the identification of 21 potential MCH priorities, generated by the expert panels, spanning the three
populations (Appendix D: Potential MCH Priorities).

PHASE II

The potential priorities identified by the expert panels were presented to key stakeholders, via an
online survey during Phase II of the process, with the goal of gathering additional input to further
refine and prioritize the issues. The survey was pilot tested with internal state staff, revised and
then again reviewed by the MCH Advisory Committee before the final version was disseminated in
February 2010. During Phase II, 265 stakeholders were invited to comment with 172 completing
the survey for a completion rate of 65 percent (Appendix E: Priority Survey Respondents). Survey
participants chose their top three issues for each population, while also identifying any important
issues not reflected in the original twenty-one. Of the new issues identified, most had been
considered by the expert panels or other stakeholders in earlier phases of the needs assessment
process.

To gauge local capacity, local public health agency directors were asked to assess their
organizational capacity to address the potential MCH priority areas. Out of 54 agency directors,
only 24 completed the survey. However, since the responses were identified, analysis revealed that
the largest public health agencies in Colorado were represented in the survey results.
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The survey results were tabulated and a more refined list of key issues emerged for presentation to
the Steering Committee in March 2010.

PHASE III

Phase IIl included the final prioritization process and state capacity assessment to determine the
MCH priorities for FY2011-2015, including identification of the state performance measures. True
to the guiding principles of the process, the Steering Committee focused on the goal of identifying
fewer areas for MCH investment, so that a comprehensive set of interventions could be employed at
more depth to affect five-year outcomes. In addition, the chosen priorities and the State
Performance Measures needed to be tied to the MCH sphere of influence in order to assure ultimate
impact. In order to do so, the Steering Committee was charged with connecting each potential
priority to an intermediate or population-based outcome measure. To this end, MCH staff prepared
a two-page justification for each priority highlighting the following: public health/MCH role; data to
support the need (severity or numbers affected); effective interventions/strategies that exist to
address the issue; local capacity score for the issue and specific indicators that could be used to
measure success within the five-year period. These issue papers, along with the assessment of state
capacity, served as key resources for discussion in determining the final set of nine priorities.
Following these discussions, each issue was ranked, using a grid specifying impact and feasibility
along an x and y axis.

To assure that the MCH Program could realistically resource the new priorities, Phase III also
included the identification of all work being currently completed under the auspices of the MCH
Program. The “MCH Scope of Work” (SOW) included all MCH-related statutory mandates and other
required activities, such as the MCH National Performance Measures, as well as other efforts related
to MCH, but funded by sources other than the block grant. These activities were recognized as
needing to continue, regardless of the state’s choice of new priorities. The SOW also encompassed
discretionary MCH activities, e.g., current work that aligned with the existing set of MCH priorities
that could be shifted in order to provide capacity (funding and staff time) to address the new
priorities. The development of the SOW was critical in that, in the past, the state had defaulted to
include mandates and discretionary efforts when identifying new priorities, even when these issues
did not consistently align with the needs assessment results. Therefore, as the state moves into
implementation planning, issues that fall outside of the MCH SOW will not be ultimately addressed
or resourced through the block grant.

Realizing the dynamic nature of MCH as well as the depth and breadth of issues specific to these
populations, Colorado will continue to systematically assess needs during the upcoming five-year
time frame. In the fall of 2010, specific work plans will be developed for each priority with goals,
objectives, activities and evaluation measures that will drive state and local MCH-level activities
from FY 2011-2015. As noted above, MCH resources will be allocated and/or shifted to implement
the new priorities which will include ongoing evaluation. Local MCH contractors and other
partners will be introduced to the new priorities during a stakeholder meeting planned for
September 2010.

Stakeholder Description

Expert panelists included representation from state MCH programs (including MCH Needs
Assessment Steering Committee members), local MCH programs, family/youth serving agencies,
and other key MCH community partners such as health care providers and community-based
agency staff, along with representatives from other state agencies and academic institutions (see
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Appendix B). Both the early childhood and child/adolescent panels included a family leader.
Criteria used for selecting expert panelists included their area of expertise and workplace setting
(e.g., geographic perspective), training and experience, knowledge of public health, and their ability
to conceptualize at the strategic level, while not solely advocating for a single issue. Expert panel
members solicited feedback from their own constituencies/ stakeholders in between panel
meetings which greatly expanded the reach of this effort. In addition to the expert panelists,
approximately 75 additional people shared their perspective on MCH needs and priorities through
the expert panel process, including adolescents from the Youth Partnership for Health.

The 21 potential priority areas identified by the expert panels (Appendix D) and the Colorado MCH
Health Status Report (Appendix C) were used to develop a stakeholder survey. Invited
stakeholders included representatives from state and local public health and other governmental
agencies (e.g., the Colorado Department of Education and the state Medicaid Program), staff from
community-based organizations and advocacy/interest groups (e.g., The Autism Society, Colorado
Association for School-Based Health Care, HealthyWomen HealthyBabies, Oral Health Awareness
Colorado, The Colorado Children’s Campaign, etc.) along with health care providers/organizations
(e.g., The Colorado Community Health Center Network and Kaiser Permanente, etc.) and academic
partners (LEND, The University of Colorado and The Children’s Hospital.) A complete list is
available in Appendix E. The Steering Committee noted that the stakeholders who participated
appeared to be representative of the population at large as few issues were identified by survey
participants as “missing” from the final potential priorities list.

The additional issues that were identified in the survey were classified in the following fashion. A
number of comments were related to access to care for the MCH population and health insurance
coverage; both of which should be impacted significantly by health care reform. A second group
included issues that were either included as national performance measures or were adequately
addressed by other department/community efforts and/or funding sources where MCH will
continue to function as a partner, e.g., immunizations, second hand smoke exposure and child abuse
and neglect. A third group consisted of strategies which can be employed in implementing the
chosen priorities such as the inclusion of fathers into interventions, the impact of attitudes and
beliefs on health and well-being and health equity. Finally a few, such as youth homelessness and
the long-term implications of poor parenting, did not satisfy the criteria for inclusion into the final
group of priorities, as outlined earlier.

Methods for Assessing Three MCH Populations:

The Methodology Section of this report included a review of the methods employed in assessing the
strengths and needs of the MCH population. To summarize, the Colorado MCH Health Status Report
served as a means for compiling and examining quantitative data relative to the various
populations while the expert panel and stakeholder survey processes provided a qualitative view of
pertinent data issues.

Methods for Assessing State Capacity:

Colorado studied options for capacity assessment extensively before choosing to utilize a modified
CAST V approach. The Steering Committee incorporated a formal assessment of state capacity
relative to the 21 potential priority areas into the Phase III final prioritization process. The
following four components were utilized to assess capacity at both the state and local level for each
of the proposed MCH priorities.
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e Structural Resources: Financial, human, and material resources; policies and protocols; and
other resources needed for the performance of core functions.

e Data/Information Systems: Access to timely program and population data; supportive
environment for data sharing; adequate technological resources to support the use of data in
decision-making

e Competencies/Skills: Knowledge, skills, and abilities of MCH staff

¢ Organizational Relationships: Partnerships, communication channels, and other types of
interactions and collaborations with public and private entities.

The following scoring system was employed by both state and local staff in quantifying capacity to
address each potential priority area.

Score
1 No current capacity exists to address this priority
2 Some capacity exists, but it is not currently adequate to
address this priority
Although there is always room for more, current capacity is
adequate to address this priority
4 Current capacity is well-established to address this priority

For both the state and local capacity assessments, the scores for each of the four areas were
averaged to give one state and local capacity assessment score for each potential priority area.

One of the goals of Colorado’s needs assessment process was to reflect the MCH pyramid’s
emphasis on population-based services and infrastructure building. Therefore, the capacity to
address the potential priorities was examined specifically in the context of the capacity to support
population-based and infrastructure building efforts related to the priority areas. Capacity related
to direct and enabling services was incorporated into the Access to Health Care sections throughout
the Colorado MCH Health Status Report.

Data Sources:
For a detailed review of data sources used, please see Appendix C: Colorado MCH Health Status
Report.

Linkages between Assessment, Capacity, and Priorities:

Information gathered in Phases I and II of the needs assessment process along with the state and
local capacity assessment scores informed the final process for identifying Colorado’s new MCH
priorities and State Performance Measures. The final priorities reflect the guiding principles for the
needs assessment, incorporating the importance of primary prevention and early intervention in
facilitating a positive health trajectory for individuals and communities. The linkages between
assessment and capacity and priorities selection process are outlined in the earlier section on
Methodology, particularly in the Phase III discussion.

Dissemination:
The MCH program will host a large stakeholder meeting in September 2010 to share the results of
the 2011-2015 needs assessment process and to introduce the new MCH priorities and state
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performance measures to stakeholders and partners. Invited stakeholders will include members of
the MCH Steering and Advisory Committee, expert panel members, participants in the Phase Il MCH
stakeholder survey, local public health agency directors and MCH staff, family leaders, members of
the Youth Partnership for Health and the CSHCN Youth Leadership Council. In addition, senior staff
from the CDPHE will be invited to attend. (Please see the Stakeholder Section under Methodology
and the appendices for specific information on stakeholder representation.) This meeting will
provide an opportunity to update stakeholders interested in the final outcome of the process, while
providing a forum to discuss implementation plans and future opportunities for collaboration and
partnership.

The Colorado MCH Health Status Report along with Colorado’s new priorities and state
performance measures were posted on the MCH website as stand-alone documents and as a part of
the state’s FY11 MCH Block Grant application. An announcement was initially featured on the front
page of the CDPHE website and an email, noting the location of these core documents, was sent to
all MCH stakeholders.

Strengths and Weaknesses of Process:

The MCH Director conducted a formal de-brief of the needs assessment process at the final meeting
of the MCH Steering Committee in June 2010. (Questions used to guide the discussion are included
in Appendix F: Debrief Questions). In general, the group indicated satisfaction with the process and
the results. There was universal support of the initial decision to redesign the process and the
group reaffirmed the relevance of the guiding principles in shaping the outcomes. Initial concerns
around the loss of unit/program considerations were not ultimately realized, with general
agreement that the process helped to connect the work of the three core MCH Units more
intentionally in what ultimately was viewed as a very participatory process. There was general
agreement that the intensity of the meeting structure and the discussions themselves served to
integrate the group’s thinking about different programs and MCH as a whole.

The group appreciated the expert panel process, which was conceived and implemented within an
extremely short period of time. Results from a survey of panel participants indicated that the
purpose of the panels was clear, with 86 percent of participants indicating that the desired
outcomes were achieved. Steering Committee members found it helpful to have the issue areas
identified by each expert panel and then compiled in such a way that staff could envision how they
could work individually and collectively to address an issue across age groups.

The process led to a number of incidental outcomes in that the issue papers and other materials
produced in the process have been used for related purposes along with stimulating opportunities
for greater integration of state-level MCH efforts. Several group members noted that the process
has allowed staff to better articulate program/unit goals and strategies, while fostering the
development of new partnership as different expectations for MCH were generated. The needs
assessment process served as the first step in broader strategic planning for MCH, and as a result,
created energy for both the Prenatal Program and the Children with Special Health Care Needs Unit
to reassess activities and structure.

In terms of improvements, the process could have benefitted from more planning initially, as one
participant described it as “flying the airplane while building it.” Future processes can benefit from
establishing more definitive timelines and clarity of expectations. There was a recommendation
that the conveners and facilitators determine the “how” and the steering committee address the
“what and why.” Being more intentional in defining the overall goals of the process, with attention
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to integrating the federal requirements with the specific desired outcomes for the state, was
stressed. The group agreed that the process took more time than was initially anticipated and, as a
result, they recommended beginning the next needs assessment about 18 months prior to the
deadline.

The group was also confounded by how few tools were available for use in the needs assessment
process, with general agreement about the struggle that at times ensued to find tools that fit. This
was particularly true in relation to the capacity assessment component, when the group was
challenged to find a tool that could help quantify capacity. While the group ultimately decided to
use a modified CAST V approach, most agreed that the assessment of capacity was superficial at
best. In addition, there was general agreement to reassess the stakeholder survey in subsequent
years in terms of timing, content and audience.

Given the exponential increase in the amount of data available for analysis in the last five years, the
group agreed that developing the Colorado MCH Health Status Report in the same vein as 2005 was
ultimately ill advised. As evidence of the increased depth and breadth of MCH-related data, the first
draft of the 2010 Health Status Report was twice the length of the 2005 version. As a result, it
became increasingly difficult to focus the scope of the project. Before such endeavors are
undertaken in the future, the purpose for the data report and the intended audience(s) must be
clearly determined. The group has entertained the notion of developing a series of shorter, more
focused data summaries on key MCH topics.

Finally, staff agreed to reassess the membership of both the Steering and Advisory Committees in
the future, in order to define the most effective structure for driving the process and
communicating the results. Greater local public health participation will be solicited in the future.

2. Partnership Building and Collaboration Efforts

There are two centers within the Preventive Services Division of the Colorado Department of Public
Health and Environment. They are the Center for Healthy Families and Communities and the
Center for Healthy Living and Chronic Disease Prevention.

The Center for Healthy Families and Communities houses all MCH activities. The Center for Healthy
Families and Communities includes the Nutrition Services Branch (Special Supplemental Nutrition
Program for Women, Infants and Children (WIC), and the Child and Adult Care Food Program
(CACFP)); the Women's Health Unit (WHU); the Child, Adolescent and School Health Unit; the
Children with Special Health Care Needs Unit; the Injury, Suicide and Violence Prevention Unit; and
the Center's Fiscal and Administrative Services Unit.

The Center for Healthy Living and Chronic Disease Prevention includes the Chronic Disease
Prevention Branch (Diabetes; Cardiovascular Disease; Comprehensive Cancer Program; Breast &
Cervical Cancer Program; and the Oral Health Unit); the Healthy Living Branch (Healthy Aging Unit,
State Tobacco Education and Prevention Partnership, Colorado Obesity, Physical Activity and
Nutrition Unit); and a Center-specific Fiscal and Administrative Services Unit.

Colorado’s MCH Program has a long history of working collaboratively with other state, public and
private agencies, and advisory and advocacy groups. The core MCH Units, found within the Center
for Healthy Families and Communities, are the Women’s Health, the Child, Adolescent and School
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Health (CASH) and the Children with Special Health Care Needs (CSHCN) Units. Each unit manages
on-going advisory groups and specific task forces that are made up of public and private partners
that share concern and responsibility for addressing the needs of women, children and families.
Additionally, staff participates in partnerships led by colleagues within other state, federal and
community organizations.

Much of the statewide work accomplished by MCH staff is done in collaboration with other state
agency staff, particularly those who work within the health department, and the Colorado
Departments of Education; Health Care Policy and Financing; and Human Services. MCH personnel
work with other state agency staff on a nearly daily basis through coalitions, task forces, advisory
groups, committees, and through cooperative agreements.

The Colorado Department of Human Services, in particular the Division of Developmental
Disabilities, is an essential partner of the Children with Special Health Care Needs Unit. Together
the agencies offer services for children served by the Colorado Department of Human Services and
the Health Care Program for Children with Special Needs. Programs include the Colorado
Department of Human Services’ Early Intervention Services for Child Development; Family Support
Services Program for families with a member who has developmental disabilities; Children's
Extensive Support Waiver for Children Birth to 18 who are at high risk for out-of-home placement;
and the Children's Medical Waiver for Children Age Birth to 18 with Developmental Disabilities that
allows access to Medicaid state plan benefits regardless of parental income. The Health Care
Program for Children with Special Health Care Needs Program (HCP) in the Children with Special
Health Care Needs Unit also works closely with Early Intervention Colorado to implement HCP care
coordination standards. An HCP staff member represents the program and the department on the
Interagency Coordinating Council and the state level Memorandum of Understanding committee.

The Colorado Department of Education is an essential partner in activities relevant to early
childhood state systems building efforts; the coordinated school health model; work with school
nurses; and school-based health center activities. The Child, Adolescent and School Health Unit
leads efforts to ensure partnerships and collaborative efforts occur in this area. They also work
with the Colorado Department of Human Services, Division of Behavioral Health, who leads
underage drinking prevention efforts.

Other important partners who MCH collaborates with to address teen motor vehicle safety are the
Colorado Departments of Transportation; Revenue, Motor Vehicle Division; and Public Safety, State
Patrol. The Injury and Suicide, Violence Prevention Unit is housed in the same Center as the MCH
Program and has strong ties to the federal, state and community agencies and programs that carry
out injury reduction activities.

The department’s Primary Care Office works with Colorado’s community health center network to
improve accessibility and expand primary care services for low-income and vulnerable populations.
These efforts include information and data sharing; recruitment and retention of health
professionals; policy development; and assisting communities with applying for health professional
shortage area and medically underserved designations.

The Early and Periodic Screening, Diagnosis, and Treatment Program (EPSDT) is located at the
Colorado Department of Health Care Policy and Financing. Typically, EPSDT coordinators work
with other public health service programs such as WIC, prenatal, immunization services, and the
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Health Care Program for Children with Special Needs, and other MCH supported child health
initiatives.

The Nutrition Services Branch, that includes the WIC and CACFP Programs, is in the same Center as
the MCH Program. The programs have worked collaboratively for many years. Current efforts are
focused on increasing breastfeeding rates and decreasing childhood overweight and obesity.

Title X Family Planning is housed within the Women's Health Unit. The MCH Block grant and Title X
family planning activities are well-integrated. Efforts to address unintended pregnancy,
preconception health and teen fertility are targeted to both family planning and MCH contractors.
MCH funds are not used for direct family planning services, but rather to support population-based
activities around unintended pregnancy prevention. This unit has strong ties to the programs that
work on STD/AIDS. Via the Prenatal Program, there are linkages to the Healthy Start Program in
Aurora.

The CASH Unit also works with the state’s Immunization Program via the Vaccine Advisory
Committee for Colorado, as well as through interdepartmental activities, such as the HIN1 School
and Child Care Workgroup.

Relationships with the Center for Healthy Living and Chronic Disease Prevention are strong and
support work between MCH projects and programs such as Diabetes, Oral Health and other chronic
disease prevention and health promotion. For example, the Colorado Nutrition and Physical
Activity Program (COPAN) have long worked with MCH to promote breastfeeding and now to
promote healthy weight among children.

The state health department’s Health Statistics Section is an established partner of the MCH
Program. This long-term relationship has led to the development of MCH-specific data and
resources. The inception of the division’s Epidemiology, Planning and Evaluation Branch, has
further enhanced ties with the Health Statistics Section and has strengthened the MCH Program’s
ability to gather, interpret and use data at the state and community level.

Partnership building and collaboration specific to the needs assessment process has been described
in detail in earlier sections of this document. To summarize, it would have been impossible to carry
out a comprehensive needs assessment process without the assistance of the numerous partners
throughout the state.

3. Strengths and Needs of the Maternal and Child Health Population Groups
and Desired Outcomes

The Colorado MCH Health Status Report discusses the health status of each of the state’s MCH
populations, including morbidity, mortality, problems, gaps and disparities (Appendix C). The
report was designed as a resource for the needs assessment process, as well as for use as a stand-
alone document.

The Colorado MCH Health Status Report details strengths and needs for all MCH populations.
Colorado’s chosen priorities are cross cutting in that the strategies that will be employed to address
each priority involve working across all MCH populations to address needs, as discussed in
subsequent sections of this summary.
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The status of the existing performance, outcome, health status, and health system capacity
indicators is discussed in the FY11 MCH Block Grant application. Appendix B of the Colorado MCH
Health Status Report also addresses these measures and the Healthy People 2010 and 2020
objectives were cross-walked in most chapters of the report. In addition, on the MCH website
(www.mchcolorado.org), county-specific data and three-year trend analyses have been completed
and posted.

Colorado collected both qualitative and quantitative data for all MCH populations. Expert panel
input further informed quantitative data analysis by employing the “DIP” criteria (e.g. doable,
important, and a clear public health role) to add practical context to the interpretation of the
objective data. For example, each of the three expert panels discussed access to medical and mental
health services, ultimately deciding that the MCH community had little chance of effectuating
significant change in these areas. Systems building, however, appeared as a population-based
strategy for improving services and supports, yet it is difficult to evaluate the effectiveness of these
efforts. Issues that advanced from the expert panels were again reviewed by a large group of MCH
stakeholders (n=172) in the Phase Il survey, along with an assessment of capacity, providing
another critical context for evaluating quantitative data results. These examples illustrate how
quantitative data was further interpreted qualitatively to enhance the state’s selection of priorities.

The needs assessment process in Colorado led to two general findings about quantitative data.
First, creating the comprehensive report on the health status of the MCH population using
quantitative data confirmed for staff and stakeholders that, since the last needs assessment five
years ago, there has been an exponential increase in the amount of data available for interpretation.
This phenomenon provides a challenge in defining the depth and breadth for an MCH five-year
analysis. While there is a proliferation of quantitative data that describes population-based
behaviors, risk factors and long-term outcomes, the state was also interested in identifying data to
track intermediate measures of success, recognizing the need to demonstrate incremental progress
that will ultimately lead to an overall population effect.

Efforts that are working well and should be continued along with new areas for investment are
discussed in the section on the selection of the state priority needs. As noted subsequently,
Colorado will maintain efforts to prevent teen motor vehicle deaths, as progress in the population-
based measure has been demonstrated. Newly chosen state priorities have a more specific focus
than in the past, with attention to intermediate or shorter term outcomes which may lead to later
improvements in population-based measures.

4. MCH Program Capacity by Pyramid Levels.
a. Direct Health Care Services

Direct health care services are defined as basic health services. Such services are generally
delivered “one on one” between a health professional and a patient in an office, clinic, or emergency
room. Basic services include what most consider direct medical care, inpatient and outpatient
medical services, specialty care, allied health services, laboratory testing, x-ray services, dental care
and pharmaceutical products and services.

11 Colorado Department of Public Health and Environment
Colorado MCH Needs Assessment FY 2011-2015


http://www.mchcolorado.org/

Colorado MCH Needs Assessment FY 2011-2015 '

Block grant funding is no longer used to provide direct prenatal care services. Concerns regarding
direct health care services focus primarily on financial barriers, lack of public or private insurance,
and limited availability of providers serving low-income populations. It is anticipated that this will
change with the implementation of health care reform.

Colorado is far from reaching the Healthy People 2010 goal of 100 percent of people with health
insurance coverage, with only 80 percent of the population covered; low-income and minority
populations have even lower rates of health insurance coverage. The cost of employer-based health
insurance in Colorado has skyrocketed; the average annual cost to families increased from just over
$1,500 in the year 2000 to over $4,100 in 2008. Approximately 81 percent of Coloradans under the
age of 65 have health insurance of some kind; over 86 percent of those under 19 have health
insurance. These percentages are low, however, compared to other states. Colorado is ranked 36th
among all states and the District of Columbia based on the percent of persons younger than 65
years old who have health insurance coverage, 43rd for those under age 19, and 49th for those
under age 19 and below 200 percent of the federal poverty guideline. In fact, Colorado lags behind
most states in insurance coverage for all racial/ethnic and income groups.

The highest rate of coverage is found among White/Non-Hispanic individuals with over 87 percent
reporting that they have health insurance. By contrast, less than half of the Hispanic population
who are younger than age 65, with incomes below 200 percent of the federal poverty level (FPL)
have health insurance. These data only show the percentage of Coloradans with any health
insurance. It is unknown how many of those who are insured are also underinsured because
deductibles and co-payments act as barriers to receiving care.

Several programs are available to reach low-income families and those without health insurance.
Pregnant women and children living in households at or below the 200 percent of the federal
poverty level are eligible for health insurance coverage either through the Child Health Plan Plus
(CHP+) or Medicaid. Enrollments in these two programs have increased, and close to 400,000
Colorado children are now covered. A total of 6.1 percent of all Colorado children were enrolled in
CHP+ at some time between July 2007 and June 2008, and 23.4 percent of all Colorado children
were enrolled in Medicaid in the same period. Other health care services available to low-income
and uninsured persons include 15 community health centers that operate 138 clinic sites in 35
counties. These are non-profit centers where 90 percent of patients served have incomes below
200 percent of the FPL and 40 percent are uninsured by either public or private programs.

Another factor that contributes to access to care is the availability of health care providers. Healthy
People 2010 included an objective to increase the proportion of persons with a usual primary care
provider to 85 percent. The Primary Care Office of the Colorado Department of Public Health and
Environment estimates that over 1 million residents live in communities that have less than the
optimal number of primary health care providers. Several local or county indicators of poor
primary health care access include: the ratio of primary providers to the population, the distance
required to access care, the concentration of low-income residents, and the birth outcomes of
pregnant women in the service area. Based on these factors together, the communities with
greatest need for additional providers in Colorado are Commerce City and Strasburg and the rural
counties of Clear Creek, Conejos, Costilla, Dolores, Jackson, Moffat, Park, Saguache, Yuma, and the
eastern part of El Paso County.

Expansions in Medicaid and CHP+ coverage as well as an increase in the number and capacity of
community health centers have led to greater availability of providers, but access as described
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above is still not equivalent to demand. There continues to be limited access for children and
adolescents, including children and youth with special health care needs for primary care and
specialty care due to insurance coverage, as well geographic barriers. Access to prenatal care has
improved for women with Medicaid but eligibility enrollment processes can limit provider
availability. Providers are hesitant to accept a woman without confirmation that she is Medicaid
eligible, which limits early entry into care. The ability for undocumented uninsured individuals to
receive care is limited and difficult to track.

Nationally and in Colorado more attention is being paid to the need for preconception health care.
Clinical preconception heath care services for women are still limited to those with insurance
coverage. The Women’s Health Unit is engaged in efforts to increase awareness of the importance of
preconception health primarily through population and infrastructure building activities.

Family planning services have expanded in the last two years due to the advent of funding from an
anonymous donor and increased federal funding through Title X. Current data indicates that the
Title X Family Planning Program distributed about $4.7 million to 29 local public health and non-
profit agencies in 38 counties to provide family planning services to about 62,000 men and women
in FY09.

Increasing awareness of and access to mental health services, especially for women with
postpartum depression, has occurred over the last few years. The Women’s Health Unit has
engaged in activities that have developed infrastructure to address the issue and has worked with
partners to increase access to care. However, demand continues to exceed need and increasing
awareness of the issue among women and their providers is an ongoing challenge when referral
sources are few.

Access to oral health care services for low-income pregnant women is also limited, but several
efforts within the oral health and prenatal care arenas seek to address this issue. Issues include
provider’s awareness that care can safely be provided to pregnant women, as well as sufficient
numbers of providers who will accept public insurance. Access to dental care for pregnant women
is increasing due to training efforts among prenatal and oral health providers, but there continues
to be much need.

As with prenatal care, local public health agencies have moved away from direct care provision for
children with MCH block grant funds with the expansion of Medicaid and the State Children Health
Insurance Plan, the Child Health Plan Plus (CHP+) Program. These resources have increased access
to direct care for low-income populations. Challenges remain, especially for children who are
undocumented and therefore ineligible for Medicaid or CHP+. Again, the community health centers
are important sources of care for these children. However, community health centers are not
present in some of the sparsely populated rural areas of the state as well as in most of the resort
communities that have relatively large undocumented populations working in the service
industries.

Colorado continues to actively promote the development of school-based health centers, as this is
an effective means of providing both preventive and primary oral, medical and behavioral health
services for children and adolescents. Maternal and Child Health funds have been used as incentive
grants to expand the number of school-based health centers available throughout the state.
Additionally, foundation funds have supported these efforts.
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A number of projects have worked to increase access to oral health care for children and youth.

The department has received several Centers for Disease Control (CDC) and MCH Bureau grants
that have allowed infrastructure development, resulting in more awareness regarding access
issues. The percentage of children receiving Medicaid receiving at least one dental service annually
continues to increase, along with the number of children eligible for Medicaid and CHP+
reimbursed services. Community health centers have increased service capacity and in concert with
the non-profit sector continue to provide free and low-cost care as well as serve children with
private insurance.

The use of sealants continues to be a priority area for the prevention of caries. The Oral Health Unit
and private foundations support community-based sealant programs. Again the need vastly
exceeds the demand with only 28 percent of schools eligible for sealant program services offering
them. The Oral Health Unit continues to support a school fluoride mouth rinse program for
children in grades K-6 in areas where the drinking water is not fluoridated.

The CSHCN Unit houses the Health Care Program for Children with Special Health Care needs
(HCP). The program has discontinued the direct delivery of and payment for direct care, except for
some gap filling services described in subsequent sections. Services for low-income children are
typically reimbursed by Medicaid and CHP+. Providing services to undocumented individuals
remains an issue in this program, with care provided via community health centers and hospital
emergency rooms.

The majority of pediatric health care providers and pediatric multi-disciplinary centers are located
in the urban areas of the state. Pediatric medical subspecialty care is scarce in the rural areas where
the HCP specialty, diagnostic and evaluation, and genetics clinics try to fill the gap. The absence of
pediatric neurologists and mental health providers pose significant challenges, and newly trained
subspecialists are not available in rural communities. There is an increased demand for
pharmacological management of social /emotional disorders in all areas of the state. Medical
schools do not offer adequate training to physicians on these and other issues regarding the care of
CSHCN.

HCP also provides access to specialty services and coordination of primary and specialty care by
providing clinics in outlying and rural communities. In 2009, there were 2,428 community
encounters by public health contractors with other providers, agencies and organizations to
organize services for ease of use by families. Access to specialty medical providers was addressed
through 99 Specialty Clinics (Orthopedic 8, Neurology 64, Cardiology 5, Rehabilitation 18, and
Pediatric 4). There were 1,116 total completed patient visits offered through 14 specialty clinic
sites in 13 counties.

There continue to be large groups of other minority populations in Colorado. Services to overcome
language and cultural barriers for families that speak languages other than English are limited, but
are particularly important for families of children with special health care needs. The public health
community continues to develop the capacity to work with immigrant families and to learn about
the relationship of cultural beliefs to services for children with special needs.

b. Enabling Services

Enabling services are defined as services that allow or provide for access to the array of basic health
care services and supports. Enabling services include transportation, translation, outreach, respite
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care, health education, family support services, health insurance purchase, case management, and
coordination of care. These kinds of services are especially necessary for low-income populations
who are geographically or culturally isolated, and for those with special or complicated health
needs.

The Family Healthline is an information and referral service managed on behalf of the MCH
program by an information and referral specialty contractor, Maximus. It provides a critical
enabling function by linking the MCH population to needed services. Bilingual (Spanish and
English) information resource specialists assist individuals across the state to find a wide range of
health and human services. The phone line received 10,969 calls from October 2008 to September
2009, approximately 500 more calls than the previous year. Fourteen percent of the calls were
answered on the Spanish line. The majority of the referral requests are for WIC office information,
with most calls for services benefitting individuals under age 25. Forty-three percent of callers
indicate that they do not have health insurance.

Enabling Services for Prenatal Populations

The Women'’s Health Unit administers the MCH-funded services for the prenatal population, as well
as for Title X Family Planning services. The unit will administer, until the end of this year, the
Prenatal Plus Program for the Department of Health Care Policy and Financing. Prenatal Plusis a
Medicaid-funded program that provides care coordination, nutrition and mental health counseling
to eligible pregnant women who are at a higher risk for delivering low birthweight infants. The
program’s multidisciplinary approach uses professionals to effectively address risk reduction for
women enrolled in the program. Care coordinators address client needs throughout pregnancy and
up to 60 days postpartum. Concerns addressed include housing, nutrition, employment, domestic
violence, substance abuse, high life stress, and depression and/or other mental health problems
that may increase the risk of delivering a low weight infant. The Prenatal Plus Program serves
approximately 1,900 women in 21 counties through 34 sites comprised of local health agencies,
community health centers, private non-profit organizations, and hospital-based clinics.

Master settlement tobacco dollars fund the Nurse Home Visitor Program for implementing the
Nurse-Family Partnership (NFP) model, which is an evidence-based, community health program
that assists women pregnant with their first child. An eligible pregnant woman is partnered with a
registered nurse early in her pregnancy and receives ongoing nurse home visits (64 planned visits)
that continue through her child’s second birthday. Through ongoing home visits, mothers receive
the care and support they need to have a healthy pregnancy, provide responsible and competent
care for their children, and become more economically self-sufficient. The program has
disseminated nearly $13 million in master tobacco settlement funds to 19 local public health and
non-profits agencies for nurse home visitation services covering 53 of the states’ 64 counties
serving 2,590 mothers annually.

Enabling Services for Child and Adolescent Populations including those with Special Health Care
Needs

The majority of activities accomplished within the Child, Adolescent and School Health (CASH) Unit
are at the population-based and infrastructure building levels which will be discussed later.

Local public health agencies throughout the state continue to provide EPSDT outreach and case
management services under contracts with the Colorado Department of Health Care Policy and
Financing (HCPF). EPSDT outreach workers and case managers are employed in local public health
agencies around the state. The communication and cooperative working relationship between Title
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V and the Medicaid program has continued, as specified in the annual interagency agreement
between the department and Medicaid.

The HCP Program provides gap filling care coordination services, striving to avoid duplication while
complementing other similar services in the state. The HCP Program contracts with 15 counties to
serve as regional offices to provide administration and implementation of the program statewide.
Program planning and reporting process are implemented with state staff support and
consultation. HCP-sponsored clinic programs provide access to specialty medical care, genetic, and
diagnostic and evaluation services. These clinics are important in assuring that families have access
to specialized pediatric health services in rural and frontier areas of the state.

The Diagnostic and Evaluation (D&E) Program, also called the Diagnostic and Evaluation Clinics,
provides access to comprehensive, multidisciplinary, developmental evaluation services for
children who have or are suspected of having a developmental delay or disability. The program
provides the needed medical diagnosis for many children who do not have access to a
developmental pediatrician. It is community-based and coordinated with the Colorado Department
of Education's Child Find and other local specialty providers. To ensure that D&E clinics are part of
a child's medical home, training and consultation are provided to primary care physicians.

HCP has developed a care coordination definition describing three levels of coordination, service
standards and an evaluation process. The care coordination definition and standards are used with
Medicaid EPSDT Outreach, children receiving clinic services, the Colorado Responds to Children
with Special Needs birth defects registry, and for infant hearing screening follow-up.

Public health nurses and HCP's regional office teams work to assure that there is coordination at
the local level for all services needed by families and children. All local HCP agencies provide
resource and referral information. Each HCP agency provides care coordination services to targeted
populations depending on community need, capacity, and reimbursement. Additionally, local
systems building services are provided in every county. Most local HCP staff members are also
involved in other interagency work such as serving on child protection teams, working with school
districts to support parents in special education staffing, and developing Individual Education Plans
or Individual Family Service Plans.

c. Population-Based Services

The state MCH Program has shifted to population-based and infrastructure building activities.
More information about these activities can be found in Section III of the block grant application.

Population-based activities are defined as those that are intended for and available to the entire
population, rather than for a select group of individuals. Disease prevention, health promotion, and
population outreach come under this heading. Population-based services are services generally
available for all women and children in the state.

The Women'’s Health Unit has undertaken a number of initiatives to build the capacity of state and
local MCH staff to provide population-based services. In 2000, the Women's Health Unit released a
report that showed that one of the contributing factors to the high rate of low birthweight infants in
Colorado was inadequate weight gain among 25 percent of pregnant women. The report led to the
initiation of a statewide campaign, A Healthy Baby is Worth the Weight, to promote adequate
weight gain during pregnancy. Over time the campaign has been renamed the Healthy Baby
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Campaign and has expanded to include prenatal smoking cessation and preconception care
information. The campaign uses social marketing techniques, targeted materials, training, and an
informational website (www.healthy-baby.org) to reach out to prenatal care providers and
consumers. An action guide was developed for use by local health agencies in implementing the
campaign.

Since the provision of family-centered, community-based, coordinated care including care
coordination is another responsibility of the HCP Program, the program is engaged in a public
education campaign to assure that all families of children with special health care needs know
about the services that are available to them. The campaign also targets health care providers and
partner agencies.

Through the state health department’s laboratory, the Newborn Screening Program provides
screening at birth and again at eight to 14 days of age for a variety of metabolic and genetic diseases
for all infants born in the state. The program provides data to ensure appropriate follow-up with
contract sites. The Newborn Hearing Screening Program connects hospital birth certificate clerks
and hospital audiologists with local HCP and early intervention personnel to ensure follow-up
screening and referral for early intervention services. The metabolic screening program connects
families with The Children’s Hospital and community-based services. The program contracts with
The Children’s Hospital for follow-up services and makes connections to community supports to
promote a medical home approach for children with metabolic conditions. This is a program that
works at all level of the pyramid with the state role being primarily at the population and
infrastructure levels.

The Colorado Infant Hearing Program tests the hearing of infants at birth to identify deaf and
hearing impaired infants and makes appropriate referrals. The Newborn Hearing Screening
program provides support to communities that have low follow-up rates, by developing local Early
Hearing Detection and Intervention (EHDI) teams to develop systems for follow-up and referral
into early intervention. The Colorado Infant Hearing and Newborn Screening Advisory Committee
address standard practices, funding, and program development. The committee is comprised of
parents, consumers, public health professionals, physicians, and other stakeholder state agencies.
This is a program that works at all level of the pyramid with the state role being primarily at the
population and infrastructure levels.

The Colorado State Genetics Program works to protect and improve the health of all Coloradans by
promoting the availability of high quality, comprehensive genetic diagnostic, counseling, screening,
treatment, and referral services. This is a program that works at all level of the pyramid with the
state role being primarily at the population and infrastructure levels.

Fluoridation remains a top priority for preventing dental decay. Roughly 75 percent of Coloradans
on public water systems receive optimal levels of fluoride in their drinking water. However, the
issue continues to be a hotly debated public health strategy with multiple town councils and public
referenda, requiring strong advocacy and education efforts on the part of the Oral Health Unit.

d. Infrastructure-Building Services
The Tobacco Cessation Workgroup for Pregnant Women and Medicaid Recipients was developed

with the State Tobacco Education and Prevention Partnership (STEPP) to address the high rates of
tobacco use among these populations. The group’s goal is to increase the use of the Colorado
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QuitLine tobacco cessation counseling service and Medicaid's tobacco cessation benefit. The staff
also worked with the QuitLine to enhance the protocol to more effectively target pregnant women.

Prenatal smoking cessation clinical guidelines have been established. State and community
personnel participate in an action learning lab addressing prenatal smoking cessation. Work with
the health department’s Diabetes Program, led to the development and dissemination of
comprehensive guidelines for the diagnosis and treatment of gestational diabetes. Two action
guides were developed for use by local public health agencies in addressing the low birthweight
rate and teen pregnancy prevention. In 2009, preconception care clinical guidelines have also been
developed with community partners.

WHU staff members also participate in a number of groups related to community-based health
systems, including the Medical Policy Advisory Committee, Policy Advisory Committee and the
Medicaid Waiver Advisory Committee established for the Title X Family Planning program.

WHU staff serves on a number of teams, with public and private partners. These groups include the
Adolescent Sexual Health Team, the Advisory Council on Adolescent Health, Colorado Clinical
Guidelines Collaborative, Colorado Nurse-Family Partnership Coordination Team, Colorado
Perinatal Care Council, Folic Acid Task Force, HealthyWomen /HealthyBabies, Infertility Prevention
Project Regional Advisory Committee, March of Dimes State Programs Committee, Tobacco
Cessation Workgroup for Pregnant Women and Medicaid Recipients, Sexual Risk Prevention Group,
Cessation Resource Alliance, Covering Kids and Families Workgroup, Maternal Mortality Review
Committee, Prevention First NARAL Education Committee and the U.S. Department of Health and
Human Services/ Office of Public Health and Science/ Women'’s Health/ Region VIII Partners.

Advisory groups convened by the CASH Unit include the following coalitions and boards. The Early
Childhood Partners is a multi-disciplinary group of public and private early childhood stakeholders
who advised in the creation, and now implementation, of the Early Childhood Colorado Framework
in Action State Plan.

The Interagency School Health Team serves as the advisory group for the Coordinated School
Health Program. The Advisory Council on Adolescent Health is an interdisciplinary group of
adolescent health experts and community advocates, who advise the Colorado Department of
Public Health and Environment, educate and inform the public, and advocate for policies and
programs to improve the health and well-being of all Colorado adolescents.

The Colorado Youth Development Team is a public-private partnership of youth and professionals
who raise awareness and promote the implementation of positive youth development efforts and
strategies across the State of Colorado. The Youth Partnership for Health (YPH) is composed of 25
diverse youth, recruited from all parts of the state. YPH advises the state health department on
policies and programs that affect adolescents. The Tony Grampsas Youth Services (TGYS) Board is
an 11-member, board that provides guidance and oversight for the TGYS Program.

Collectively, these advisory groups include representatives from the Department of Human Services
(Divisions of Behavioral Health Services, Child Care, Youth Services, Child Welfare, and the Office of
Homeless Youth); the Department of Transportation; the Department of Education (Coordinated
School Health Program, School Nursing Services, Special Education Services, and other early
childhood initiatives); the Department of Public Safety; the Colorado State University Cooperative
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Extension Program; higher education; Colorado-based foundations and other many other public
and private partners.

The Child, Adolescent, and School Health (CASH) Unit administers Title V funding as well as other
federal and state-funded grants directed at child and adolescent health and well-being. A variety of
state and federally funded programs are administered by the unit to address the needs of children,
youth and families The Early Childhood Team is currently focused on the following
programs/initiatives: the Early Childhood Comprehensive Systems Grant, the Early Childhood
Health Integration Initiative, the Assuring Child Health and Development Project, and the Early
Childhood Obesity Prevention Needs Assessment Project.

The Early Childhood Systems (ECCS) Grant supports a statewide alliance of early childhood
partnerships working together to create a comprehensive system for young children birth to age
eight and their families. The Early Childhood Colorado Framework and the Framework in Action
State Plan were developed to guide the state’s systems-building efforts. Colorado's Lieutenant
Governor has identified early childhood issues as a top priority and the ECCS Director, a CDPHE
employee, is now physically located within the Office of the Lieutenant Governor.

The CASH Unit receives funding from a local foundation to provide technical assistance to
Colorado's local early childhood councils who are Early Childhood Health Integration grantees. The
technical assistance supports the integration of health into local early childhood systems-building
efforts. A staff person was hired to assist the local councils in the development and implementation
of local health integration plans.

Colorado is in the second year of a five-year funding cycle for the Coordinated School Health
Program from the Centers for Disease Control and Prevention. The Coordinated School Health
Initiative is a CDC-funded partnership to build state and local infrastructure to support the
coordinated school health model, with an emphasis on nutrition, physical activity and smoking
prevention. An adolescent and school health team, within the CASH Unit exists to maximize
integration between the School-Based Health Center Program and the Coordinated School Health
Program.

The CASH and HCP Units are working to implement the Assuring Better Child Health and
Development (ABCD) Project that focuses on promoting the use of standardized developmental
screening tools in primary health care settings to help increase early identification of
developmental concerns.

The Colorado Medical Home Initiative promotes a team-based approach to providing health care.
The Medical Home Initiative is another collaboration effort led by the CSHCN Unit that addresses
the medical home national performance measure. The initiative consists of a state strategic
planning group and the Medical Home Advisory Board. That includes staff from the state Family
Voices advocacy group, the University of Colorado Health Sciences Center, the Colorado
Department of Education, mental health providers, health care financing experts, and primary
health care providers.

Colorado Responds to Children with Special Needs (CRCSN) is Colorado's birth defects monitoring
and prevention program. CRCSN maintains a database with information about young children with
birth defects, developmental disabilities, and risks for developmental delay. The program provides
data to other programs, agencies, and researchers. CRCSN and HCP share data so that HCP can link
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children and families, who have been identified with birth defects and related disabilities, with
early intervention services through the HCP CRSCN notification program.

The Health Care Program for Children with Special Needs (HCP) is the lead program that manages
the infant hearing screening and follow-up program, the Colorado Responds to Children with
Special Needs notification follow-up, the newborn metabolic/genetic screening follow-up, and the
Colorado Medical Home Initiative to provide a medical home for all children and youth with special
health care needs. HCP coordinates with other agencies to provide public education about various
diagnoses and disorders such as newborn prematurity, fetal alcohol syndrome prevention, child
abuse prevention, traumatic brain injury, autism spectrum disorders, and genetics. The Colorado
State Genetics Program works to protect and improve the health of all Coloradans by promoting the
availability of high quality, comprehensive genetic diagnostic, counseling, screening, treatment, and
referral services.

The Health Care Program for Children with Special Needs (HCP) carries out many infrastructure-
building services to promote comprehensive systems of care and development of medical homes.
The HCP Program is responsible for building family-driven, sustainable systems of health services
and supports for children and youth with special needs. HCP’s state and community level multi-
disciplinary teams have moved from a clinical-oriented system to one focused on medical home,
screening and the development of local systems of care.

HCP works with agencies at the state and local levels to develop statewide networks of durable
medical equipment loaner banks for families. HCP has created the Communities in Faith Initiative
through the HCP state Parent Consultant. The mission of this group is to link people with special
needs to faith organizations that can address their needs. HCP also works to increase collaboration
with Vocational Rehabilitation, Child Welfare, Juvenile Justice, Youth Corrections, Family Medicine,
and the Community Health Network.

Other Specific Programs
The Colorado Department of Human Services, in particular the Division of Developmental

Disabilities is an essential partner of the Children with Special Health Care Needs Unit within the
MCH Program. Together the agencies offer services for children served by the Colorado Department
of Human Services and the Health Care Program for Children with Special Needs. Programs include
the Colorado Department of Human Services’ Early Intervention Colorado; Family Support Services
Program for families with a member who has developmental disabilities; Children's Extensive
Support Waiver for Children Birth to 18 who are at high risk for out-of-home placement; and the
Children's Medical Waiver for Children Age Birth to 18 with Developmental Disabilities that allows
access to Medicaid state plan benefits regardless of parental income. The HCP program also works
closely with Early Intervention Colorado to implement HCP care coordination standards, and to
define respective roles in serving infants and toddlers with special health care needs at the
community level. An HCP staff member represents the program and the department on the
Interagency Coordinating Council and the state level Memorandum of Understanding committee.

Blind and disabled individuals under the age of 16 receive rehabilitation services under Title XVI
(SSI). All SSI beneficiaries under 16 years of age are automatically eligible for Medicaid.
Community-based EPSDT outreach workers call all newly enrolled SSI beneficiaries to assess
whether each child's medical and support needs are being met. In the majority of cases, Medicaid is
covering all of the medical needs. HCP staffs at the community level become involved when families
have more complex medical or psychosocial needs needing care coordination.
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As stated earlier and illustrated throughout this application, work accomplished by the MCH
Program is done in collaboration with other stakeholders. The Women’s Health Unit also works
with the STD/HIV Section at CDPHE and with providers on the Colorado Clinical Guidelines
Collaborative. Representatives from relevant medical associations representing nurses,
pediatricians, family practice and other specialty physicians are participants in the work of the
Child, Adolescent and School Health and Children with Special Needs Units. The WIC Program is a
partner with MCH especially in the areas of breastfeeding promotion and reduction of obesity
among children.

5. Selection of State Priority Needs

List of Potential Priorities:

As noted earlier, expert panels were commissioned, during Phase I of the process, to identify
potential MCH priority issues. Upon completion of the process in December 2009, final
recommendations from each panel were summarized. Members of the MCH Steering Committee
reviewed the recommendations, aggregated themes and created a summary list of potential MCH
priorities by target population, for use in Phase II (Appendix D).

The potential priorities considered for inclusion met criteria outlined early in the expert panel
process. Potential issues were considered in terms of the MCH /public health role, the existence of
strategies for intervention, and the ability to demonstrate outcomes/results within five years using
established indicators to measure and demonstrate progress. These criteria were summarized as
“DIP” (e.g., the potential priority needed to be “doable, important and a clear public health role).
Quantitative data supporting the magnitude and severity of the issue were included in discussion of

the issue’s “importance.” Priorities that met these criteria were recommended for consideration
during Phase II of the needs assessment process.

State and local stakeholders prioritized their top three issues via online survey during Phase II. At
the same time, a second survey asked local public health directors to assess agency capacity for
each potential priority area. Aggregate results from both the MCH issue and capacity assessment
stakeholder surveys were reviewed by members of the MCH Steering Committee during the Phase
I1I final prioritization process. Top stakeholder priorities aligned fairly consistently with the final
priorities chosen by the state.

Potential priority issues that were not chosen for inclusion in the final set of nine are discussed by
population.

Early childhood (birth-age 8), including children with special health care needs

The following potential priorities were not chosen by the MCH Steering Committee.
e Increase system capacity to provide mental health services and supports for early childhood
population;
e Increase comprehensive, coordinated care through a medical home approach (physical,
mental, oral, and preventive health focus) for the early childhood population;
Increase health and safety in early learning and school settings;
e Increase parent engagement and leadership at the program, community and policy levels.
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Increasing system capacity to provide mental health services and supports for the early childhood
population was viewed as being too broadly focused. In addition, MCH staff involvement in early
childhood systems building efforts already includes mental health as a component of the early
childhood framework. Given this existing investment, the decision was made to continue those
efforts without resourcing a separate mental health systems effort.

Increase comprehensive, coordinated care through a medical home approach (physical, mental,
oral, and preventive health focus) for the early childhood population is currently being addressed
through National Outcome Measure 2. Additional specificity was added to the chosen priority,
changing the focus to a reduction of systems barriers.

Increasing health and safety in early learning and school settings began with the federal investment
in this area through MCHB CISS funding. Colorado’s success in working with partners to address
this issue led to other entities assuming a leadership role in this area.

Increasing parent engagement and leadership at the program, community and policy levels was
ultimately viewed as a programmatic strategy versus a priority. Family involvement will serve as a
key component of many strategies employed in implementing the new priorities.

Children and adolescents (ages 9 - 21 years), including children and youth with special health care

needs

The following potential priorities were not chosen by the MCH Steering Committee.
e Improve access to behavioral health services for children and youth;

Increase utilization of health services for children and youth;

Prevent substance use/abuse among youth;

Prevent/reduce overweight and obesity among children and youth;

Increase implementation of positive youth development strategies.

Improving access to behavioral health services for children and youth and increasing utilization of
health services for children and youth were viewed as being outside of the MCH sphere of influence,
particularly as the state attempts to minimize investments in direct and enabling services in order
to resource population-based efforts. The issue’s broad focus also led to concerns about the state’s
ability to demonstrate tangible results/improvements within five years, one of Colorado’s guiding
principles for the needs assessment process. In addition, access should improve with the advent of
health care reform.

Preventing substance use/abuse among youth did not fall within the MCH sphere of influence, with
primary state responsibility for this issue residing within the Alcohol and Drug Abuse Division at
the Colorado Department of Human Services. Preventing/reducing overweight and obesity among
children and youth relates to National Performance Measure 14, therefore the decision was made to
focus on early childhood obesity prevention in alignment with the state’s emphasis on primary
prevention and early programming. Positive youth development was not selected as a priority, as it
was considered to be a key strategy related to two of the chosen priorities, youth sexual health and
youth systems building.
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Women of reproductive age (15 - 44 years)

The following potential priorities were not chosen by the MCH Steering Committee.
e Decrease tobacco use during pregnancy;
e Improve systems and infrastructure for addressing mental health for women of
reproductive age;
e Decrease low birthweight among infants.

The Center for Healthy Living and Chronic Disease Prevention includes the State Tobacco Education
and Prevention Partnership (STEPP) which resources smoking cessation activities. MCH will work

in partnership on these efforts. Improving systems and infrastructure for addressing mental health
for reproductive-age women was again viewed as a broadly focused issue beyond the scope of MCH.

Colorado’s long-term efforts to address the state’s low birthweight rate have not resulted in any
significant reductions in the rate. The Steering Committee excluded this issue as a priority given
the absence of evidence-based interventions to address this issue at the public health level coupled
with the low probability of demonstrating measurable impact within five years. Given Colorado’s
high rate, this issue will be reconsidered once clear evidence is available to guide successful
interventions.

Methodologies for Ranking/Selecting Priorities:
Once the results for the Phase Il survey were aggregated and local capacity assessed, MCH staff
prepared “Issue Papers” for each of the 21 potential priorities (Appendix D), to justify the inclusion
of the issue in the final set of state priorities. The papers summarized the following:
e Data to support the need to address the issue, including health equity impact;
Effective interventions/strategies to address the issue;
The MCH public health role in implementing the interventions;
The state and local capacity that currently exists to implement the interventions ;
A description of how MCH can create an impact (e.g., is the issue within the MCH “sphere of
influence”);
e The population-based measures that could be used to demonstrate the MCH impact on the
issue, e.g., the expected “result” and the indicator that could be used for measurement.

The issue paper template is included in Appendix G.

Members of the Steering Committee met for two days to determine the final 7-10 MCH priorities for
2011-2015. Steering committee members presented the issue papers to the group, with
consideration given to the local capacity assessment score and the issue’s average rank on the
Phase II stakeholder survey. This discussion also included an assessment of state capacity to
address the issue, using the scoring criteria developed for the local capacity assessment survey.
(Please see section entitled “Methods for assessing state capacity.”)

In addition, the group constructed a pie chart, entitled the “MCH Scope of Work (SOW)”
representing the current responsibilities for each core MCH Unit to assure that new priorities could
ultimately be addressed and realistically resourced. The chart identified the mandatory/formal
commitments, including the 18 National MCH Performance Measures that would continue to be
addressed regardless of the priority issues chosen along with discretionary efforts from which
resources could potentially be re-directed to address new MCH priorities. As the issue papers were
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reviewed, the group determined where the issue best “fit” within the MCH SOW in an attempt to
assure that the new priorities would ultimately be resourced and implemented.

The group was then asked to rank the issue on a grid according to impact (vertical axis) and
feasibility (horizontal axis). An example of a summary worksheet illustrating the final prioritization
process is included in Appendix H: Priority Setting Grid. The eleven issues that ranked high on both
impact and feasibility were again prioritized using the following criteria: congruence with the
guiding principles; life course implications; state and local capacity, resource re-allocation
requirements, and state/local responsibility. Nine issues remained after this second process,
becoming the state’s new priorities for FY2011-2015.

Next steps involved determining the State Performance Measure and/or National Performance or
Outcome Measures that aligned with each priority. Staff ultimately responsible for crafting an
implementation plan for each priority was charged with submitting potential state measures to the
Steering Committee. These implementation teams included staff from multiple units within the
division, thus meeting the state’s original goal of working more horizontally across units on MCH
issues. Priorities were further modified to fit with existing measurement and data sources were
verified to assure appropriate reporting of data during the five- year period. Appendix I includes
Colorado’s final MCH priorities and state performance measures.

Priorities Compared with Prior Needs Assessment:
As noted in the “Goals and Vision” section of this summary, Colorado’s planned outcomes from the

needs assessment process differed significantly from those identified in FY 2005-2010. To foster
integration of efforts horizontally among MCH units, staff felt that it was important to include
children and youth with special health care needs with all children and youth, as opposed to
considering their needs separately. The overall goal of the process focused on identifying a set of
focused priorities that could be acted upon at some depth so that results, even preliminary ones,
would be achievable and evident in five years. Strategies employed to achieve results were to be
evidence-based/ promising practices or interventions grounded in sound public health theory or
research and consistent with the mission and scope of Colorado’s MCH Program. A clear MCH public
health role needed to exist in order for an issue to be considered as a potential priority.

Many of the ten MCH priorities chosen by Colorado for FY2005-2010 did not align with the guiding
principles for the process outlined above, lacking focus, specificity, evidence-based strategies for
intervention and measurable outcomes. Given this rationale, only one of the previous priorities
(teen motor vehicle injury and fatality) was retained for FY2011-2015.

Priority Needs and Capacity:

During the needs assessment process, Colorado reaffirmed an earlier commitment to prioritize
efforts in the population-based and infrastructure building components of the MCH pyramid.
Although the final implementation plans for each priority have not yet been finalized, it is unlikely
that direct services will be employed as a strategy for addressing any of the priorities. Population-
based and infrastructure building strategies will be prioritized to address Colorado’s new MCH
priorities, with the addition of enabling services as appropriate.

Once staff has completed the implementation planning process, resources will be shifted from
discretionary components of the MCH scope of work to address the new priorities. Some of the
priorities will be addressed with greater depth than others; however, implementation efforts will
be put in place for all identified priorities. Core principles driving the process assured that the
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priorities chosen would be addressed and measurable progress achieved in five years. The
Steering Committee ultimately did not prioritize issues when capacity did not exist. Interestingly,
average capacity scores did not vary greatly among the priorities chosen, averaging between some
to adequate on both the state and local assessments.

MCH Population Groups:
As noted in Appendix I, priority numbers 1, 2, and 7 address women of reproductive age, while
numbers 3-9 address children and youth, including those with special health care needs.

Priority Needs and State Performance Measures:

2011 - 2015 Colorado’s Nine Priorities and Ten Accompanying State Performance Measures

Priority 1: Promote preconception health among women and men of reproductive age with a
focus on intended pregnancy and healthy weight.
e SPM 1: Percentage of sexually active women and men ages 18-44 using an effective
method of birth control to prevent pregnancy. (BRFSS)
e SPM 2: Percentage of live births to mothers who were overweight or obese based on
BMI before pregnancy. (Birth certificate)

Priority 2: Improve screening, referral and support for perinatal depression.
e SPM 3: Percent of mothers reporting that a doctor, nurse, or other health care worker
talked with them about what to do if they felt depressed during pregnancy or after
delivery. (PRAMS)

Priority 3: Improve developmental and social emotional screening and referral rates for all
children ages birth to 5.
o SPM 4: Percent of parents asked by a health care provider to fill out a questionnaire
about development, communication, or social behavior of their child ages 1 through 5.
(Child Health Survey - CH169)
e SPM 5: Percentage of Early Intervention Colorado referrals coming from targeted
screening sources. (Early Intervention Colorado)

Priority 4: Prevent obesity among all children ages birth to 5.
e SPM 6: Percentage of live births where mothers gained an appropriate amount of weight
during pregnancy according to pre-pregnancy BMI. (Birth certificate)

Priority 5: Prevent development of dental caries in all children ages birth to 5.
e SPM 7: Percent of parents reporting that their child (age 1 through 5) first went to the
dentist by 12 months of age (Child Health Survey - CH63a)

Priority 6: Reduce barriers to a medical home approach by facilitating collaboration between
systems and families.

e There is no state performance measures associated with this priority. However, this
priority is measured by National Performance Measure 3 - The percent of children with
special health care needs age 0 to 18 who receive coordinated, ongoing, comprehensive
care within a medical home. (National CSHCN Survey) and National Outcome 2 - All
Children will receive comprehensive, coordinated care within a medical home.
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Priority 7: Improve sexual health among all youth ages 15 -19.
e SPM 8: Percentage of sexually active high school students using an effective method of
birth control to prevent pregnancy (YRBS).

Priority 8: Improve motor vehicle safety among all youth ages 15 - 19.
e SPM 9: Motor vehicle death rate for teens ages 15-19 yrs old.

Priority 9: Build a system of coordinated and integrated services, opportunities and supports
for all youth ages 9-24.
e SPM 10: The percentage of group members that invest the right amount of time in the
collaborative effort to build a youth system of services & supports. (Wilder
Collaborative Factor Inventory)

Appendix I lists the state priority needs, in table format ,along with the corresponding State and/or
National Performance/Outcome Measures that will be used to evaluate progress. Each of the
priorities is linked with at least one and sometimes multiple state and national measures. The state
measures were chosen since, in all but one case, current population data sets (e.g., vital statistics,
PRAMS, the Colorado Child Health Survey, BRFSS and/or YRBS) included data that aligned with the
state performance measure. Wording used in a number of the state performance measures mirrors
that used in the data source.

In developing the state measures, Colorado attempted to identify intermediate measures for
specific aspects of the priority in order to demonstrate measurable progress within five years.
Given the difficulty of impacting the national performance measures, the Steering Committee
members felt that progress on intermediate measures might ultimately inform the next level of
interventions needed to address more distal population-based measures.

A number of Colorado’s new priorities cross MCH populations. For example, preventing obesity
among all children ages birth through age 5 will include strategies addressing appropriate weight
gain during pregnancy along with interventions related to infant feeding practices, infant weight
gain, etc. for children with typical and special health care needs.

6. Outcome Measures - Federal and State

The following section offers a brief discussion of outcome measures. Colorado’s FY2011 block
grant application describes the relationship between state MCH Program activities and the National
and State Performance Measures. As indicated in the guidance, a wide variety of factors influence
outcome measures. The state has found it difficult to significantly address such a wide array of
national and state performance and outcome measures given the limited resources available under
the auspices of the MCH Block Grant. Progress on distal population-based measures requires
targeted efforts and resources. The state has attempted to identify, through the FY2011-2015
needs assessment process, intermediate measures to establish a series of systematic steps that may
ultimately lead to progress on more distal performance and outcome measures. To this end,
Colorado’s guiding principles for this needs assessment embraced the notion of focus, so that the
state targeted fewer issues at more depth in an attempt to demonstrate results within five years.

As noted earlier, Colorado priorities focus on primary prevention and early intervention, which
theoretically should ultimately impact health outcomes related to infant (neonatal and
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postneonatal), perinatal and child mortality. Employing intermediate measures will assist the state
in systematically implementing and evaluating strategies that may, over the course of time, impact
these larger health outcomes. Given this emphasis on intermediate measures and the input
gathered in the needs assessment process, Colorado chose not to add any state outcome measures.

The following offers an assessment of Colorado’s progress in the areas measured by the six national
outcome measures and the state outcome measuring addressing the measure looking at low birth
weight rate for the period of 2003-2008:

e Colorado’s Black/White infant mortality ratio declined from 3.7 in 2003 to 2.5 in 2008. The
ratio is still above the 2010 target of 2.0 for Colorado.

e The perinatal mortality rate declined 6 percent from 6.7 in 2003 to 6.3 in 2008, although the
current rate is higher than the Healthy People 2010 target rate of 4.5 per 1,000. The rate
includes infant deaths from birth up to one week plus fetal deaths of gestational age 28
weeks or greater.

o The low birthweight rate decreased slightly over the five-year period from 9.1 percent in
2003 to 8.9 percent in 2008. Colorado’s low birthweight rate is still far higher than the
Healthy People 2010 target of 5.0 percent.

e The death rate for children ages 1 through 14 declined 12 percent from a rate of 20.2 per
100,000 in 2003 to a rate of 17.8 per 100,000 in 2008. The current rate is close to the
Colorado 2010 target of 15.0 per 100,000.

However, some important measures of maternal and infant health had not improved or have
worsened in that five-year period:

e The preterm birth rate in 2003 was 9.6 percent. It has fluctuated over time with a high of
10.2 percent in 2005, returning to 9.6 percent in 2008. The Healthy People 2010 target is
7.6 percent.

e The infant (under one year of age) mortality rate has increased slightly from a rate of 6.0
per 1,000 live births in 2003 to a rate of 6.2 per 1,000 live births in 2008. The current rate is
higher than the Healthy People 2010 target of 4.5 deaths per 1,000 births.

o The neonatal (within the first 28 days of life) mortality rate, at 4.4 deaths per 1,000 live
births, is considerably higher than the Healthy People 2010 target of 2.9 and has remained
unchanged in the five-year period.

e The postneonatal (between 28 days and one year of life) mortality rate was 1.7 per 1,000
live births in 2003. The rate increased slightly to 1.8 per 1,000 live births in 2008. The
current rate is above the Healthy People 2010 target of 1.2 deaths per 1,000 births.

Infant, Neonatal and Postneonatal Mortality
These three measures have all increased slightly or remained unchanged during 2003-2008. A

previous state study of infant mortality using the Periodic Periods of Risk methodology indicated
that the most important factors contributing to infant mortality in Colorado are those that impact
women prior to and during pregnancy. The high level of unintended pregnancy in the state and the
proportion of women without access to effective contraception, along with the low birth weight
rate most likely impact the neonatal mortality rate. Technical assistance and support are offered to
assist agencies in using the Perinatal Periods of Risk tool to analyze infant mortality on a
community basis.

The MCH Program is placing more emphasis on preconception health as part of the new five-year
work plan. The Women'’s Health Unit has instituted the Healthy Baby Campaign as a community-
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based intervention to address two key factors associated with low weight births: adequate weight
gain during pregnancy and smoking cessation.

The MCH Program continues to monitor trends and provide information to local health
departments. Women’s Health Section staff participate in committees projects such as the Colorado
Perinatal Care Council and community-based efforts such as the Black Infant Mortality Project
sponsored by the Tri-County Health Department.

Black/White Infant Mortality

Infant mortality rates are higher among Black infants than in White/Hispanic or White /non-
Hispanic populations. Rates for other racial groups comprise fewer than two percent of all infant
deaths. The Black infant mortality rate has consistently been double the White/Hispanic rate, and
was more than triple the White/non-Hispanic rate at the end of the decade. Neonatal death rates
have the greatest influence on the infant mortality rate, contributing at least two-thirds of all infant
deaths in Colorado. Neonatal mortality rates are highest among Blacks and are markedly lower
among White/Non-Hispanics and White/Hispanics.

Child Death Rate

The death rate for children ages 1 through 14 declined 12 percent from a rate of 20.2 per 100,000
in 2003 to a rate of 17.8 per 100,000 in 2008. The current rate is close to the Colorado 2010 target
of 15.0 per 100,000.

Deaths to children in this age range occur for a variety of reasons including intentional (suicide,
homicide) and unintentional (falls, motor vehicle crashes) injuries, infectious and chronic diseases,
malignant neoplasms, and congenital anomalies. In 2008, a total of 172 deaths to children ages 1
through 14 occurred in Colorado. Of these, 29 percent (50 deaths) were caused by unintentional
injuries. In 2003, there had been 181 deaths to children, of which 36 percent (66 deaths) were
caused by unintentional injuries. The reduction in unintentional injury death over the period was
the major reason that the overall child death rate dropped. And the decline in unintentional injury
is due to a decline in motor vehicle deaths.

A number of programs or projects within the Children, Adolescent, and School Heath and the Injury,
Suicide and Violence Prevention Units include active involvement in child safety measures such as
car seats, graduated driver’s licenses for teens, and statewide suicide prevention efforts.

ANNUAL NEEDS ASSESSMENT SUMMARY

1. Year that Needs Assessment is Due—Needs Assessment Summary

For the 2010 Colorado needs assessment and planning process, the state used a conceptual
framework that integrated a strengths-based approach with the goal of optimizing health and well-
being among the MCH population across the life course. The approach took into account that a
complex interplay of biological, behavioral, psychological, and social factors (e.g., both risk and
protective) contribute to health outcomes (e.g., the Life Course Health Development Model). In
alignment with this model, the influence of early life events (early programming) and critical
periods across the life course were considered with attention given to the cumulative impact of
experiences over time, which resulted in an emphasis on primary prevention and early
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intervention. The social determinants of health were also considered as factors that shape the
health of individuals and communities.

For purposes of assessment and strategic planning, the MCH population was defined as women,
children, adolescents, children with special health care needs, and families. The MCH population
was further subdivided into women of reproductive age (ages 15-44), early childhood (ages birth-
8), including children with special health care needs and child/adolescent (ages 9-21), including
children and youth with special health care needs.

The MCH Needs Assessment Steering Committee with the leadership of the MCH Director
established the overall strategic direction and methodology for the needs assessment while
providing the ongoing project management and oversight for the process. The process focused on
identifying a set of specific priorities that could be acted upon at some depth so that results, even
preliminary ones, would be achievable and evident in five years. Strategies employed to achieve
results were to be evidence-based/ promising practices or interventions grounded in sound public
health theory or research and consistent with the mission and scope of Colorado’s MCH program. A
clear MCH public health role needed to exist for an issue to be considered as a potential priority.
The process involved multiple state and community stakeholders/partners to enhance
collaboration, and looked for opportunities to coordinate and integrate MCH efforts across the MCH
continuum. The needs assessment served as a catalyst, fostering an integration of work activities
across all MCH-related programs in CDPHE. Colorado employed a strategic planning process to
examine how these new priority areas could be incorporated into the existing MCH scope of work.

The Steering Committee received support and counsel from the MCH Needs Assessment Advisory
Committee, a group of external and internal stakeholders who served as advisors to the needs
assessment process. This group convened twice during the during the 16-month project
implementation period; initially providing critical feedback regarding the process methodology in
August of 2009 and participating in a pilot and set of focus groups to finalize the Phase II
stakeholder survey in February 2010. The Advisory Committee, along with other stakeholders, will
be reconvened in September 2010 to review Colorado’s new MCH priorities to identify future
collaborative opportunities.

The Needs Assessment Steering Committee employed a three-phase methodology in planning and
implementing Colorado’s needs assessment. During Phase I, staff devised two strategies to solicit
both qualitative and quantitative data to identify potential MCH priority areas. The first strategy
involved convening a group of ten subject matter experts for each MCH population who served as
expert panelists charged with identifying potential focus areas for future MCH. Panelists were
presented with a series of background documents to inform the process and the panels were guided
by a set of expectations regarding data-based decision making, prioritization criteria and desired
outcomes. Prioritization criteria included considering potential issues in terms of the MCH /public
health role, the existence of strategies for intervention, and the ability to demonstrate
outcomes/results within five years using specific indicators that could measure and demonstrate
progress.

The second Phase I strategy involved creating an updated version of the Colorado MCH Health
Status Report, which served as a means for compiling and analyzing quantitative MCH population
data. The revised report used a life course perspective. The report also complements the state and
county MCH data sets developed under the auspices of the State Systems Development Initiative
(SSDI) grant.

290 Colorado Department of Public Health and Environment
Colorado MCH Needs Assessment FY 2011-2015



Colorado MCH Needs Assessment FY 2011-2015 | i\

At the end of the expert panel process, results were summarized from all three groups and
presented to the Steering Committee, along with the preliminary draft of the Colorado MCH Health
Status Report. As expected, the focus areas identified by the three expert panels overlapped due to
the impact that many of the issues identified exert throughout the life course. Phase |, then,
concluded with the identification of 21 potential MCH priorities, generated by the expert panels,
spanning the three populations.

During Phase I], the potential priorities identified by the expert panels were presented to key
stakeholders, via a survey. The survey’s goal was to gather additional input to further refine and
prioritize the issues. The survey was pilot tested with internal state staff, revised and again
reviewed by the MCH Advisory Committee before the final version was disseminated in February
2010. During Phase II, 265 stakeholders were invited to comment with 172 completing the survey
for a completion rate of 62 percent. Survey participants chose their top three issues for each
population and also identified any important issues not reflected in the original twenty-one topics.
However the majority of issues identified by survey participants had been discussed by the Expert
Panels or other stakeholders in earlier phases of the needs assessment process.

Local health agency directors were asked to assess the capacity of their agency to address the
potential MCH priority areas. Of the 54 agency directors surveyed, 24 completed the survey. Since
the responses were identified, analysis revealed that the largest public health agencies in Colorado
were represented. The survey results were tabulated and a more refined list of key issues emerged
for presentation to the Steering Committee in March 2010.

Phase IIl included the final prioritization process and state capacity assessment to determine the
MCH priorities for FY2011-2015, including identification of the state performance measures. The
Steering Committee focused on the goal of identifying fewer areas for MCH investment, so that a
comprehensive set of interventions could be employed at more depth to impact five-year outcomes.
The chosen priorities and the state performance measures were tied to the MCH sphere of influence
to assure ultimate impact. The Steering Committee was charged with tying the potential priorities
to an intermediate or population-based outcome measure. MCH staff prepared a two-page
justification for each priority highlighting the following: public health/MCH role; data to support
the need (severity or numbers affected); effective interventions/strategies that exist to address the
issue; local capacity score for the issue and specific indicators that could be used to measure
success within the five-year period. These issue papers, along with the assessment of state
capacity, served as key resources for discussion in determining the final set of nine priorities.
Following these discussions, each issue was ranked, using a grid specifying impact and feasibility
along an x and y axis.

To assure that the MCH program could realistically resource the new priorities, Phase III also
included the identification of all work being currently completed under the auspices of the MCH
program. The MCH Scope of Work (SOW) that included all MCH-related statutory mandates and
other required activities, including the MCH National Performance Measures, and other efforts
related to MCH but funded by sources other than the block grant. These activities needed to
continue regardless of the state’s choice of new priorities. The SOW also encompassed
discretionary MCH activities, e.g., current work that aligned with the existing set of MCH priorities
that could be shifted in order to provide capacity (funding and staff time) to address the new
priorities.
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In the fall of 2010, specific work plans will be developed for each priority with goals, objectives,
activities and evaluation measures that will drive state and local MCH-level activities from FY 2011-
2015. Colorado will continue to systematically assess needs during the upcoming five-year time
frame.
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Appendix A

MCH NEEDS ASSESSMENT
ADVISORY COMMITTEE MEMBERS

Last Name First Name Organization Division/ Unit/ Branch
Aakko Eric Colorado Department of Public Colorado Physical Activity and
Health and Environment (CDPHE) Nutrition (COPAN)

Anslemo Theresa CDPHE Oral Health

Archer Linda CDPHE Women'’s Health

Babler Shirley CDPHE Health Care Program for Children with
Special Needs (HCP)

Bakulski Mandy CDPHE Women'’s Health

Bednarek Jill CDPHE State Tobacco Education & Prevention
Partnership (STEPP)

Bindel Lynn CDPHE HCP

Braga Anne-Marie CDPHE Child, Adolescent and School Health

Breitzman Shannon CDPHE Injury, Suicide and Violence Prevention

Daniluk Patricia CDPHE Nutrition Services (WIC)

Davis Julie CDPHE Women'’s Health

Dellaport Jennifer CDPHE Nutrition Services (WIC)

Dorjee Tsering CDPHE Office of Planning and Partnerships

Febbraro Gina CDPHE Maternal and Child Health

Gabella Barbara CDPHE Epidemiology, Planning and Evaluation

Glantz Namino Boulder County Public Health

Greenwell Babette University of Colorado Denver

Huffman Margaret CDPHE Disease Control and Environmental
Epidemiology Division (DCEED)

Hunsaker- il Silver Street Consulting

Ryan

Hutson Rachel CDPHE Child, Adolescent and School Health

Juhl Ashley CDPHE Epidemiology, Planning and Evaluation

Leff Marilyn CDPHE Epidemiology, Planning and Evaluation

Matthews Kathleen CDPHE Office of Planning and Partnerships

McDermott Kristin CDPHE Epidemiology, Planning and Evaluation

Myers Lindsey CDPHE Injury, Suicide and Violence Prevention

Poniers Andrea CDPHE Chronic Disease

Potter Marti Denver Health

Ricketts Sue CDPHE Epidemiology, Planning and Evaluation

Ruttenber  Margaret CDPHE DCEED

Shupe Alyson CDPHE Center for Health and Environmental
Information and Statistics

Thomson Vickie CDPHE HCP

Trefren Lynn Tri-County Health Department

Trierweiler Karen CDPHE Maternal and Child Health

Wargo Sara CDPHE Women'’s Health

Watters Kathy CDPHE HCP

White Cathy CDPHE Child, Adolescent and School Health

Ybarra Esperanza = CDPHE Women's Health
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EXPERT PANEL PROCESS SUMMARY

Purpose
Phase One of the Colorado 2010 Needs Assessment process included the use of Expert Panels (EP)

and the compilation and interpretation of the Health Status Report. The EP process was designed as
a mechanism to solicit qualitative data from a variety of MCH stakeholders on potential MCH
priority focus areas for Colorado, as required by the federal MCH program. Priorities were
considered in terms of outcomes/results, indicators and strategies. The Health Status Report was
used as a tool for compiling and examining quantitative data regarding issues affecting the MCH
population in Colorado.

Population Groups

The expert panels were divided into three groups including the women of reproductive age group
(ages 15-44), the prenatal through early childhood group, including children with special health
care needs (CSHCN) (prenatal to age 8), and the child/adolescent/CSHCN group (ages 9-21). It was
anticipated that the focus areas identified by the three expert panels would overlap due to the
impact that many MCH issues have over an individual’s life course. However, any duplication of
ideas was addressed during the analysis phase of the data.

Process Design

Each expert panel was assigned two team co-leaders and a facilitator. The co-leads were state MCH
staff who had expertise in the respective population group. They were responsible for determining
who the expert panelists should be in their group, providing input to the facilitator on meeting
agendas, welcoming the group, serving as the liaison between the expert panelists and the MCH
steering committee, providing snacks, and participating in the expert panels as contributing
members.

The facilitators, both on the MCH steering committee, were individuals who had facilitation training
and experience and who were neutral on the topic at hand. Their role was not to participate as
contributing members, rather, to facilitate the group process in order to achieve the meetings’
intended outcomes and to create a safe and engaging space for the expert panelists to participate.

The meetings were structured as three, three-hour meetings that took place over the course of
three months (October through December 2009).

Expert Panelists

Expert panelists included representation from state MCH programs (including needs assessment
steering committee members), local MCH programs, family/youth service agencies, and other key
MCH community partners such as healthcare organizations, community-based organizations, and
academic institutions. Criteria used for selecting expert panelists included whether individuals had
an understanding of public health, their workplace setting, their training and experience
(credentials), geographic perspective, their expertise area, and their ability to see the big picture
and not solely advocate for one issue.

Expert panelists were each sent an invitation letter explaining the level of commitment. If
participants were unable to make it to one or more meetings, they were asked not to participate
and another panelist was identified by the co-leads and then and invited.
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EXPERT PANEL MEMBERS

Name Organization Role

Early Childhood, including Children with Special Health Care Needs (ages birth-8)

Burns, Jennifer Rocky Mountain Youth Pediatric Clinics

Deloian, Barbara Colorado Department of Public Health and Environment

Dubiel, Heather Colorado Department of Public Health and Environment

Hardin, Jodi Colorado Department of Public Health and Environment

Hunsaker-Ryan, Jill Colorado Department of Public Health and Environment Facilitator
Hutson, Rachel Colorado Department of Public Health and Environment Team Leader
Plummer, Yvette Denver Metro Community Parent Resource Center (CPRC)

Scully, Sarah Boulder County Public Health

Talmi, Ayelet University of Colorado Denver

Watters, Kathy Colorado Department of Public Health and Environment Team Leader
Yahn, Sherri Northeast Colorado Health Department

Child and Adolescent, including Children with Special Health Care Needs (ages 9-21

Babler, Shirley Colorado Department of Public Health and Environment Team Leader
Braga, Anne-Marie Colorado Department of Public Health and Environment Team Leader
Bravo, Melanie Boys & Girls Club/Girls Inc. of Pueblo County

Febbraro, Gina Colorado Department of Public Health and Environment Facilitator
Hills, Kimberly Boulder County Public Health

Hunt, Cerise Colorado Department of Public Health and Environment

Kelly, Glenna Kaiser Permanente

Marks, Megan Family Voices

Myers, Lindsey Colorado Department of Public Health and Environment

Procell, Lynn Pueblo City-County Health Department

Sanford, Lauren Youth Partnership for Health

Schoenthaler, Celeste | Colorado Department of Public Health and Environment

White, Cathy Colorado Department of Public Health and Environment

Women of Reproductive Age (ages 15-44)

Bakulski, Mandy Colorado Department of Public Health and Environment Team Leader
Burford, Nina Consultant, Formerly of Tri-County Health Department

Ferguson, Janice Rocky Mountain Health Plan

Green, Kristina Colorado Dept. of Public Health & Environment Note Taker
Grosz, Candace Colorado Dept. of Public Health & Environment Team Leader
Hunsaker-Ryan, Jill Colorado Department of Public Health and Environment Facilitator
Kent, Helene Healthy Women, Healthy Babies

Leiferman, Jenn Colorado School of Public Health

Ruybalid, Sarah Pueblo City-County Health Department

Scott, Steve Colorado Adolescent Maternity Program (CAMP)

Shlay, Judy Denver Health

Trierweiler, Karen Colorado Department of Public Health and Environment

Underwood, Nettie Larimer County Health Department

Wallace, Lindy Colorado Department of Health Care Policy and Financing
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Foreword

The Health Status of Colorado’s Maternal and Child Health Population describes the health and
well being of reproductive-age women, infants, children, adolescents, and children with special
health care needs in Colorado. The report is organized according to “critical periods” in the life
course including chapters on preconception, prenatal, infant and postpartum health, as well as
child and adolescent health. Issues specific to children and youth with special health care
needs, oral health, and access to health care are included in each chapter where appropriate. A
variety of data are used to provide an in-depth analysis of the health of the state’s maternal
and child population.

Data sources include the U.S. Census, birth and death certificates, Pregnancy Risk Assessment
Monitoring System, Behavioral Risk Factor Surveillance System, Oral Health Surveillance,
Colorado Child Health Survey, Youth Risk Behavior Survey (YRBS), and state-specific data from
the National Survey of Children’s Health and the National Survey of Children with Special Health
Care Needs.

This report was prepared as part of the quantitative assessment of need for the federal
Maternal and Child Health (MCH) Block Grant Application for FY 2011. It is also a stand-alone
document that provides public health professionals, partners, community members, and the
general public with an overview of maternal and child health (MCH) in Colorado. Further
information about the MCH population can be accessed from the state’s MCH web site at
http://www.mchcolorado.org.
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Chapter 1 — Overview of the State

An individual’s health is influenced by many interrelated factors such as environment, socio-
economic status, health behavior, genetics and access to health care. These health
determinants are important contextually in order to explain why particular health patterns
appear within populations. This chapter explores these factors in more detail in order to
establish a state-specific context for considering the health of MCH priority populations.

Section 1: Geography

The state of Colorado, located in the western half of the United States, is bisected from north to
south by the Rocky Mountain range, dividing it into eastern and western slopes. The boundary
lines create an almost perfect rectangle, measuring 387 miles by 276 miles. Colorado has the
eighth largest area of land mass in the U.S., with varying topography. The eastern half of the
state boasts grassy plains and rolling prairies that gradually rise westward to the Front Range
foothills, at an elevation of over 5,000 ft. Traveling west, Colorado has the highest mean
elevation of any state, with more than one thousand mountain peaks over 10,000 feet high.!
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Figure 1. Colorado Estimated Population Density by County, 2010
(Source: Colorado State Demographer’s Office)
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Eighty-two percent of the state’s population lives in 16 metropolitan counties along the Front
Range and in one county on the Western Slope.? The other 18 percent of residents are
scattered throughout Colorado’s 47 rural and frontier counties.® Confirming the rural vastness
of the state, 20 Colorado counties are considered frontier, defined as less than 6 persons per
square mile, eleven of which have two or fewer persons per square mile.* Front Range
population centers include Denver, Boulder, Ft. Collins, Greeley, Colorado Springs, and Pueblo.
Grand Junction, located in Mesa County, is the major metropolitan area on the Western Slope.
Figure 1 illustrates Colorado counties by population density estimated for 2010.”

Section 2: Population

Colorado recently achieved the 5 million resident milestone with a 2010 projected population
of 5,218,146. Colorado has one of the fastest growth rates nationally, increasing by 10 percent
between 2005 and 2010, and projected to increase another 10 percent by 2015 3. The number
of Colorado residents increased by an estimated 17.2 percent, between 2000 and 2009,
compared to the U.S. at 9.0 percent.z’ ® All five regions within the state also experienced
growth (from 2000-2007), including the Front Range, the Western Slope, the Eastern Plains, the
Central Mountains, and the San Luis Valley. Population on the Eastern Plains increased the
least at 3 percent, with the Western Slope increasing the most at 18 percent.3 Population
growth is determined by the net result of three factors: the number of 1) resident births, 2)
deaths, and 3) migration into the state.

Births

Between 2000 and 2008, the number of Colorado births increased by 7 percent, well below the
pace of the state’s ten-year 16 percent growth rate in births observed in the decade of the
1990s.” In 2000 there were 65,429 births to Colorado residents; the number of births rose to
70,804 in 2007. However, a decline in the number occurred in 2008 when there were 70,028
births. The decline continued in 2009, and preliminary estimates indicate a total of 68,600
births in that year.
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Figure 2. Number of Births and Deaths, Colorado 2000-2009

Source: Colorado Department of Public Health and Environment, Health Statistics Section
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Deaths

In contrast to the number of births, Colorado has consistently experienced less than half as
many deaths in a given year. For example, while the number of births in 2008 was 70,028, the
number of deaths was 31,205. Figure 2 illustrates the number of births compared to deaths in
Colorado over the past decade.’

Net Migration

Between 2000 and 2009, the net migration in Colorado (the total number of people moving into
the state minus the number leaving), was estimated to be 597,392. Between 2010 and 2012,
Colorado’s net migration is projected to continue increasing with an additional 143,700
residents arriving.® Migration contributes the largest component of population growth in the
state.

Section 3: Demographics

Race/Ethnicity

The largest racial and ethnic group in Colorado is categorized in the U.S Census as White/non-
Hispanic, and makes up 71.0 percent of the population, compared to the U.S. where
White/non-Hispanic comprises 65.6 percent.i The White/Hispanicii population above is the next
largest racial/ethnic group and the fastest growing in Colorado, accounting for 20.2 percent of
residents, compared to the U.S. at 15.4 percent. Black/African-Americans make up 4.3 percent
of the Colorado population and 12.8 percent of the U.S. population; Asian Americans/Pacific
Islanders make up 2.9 percent of Colorado’s population, and 4.9 percent of the U.S. population;
and American Indians comprise 1.2 percent of the state’s population compared with 1.0
percent nationally. In addition, 2.2 percent of Colorado residents have self-reported as either
“other race” or “more than one race.”® Figure 3 illustrates the proportion of racial and ethnic
groups in Colorado.

Two + Racial American

Asian Amer/PI, A
Groups, 2.2% Indian, 0.6%

2.6%

African
American, 3.6%

White/Hispanic,
20.2%

White/Non-
Hispanic, 70.9%

Figure 3. Colorado Population by Race/Ethnicity, 2008

Source: U.S. Census Bureau

i White/non-Hispanic refers to categorization by race (White) and by ethnicity (non-Hispanic). In the Census, race and ethnicity
are two separate questions.

" White/Hispanic refers to people who are both White race and Hispanic ethnicity. Persons of Hispanic ethnicity are typically
grouped under White race in Census tables unless they describe themselves specifically as nonwhite, for example,
Black/Hispanic.
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The White/Hispanic population is the fasting growing racial/ethnic group in Colorado. During
2000, those identifying as White/Hispanic comprised 17.1 percent of Colorado’s population,
and increased to 20.2 percent in 2008.° The vast majority of the White/Hispanic population is
of Mexican descent, while the remainder is primarily from Central and South America. Over 71
percent of Colorado’s White/Hispanic population were born in the United States, and almost
16 percent of those born outside the U.S. are naturalized citizens.'® Table 1 shows the growth
in the White/Hispanic population between 2000 and 2006-2008, for Colorado counties with at
least a population of 20,000 in the later period. Douglas County had the largest rate of
increase at 11 percent, while Adams County experienced the largest growth in numbers, with
over 45,000 new White/Hispanic residents during the time period.

Table 1. Growth in the Colorado White/ Hispanic Population from 2000 to 2006-2008

2000 2006-2008 Estimated Increase in White/ Hispanic
White/ Hispanic White/ Hispanic Population

Population Population* Percent Number
Douglas 8,886 19,237 116 10,351
Garfield 7,300 12,692 74 5,392
Arapahoe 57,612 93,308 62 35,696
Elbert 766 1,202 57 436
Teller 718 1,075 50 357
Adams 102,585 148,121 44 45,536
Mesa 11,651 16,342 40 4,691
Jefferson 52,449 72,601 38 20,152
Montrose 4,967 6,779 36 1,812
Larimer 20,811 28,279 36 7,468
Weld 48,935 66,314 36 17,379
El Paso 58,401 78,608 35 20,207
Delta 3,171 3,997 26 826
Boulder 30,456 37,894 24 7,438
Fremont 4,776 5,858 23 1,082
La Plata 4,571 5,345 17 774
Denver 175,704 199,511 14 23,807
Pueblo 53,710 60,262 12 6,552
Subtotal 634,469 857,425 35 222,965
All other counties 101,132 106,406 5 5,274
State 735,601 963,831 31 228,230

Source: U.S. Census Bureau 2000 Summary File and 2006-2008 American Community Survey.
*One-year estimates are not available for all counties; estimates based on three-year averages are provided.

Language

Approximately 17 percent of Colorado residents age 5 and older speak a language other than
English in the home, with over 70 percent speaking Spanish."* Four percent of households in
Colorado are estimated to be linguistically isolated, meaning that all members ages 14 years

and older have at least some difficulty speaking English.*
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Age
Both Colorado and the U.S. report older populations due to the size of the baby boom
generation, now in their late 40s to early 60s. Colorado’s 2008 median age was 36.1 years, an
increase from 34.4 years in 2000, and similar to the 2008 U.S median age of 36.8.2* In terms
of the MCH priority populations, the 2010 projected numbers of residents, by age group, are as
follows:

e Early Childhood (ages 0-8): 661,030

e Adolescents (ages 9-12): 274,974

(ages 13-19): 493,819
e Women of Reproductive Age (ages 15-44): 1,061,773

Table 2 illustrates the projected age distribution of Colorado‘s population for 2010, in five-year
increments below age 45 and by gender.

Table 2. Colorado Population Projections by Age and Sex, 2010

Age Group Total Males Females ‘
0-4 371,888 190,426 181,462
5-9 370,551 189,699 180,852
10-14 335,888 171,930 163,958
15-19 364,312 187,126 177,186
20-24 395,727 206,516 189,211
25-29 354,991 183,903 171,087
30-34 337,274 174,108 163,166
35-39 381,588 199,204 182,384
40-44 370,245 191,506 178,739
45+ 1,935,682 935,277 1,000,403
Total 5,218,146 | 2,629,695 | 2,588,448

Source: Colorado Department of Local Affairs, Division of Local Government, State Demography Office

Section 3: Economy

The ability to earn an adequate income may be the single largest predictor of health. Income is
intrinsically linked to health status with a positive correlation between low income and higher
rates of poor health, chronic medical conditions, adverse maternal and child health outcomes
and behavioral risk factors. Income functions as a determinant of health care access and
neighborhood safety, while influencing lifestyle risk and protective factors and mental health.
Studies have shown that living in a low-income household over time produces the type of
chronic stress that has a cumulative effect on health. Those with the lowest lifetime incomes
tend to demonstrate the poorest health outcomes.™

Because income is such an important determinant of health, the health status of a population
fluctuates with the economy, and Colorado, like the U.S. is in the midst of a recession. This
economic downturn has been realized through job loss, wage declines, loss of wealth, and
credit tightening. According to the Colorado Legislative Council, “the road ahead will be rocky,
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with different rates of recovery predicted for the state’s geographically diverse industries.” In
addition, state governmental revenues have been falling, and the Council predicts a fiscal year
2011-2012 budget shortfall of $838 million dollars.’® This situation puts a strain on Colorado
residents and their ability to make ends meet, have access to governmental safety-net services,
and/or maintain health insurance coverage that is frequently tied to employment.

Unemployment

The ability to cover basic living expenses and access health care is tied to employment.
Colorado’s average unemployment rate for 2009 was 7.3 percent, an increase from 3.9 percent
in 2007."” During the first half of 2009, the state experienced a net loss of over 74,000 jobs,
bringing the total number of jobs down to the same level as 2001.'® However, western states
in general have fared better than other areas of the country. Colorado’s 2009 unemployment
ranking was the 18" lowest in the nation, and five of the seven states that border Colorado had
even lower unemployment rates.'®

Income

In 2008, Colorado ranked 14th in the nation in terms of household income, with a median
income of $56,993, compared to the U.S. at $52,029. Colorado consistently demonstrates
higher-than-average household income; however, like most states, Colorado has experienced a
decade of stagnant income with no statistically significant difference from the year 2000.
Household income varies widely within the state, with the highest average reported in Douglas
County ($98,871) and the lowest reported in Pueblo County ($42,628)."°

Income also varies by race/ethnicity. In 2008, the state’s Asian American/Pacific islander
population had the highest median household income at $60,948, followed by the White/non-
Hispanic population at $59,822 (not a statistically significant difference). In contrast, the
median household income for the White/Hispanic population was 37 percent lower than for
the White/non-Hispanic group, with the Black/ African American population reporting incomes
40 percent lower than for the White/non-Hispanic group (Table 3).*

Table 3. Colorado Household Income by Race/Ethnicity, 2008
2008 Colorado Median | % Difference from White

Race/Ethnicity Household Income (if statistically significant)
Asian American/ Pacific Islander $60,948
White/non-Hispanic $59,822
White/Hispanic $37,683 -37.0%
Black/African American $35,834 -40.1%

Source: Colorado Fiscal Policy Institute, Fact Sheet: Colorado Poverty October 2009.

The majority of children living in low-income families have parents who are married (60
percent) and at least one parent has full-time year-round employment (65 percent), indicating
that many of these families are having trouble meeting expenses because they are working in
low-wage jobs.?°
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Poverty, defined as not earning enough income to meet basic needs based on family size, has
been on the increase. Between 2001 and 2008, the total poverty rate, family poverty rate, and
child poverty rate all had statistically significant increases as illustrated in Table 4.

Table 4. Percentage of Overall Poverty, Family Poverty and Child Poverty,
Colorado 2001 and 2008

Children in Families

Overall Poverty Family Poverty at 100% Poverty
2001 9.6% 6.8% 12.2%
2008 11.4% 7.8% 15.1%

Source: Colorado Fiscal Policy Institute, Fact Sheet: Colorado Poverty October 2009.

During 2008, 32 percent of Colorado’s children lived in families with incomes at or below 200
percent of the federal poverty level (FPL).? FPL was defined in 2008 as an annual income of
$21,000 for a family of four; 200 percent FPL indicates a level of $42,200. Some studies have
suggested that families need at least an income that matches 200% FPL just to meet basic
expenses.?? Yet even this income level may not be adequate. A study of Colorado households
revealed that the majority of families living at 200% FPL or below had expenses beyond their
income; twenty-five percent of those with incomes between 100% and 200% of the federal
poverty guidelines had negative balances after paying baseline expenses, such as housing,
utilities, transportation, food, childcare, alimony and child support.*®

What constitutes a self-sufficient level of income has not been determined. The federal
poverty guidelines (FPL) use a formula developed in the 1960s that is the eligibility benchmark
for many state and federal programs. Fifty years ago, approximately one-third of a family’s
income was spent on food. Consequently, the FPL multiplies the average food costs by three
and adjusts for the number of family members and inflation. However, in today’s world, the
percentage of income spent on food has decreased while the costs of other expenses such as
childcare, health care, and housing have risen.

Section 4: Education

Education is the gateway to economic opportunity, directly influencing an individual’s
occupation and income. Education plus occupation and income make up the indicators of
social position described by social economic status (SES). SES is one of the greatest
determinants of health. As education, job status and income increase, disease and death
decrease: people have better health care access, live in safer neighborhoods, and engage in
health-promoting behaviors such as physical activity, good nutrition and smoke-free
Iifestyles.z“'25

Income and education are highly correlated. For example, 81 percent of all low-income
children come from families where parents had less than a high school education. The poverty
rate for Coloradans ages 25 and older without a high school diploma is 23 percent compared to
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just over 3 percent for those with a college degree or higher.?® Table 5 illustrates the difference
in annual income by education level. Post-secondary education produces higher lifetime
earnings and more stable employment.

Table 5. Median Annual Earnings of Year-Round, Full-Time Workers, Ages 25 and
Older, by Highest Level of Educational Attainment and Gender, U.S., 2008

Some High School High School
Gender Education Diploma or GED Bachelor’s Degree = Master’s Degree
Males $29,680 $39,010 $65,800 $80,960
Females $20,410 $28,380 S47 030 $57,510

Source: U.S. Department of Education, National Center for Educational Statistics
Digest of Educational Statistics, 2009. Table 384.

College Degrees

In general, Colorado has a highly educated population. Over one-third (34.6 percent) of all
Coloradans ages 25 and older have obtained a college degree, and Colorado is ranked 4th
nationally in terms of post-secondary degrees. However, this level of educational attainment
varies by race and ethnicity with clear disparities. The following figures (2005-2007) provide
the percentage of residents, within various racial and ethnic groups that have obtained a
college degree:”’

e Asian American/Pacific Islander population: 46%
e White/non- Hispanic population: 40%

e Black/African American population: 22%

e White/Hispanic population: 11%

Colorado’s economy depends on a workforce that is highly educated. For more than six
decades, 85 percent of jobs within the state have been in industries that could be categorized
as “service” as opposed to “manufacturing” where labor is needed for production of a tangible
product. Jobs within service industries have required college or advanced degrees in the areas
of science, technical, professional, managerial, administrative, educational, health care, and
social assistance.

High School Diplomas

While the prevalence of college graduates in Colorado is high, the percentage of high school
students who graduate is relatively low. The national Healthy People 2010 Objective 7-1 is to
increase high school completion to 90 percent, with Colorado students falling short of this
target.

Table 6 provides Colorado’s high school graduation rates for the years 2006, 2007 and 2008. It
also illustrates racial and ethnic disparities in a similar pattern to college graduation rates. From
2006 through 2008, graduation rates increased slightly for Black/African American students, but
declined for students with disabilities, limited English proficiency, and those who were
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homeless or economically disadvantaged. Homeless children and children who are not
proficient in English are at greater risk of not graduating from high school.?®

Table 6. Colorado High School Graduation Rates, 2006-2008
by Race/Ethnicity, Gender, and Special Groups by Instructional Program

Student Groups 2006 2007 2008
Race/Ethnicity
Asian American/Pacific Islander 82.5 83.5 82.8
White/non-Hispanic 80.8 82.0 81.6
Black/African American 62.7 65.4 64.1
American Indian 56.9 58.9 57.5
White/Hispanic 56.7 57.1 55.6
Sex
Female 78.0 78.6 77.4
Male 70.3 715 70.7
Special Groups
Gifted & Talented 94.1 93.1 92.2
Students with Disabilities 68.5 63.7 63.0
Economically Disadvantaged 69.7 63.2 59.3
Migrant 70.5 61.1 58.0
Limited English Proficient 65.9 55.4 52.0
Title 1 (at disadvantaged schools) 60.8 51.7 45.3
Homeless 57.4 51.3 52.3
State Total (all students) 74.1 75.0 73.9

Source: Colorado Department of Education, Colorado Graduation Rates by Race/Ethnicity, Gender, and Instructional
Program at http://www.cde.state.co.us/cdereval/download/spreadsheet/2008Grads/GradRates-98to08.pdf

Section 5: Access to Quality Health Care

A determinant of health status is access to quality health care. Access to preventive, primary
and specialty care are heavily influenced by insurance coverage and the availability of health
providers in a given geographic area. Both factors also influence quality in terms of having a
usual source of care and access to specialists.

Health Insurance

During 2007-2008, Colorado’s percentage of uninsured residents was 15.8, compared to the
U.S. at 15.3 percent.”>>° Forty-one percent of Colorado’s White/Hispanic population reported
being uninsured, similar to national results for the White/Hispanic population.?*3° According to
a 2008-2009 Colorado household survey, the majority of uninsured Coloradans, ages 19-64
years old, were employed but working for a company that did not offer a health insurance
benefit. ** The Healthy People 2010 Objective 1-1 is to increase the proportion of U.S. residents
with health insurance to 100 percent.

A main source of health insurance for Colorado residents is employer-based plans, but the
percentage of private companies offering this benefit is steadily decreasing. In 2000-2001,
close to two-thirds of private-sector businesses offered health insurance, compared to just over
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half (52.1 percent) in 2008.%% In 2008, businesses with fewer than 50 employees were less likely
to offer health insurance (38.1 percent) than companies with 50 or more employees (98.4
percent); and small firms comprised nearly one-third (31 percent) of the private-sector work
force in Colorado.*? Insurance premiums have become a barrier for companies, nearly doubling
in cost since the beginning of the decade. In 2000, family coverage averaged $6,797 but
increased to $11,952 in 2008 (Figure 4).
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Figure 4. Average Total Family Premium per Enrolled Employee at Private-Sector Establishments That
Offer Health Insurance and Average Employee Contribution to the Premium, Colorado, 2000-2008
Source: Agency for Healthcare Research and Quality (Data not available for 2007)

From 2000 through 2006, employers covered approximately 75 percent of the cost of the
premium, but by 2008 were only covering an average of 64 percent, resulting in a cost-shift to
the employee.®” A panel study of Colorado households found that only about half of
households with incomes between 300 and 500 percent of the FPL had enough income left,
after meeting basic financial responsibilities, to cover the current average cost of a family
premium.?® Another Colorado household study found that the vast majority of uninsured
Coloradans who had been offered health insurance through their employer and turned it down,
did so because the insurance was too expensive.*!

Colorado’s has high rates of uninsured residents relative to other areas. Among states and the
District of Columbia, Colorado is ranked 36" for the percentage of persons younger than age 65
who have health insurance coverage, and 43" for those under age 19. In fact, Colorado lags
behind most states in insurance coverage for all racial/ethnic groups and lands near the bottom
in terms of coverage of low income groups (Table 7).*®
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Table 7. Percentage of Coloradans with Health Insurance and
Ranking in Comparison to Other States and DC, 2006

Groups Percent Insured Rank*
Age Groups
Under 65 81.3 36
Under 65 and below 200% FPL# 61.8 38
Under 19 86.5 43
Under 19 and below 200% FPL 74.8 49
Race/Ethnicity#
White, non-Hispanic 87.2 29
White, non-Hispanic and below 200% FPL 70.5 38
Hispanict 62.3 39
Hispanic and below 200% FPL 49.1 46
Black, non-Hispanic 78.6 33
Black, non-Hispanic and below 200% FPL 70.8 37

Source: Small Area Health Insurance Estimates, U.S. Census Bureau, http://www.census.gov/did/www/sahie accessed
on 9/9/09. *Rank is the ranking of Colorado for percentage of residents with health insurance among the 50 states
and the District of Columbia. A ranking of 36 (see Age Group Under 65) indicates that 35 states have a higher
proportion of insured residents compared to Colorado. tHousehold income below 200% of the federal poverty level
(FPL) guidelines. ¥Race/ethnicity groups from the original source; Hispanic ethnicity includes all races.

Government-sponsored insurance programs are available to seniors, people with disabilities
and some low-income individuals without health insurance. All U.S. residents ages 65 and over
are eligible for Medicare. Pregnant women and children living in households at or below the
200 percent federal poverty level are eligible for health insurance coverage either through the
Child Health Plan Plus (CHP+) or Medicaid. Monthly enrollments in these two programs have
increased from June 2008 to June 2009.>* Of all Colorado children ages 18 years old or
younger, an estimated 9% were enrolled in CHP+ and 28 percent were enrolled in Medicaid
during state fiscal year 2008-2009.*

Availability of Health Care Providers

Another factor that influences access to health care is the availability of health care providers.
The Primary Care Office at the Colorado Department of Public Health and Environment
estimates that over 1 million Colorado residents live in communities with a sub-optimal number
of primary care providers. In fact, 53 out of Colorado’s 64 counties have some level of federal
“Health Provider Shortage Area” designation.

Colorado communities with the greatest need for additional providers include the towns of
Commerce City and Strasburg; the rural counties of Clear Creek, Conejos, Costilla, Dolores,
Jackson, Moffat, Park, Saguache and Yuma; and the eastern part of El Paso County. This need
for additional providers is based on local indicators including: the ratio of primary providers to
the population, the distance required to acquire care, the concentration of low-income
residents, and the birth outcomes of pregnant women in the service area.*® The National
Healthy People 2010 Objective 1-5 is to increase the proportion of persons with a usual primary
care provider to 85 percent.
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Chapter 2 — Preconception Health

The health of both a pregnant woman and her infant is highly dependent on her health status
prior to pregnancy. To this end, the Centers for Disease Control and Prevention has published
recommendations to improve health and health care for women during the pre- and
interconception periods. Preconception strategies are defined as “a set of interventions to
identify and modify biomedical, behavioral, and social risks to a woman’s health or pregnancy
outcome through prevention and management.”* These interventions include identifying and
modifying medical, behavioral, and social risk factors prior to pregnancy.’

Optimizing health for reproductive-age women includes preconception health promotion since
many pregnancies are not intended, that is, they are either unplanned or mistimed. By
promoting health in all women of reproductive age, better outcomes can ultimately be
achieved for both women and infants, regardless of whether there were plans to conceive.

Section 1: Fertility and Intended Pregnancy

Fertility

By 2010, it is estimated that there will be over one million women of reproductive age (defined
as 15-44 years) living in Colorado.” According to national statistics, approximately 85 percent of
all U.S. women will have given birth by age 44 years.! Consistent with other developed
countries, the average age at first live birth has been increasing in both the U. S. and Colorado.?
In 1990, the average age at first birth in Colorado was 24.9 years, increasing to 25.8 by 2008.
Asian American/Pacific Islander (AAPl) women had the oldest average age at first birth in 2008
(28.8 years), and Hispanic (all races) and American Indian women had the youngest (22.5 and
22.8 respectively). Table 8 displays the increases in average maternal age, by race and
ethnicity, between 1990 and 2008.

Table 8. Average Maternal Age at First Birth by Race/Ethnicity, Colorado, 1990-2008

White AAPI
(Non- Black (Non- American Indian
Hispanic) Hispanic* (Non-Hispanic) ~ Hispanic)  (Non-Hispanic)
1990 24.9 25.8 21.4 21.8 25.9 21.3
1995 25.1 26.2 21.5 22.7 26.6 21.4
2000 253 26.7 21.8 22.4 27.3 22.2
2005 25.8 27.3 223 23.6 28.5 22.4
2006 25.7 27.2 223 23.4 28.4 23.5
2007 25.8 27.3 22.6 23.8 28.9 233
2008 25.8 27.3 22.5 23.4 28.8 22.8

Source: Colorado Department of Public Health and Environment, Health Statistics Section, Birth Certificate Data
*Hispanic group includes women of all races whose ethnicity is of Hispanic origin.
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Colorado’s general fertility rate, defined as the number of live births per 1,000 women of
reproductive age’" has remained fairly steady since the year 2000, when it was 67.0 per 1,000.
In 2007, Colorado’s fertility rate was 68.9 births per 1,000 women and decreased slightly to
67.4in 2008.* While trends in Colorado’s general fertility rate have not changed significantly in
recent years, a dramatic shift has occurred in age-specific rates. The fertility rate of young
women, ages 15-24, has steadily declined, while the fertility rate for women ages 25-44, has
increased, exceeding that of younger women since 2005. This reversal of the position of the
rates, with older women now having a higher rate than younger women, is unprecedented in
the time period since the Colorado Vital Statistics program began tracking age-specific rates in
1970 (Figure 5).
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Figure 5. Fertility Rates by Age Groups 15-24 and 25-44, and All Ages,
Birth Certificate Data, Colorado, 2000-2008

Source: Colorado Department of Public Health and Environment, Health Statistics Section, Birth Certificate Data

When fertility rates are compared by income level, they are highest among low-income women.
A recent Colorado study found that the fertility rate of women ages 19-50, with incomes at or
below 200 percent of the federal poverty level (FPL), was 112 births per 1,000 women,
compared to 42 births per 1,000 women at incomes higher than 200 percent FPL.> Planned
pregnancy and contraceptive usage correlate with income; the higher the income, the higher
the likelihood of having an intended pregnancy.

The National Center for Health Statistics estimates that 64 percent of all pregnancies result in a live birth, and the other 36
percent result in either a spontaneous or induced abortion. See National Vital Statistics Report 2008: 56(15): 3 at www.cdc.gov.
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In Colorado, White/Hispanic" women consistently demonstrate the highest fertility rate (92.9
births per 1,000, in 2009) among all racial and ethnic groups, including White/non-Hispanic
women (56.4 per 1,000 in 2009). American Indian” women consistently have the lowest fertility
rates (38.4 per 1,000 in 2009). For most racial and ethnic groups, the fertility rate has been
fairly consistent since 2000, with the exception of White/Hispanic women, who demonstrated a
significant decrease in 2007 and 2008 (Figure 6). However, this may be due in part to a 2007
change in how birth certificate data are collected by race and ethnicity."i
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Figure 6: Fertility Rates by Race and Ethnicity, Colorado 2000-2008
Source: Colorado Department of Public Health and Environment, Health Statistics Section, Birth Certificate Data

Intended and Unintended Pregnancy

Unintended pregnancy is defined as one that is either unplanned or mistimed (occurred sooner
than desired). Women who are intentional about becoming pregnant are more likely to start
prenatal care early, and to adopt healthy behaviors during pregnancy. The national Healthy
People 2010 Objective 9-1 is to increase the proportion of intended pregnancies to 70 percent
of all births.

In Colorado, women with intended pregnancies are less likely to smoke, and are more likely to
take vitamins and supplements with folic acid prior to pregnancy. Based on Colorado’s
Pregnancy Risk Assessment Monitoring System (PRAMS) data, 63 percent of Colorado live births
in 2008 were reportedly intended, which has not varied significantly since 2000.%""

V¥ Unless otherwise noted in this chapter, “White/Hispanic” refers to the “White/Hispanic” category of the U.S. Census Bureau,
which is the population who is White race and also Hispanic ethnicity. It excludes any persons of Hispanic ethnicity categorized
as any race other than White; therefore, it does not represent all Hispanic persons. White/non-Hispanic category refers to the
population group who is White race and is not of Hispanic ethnicity.

¥ In this reference, American Indian also includes Alaskan Natives as categorized by the U.S. Census Bureau.

“'In 2007, Colorado began using the 2003 revisions of the U.S. Standard Birth Certificate, which changed the way race and
ethnicity data were collected.

“I Rates of intended pregnancy are likely underestimated since PRAMS survey data only includes respondents whose
pregnancies resulted in a live birth, and not induced or spontaneous abortion.
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The highest rates of unintended pregnancies are found in two groups: low-income women and
young women. In 2008, only 42 percent of births to women on Medicaid were intended,
compared to 72 percent of births to women not receiving Medicaid.® v For younger women
(ages 15-19) during the same year, only an estimated 36 percent of births were intended.
Similarly, only 41 percent of births to women ages 20-24 years old were intended. Intended
pregnancies increased significantly after age 24, where 70 percent of births to women ages 25-
34, and 67 percent of births to those ages 35 and older were reportedly intended.® Reducing
unintended pregnancies among young and low-income women would help Colorado reach the
Healthy People 2010 objective for intended pregnancy.

Healthy People 2010 Objective 9-3 focuses on increasing contraceptive use to 100 percent
among females at risk of unintended pregnancy (and their partners). According to 2004-2007
Colorado PRAMS data, over 40 percent of women who had an unintended pregnancy reported
“not doing anything” to keep from getting pregnant. Of these women, 81 percent reported that
they did begin to use some form of contraception two to nine months after giving birth.® In the
same PRAMS survey of women with unintended pregnancies, participants were asked about
the type of birth control method used with their partner. Answers were then classified into
three categories: effective, ineffective, or no method used. Effective birth control was defined
as: tubal ligation, vasectomy, birth control pills, birth control shot once a month or every three
months, contraceptive patch, IUD, diaphragm/cervical cap/sponge, or cervical ring. Figure 7
illustrates the results of the survey by maternal age. Less than one quarter of all women with
unintended pregnancies reported using effective methods of birth control prior to pregnancy.
In the age group 35 and older, only 14 percent reportedly used an effective method.
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Figure 7. PRAMS Respondents with Unintended Pregnancies
by Age Group and Type of Birth Control Method at Conception, Colorado Residents, 2004-2007

Source: Colorado Department of Public Health and Environment, Pregnancy Risk Assessment Monitoring System
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Medicaid coverage can serve as an indicator of low-income, since only pregnant women whose incomes are at or below 133
percent of the federal poverty level are eligible.
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Among women with unintended pregnancies who did not do anything to keep from getting
pregnant, 32 percent said that they did not think they could become pregnant at that time.
Forty one percent of women ages 25 years and older said that they did not mind if they got
pregnant, while 32 percent of young women under age 25 noted the same response.
Approximately one-third of women ages 15-19 indicated that their partner had not wanted
them to use any means of birth control. This response illustrates the need to include partners
of younger women in preconception planning. Healthy People 2010 Objective 9-6 focuses on
increasing male involvement in pregnancy prevention and family planning efforts. This is
consistent with the CDC recommendation that each woman, man, and couple be encouraged to
develop a reproductive health plan as a means to improve preconception health.

Section 2: Health Status of Women of Reproductive Age

In terms of overall health status, Colorado women are generally healthy. According to the
Colorado Behavioral Risk Factor Surveillance System (BRFSS) for 2006-2008, over 91 percent of
women ages 18-44 reported that their health was excellent, very good, or good. The
proportion reporting good-to-excellent health increased as household income increased.
Among women with household incomes under $25,000 per year, only 77 percent reported
good or better health, compared to 90 percent of those with incomes of $25,000 to $49,999,
and 97 percent with incomes of $50,000 or more.’

Mental Health

According to the BRFSS for 2005-2008, 24 percent of women ages 18-44 reported that they had
five or more days in the last month when their mental health was not good (defined by such
factors as stress, depression and problems with emotions). This percentage did not vary by
race or ethnicity.” In 2007, 3 percent of women of reproductive age were estimated to have
serious psychological distress, as indicated by specific BRFSS questions added that year.ix This
rate is comparable to the national rate of serious psychological distress for women ages 18-44.%

Diabetes

Approximately one percent of Colorado women of reproductive age have been told by a doctor
that they have diabetes. Women with Type 1 and Type 2 diabetes are at increased risk of
delivering a child with birth defects.” This risk is substantially reduced through proper
management of diabetes before pregnancy. Diabetes is more prevalent among Black/African-
American women (4 percent) and White/Hispanic women (2 percent), than White/non-Hispanic
women (1 percent).’

HIV Status and Sexually Transmitted Infections

Preventing the transmission of certain viral infections from mother to infant is a vital, because
of the severe and/or life-long consequences to the infant, even though the incidence or
prevalence is low. Therefore, though the incidence of Human Immunodeficiency Virus (HIV) in
women is low, it is important to test for HIV prior to pregnancy. If HIV infection is identified

¥|n 2007, the K6 scale was added to the BRFSS as a way to measure serious psychological distress.
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prior to conception, antiretroviral treatment can be administered, and women and their
partners can be given additional information to help prevent maternal- infant transmission. In
Colorado, approximately 52 percent of women of reproductive age have been tested for HIV.
Black/African American women have the highest rate of testing (70 percent), compared to
White/non-Hispanic women (52 percent), and White/Hispanic women (48 percent).’”

Early screening, treatment, and prevention of other sexually transmitted infections (STls) is also
important in preventing adverse birth outcomes. Chlamydia and gonorrhea are associated with
ectopic pregnancy, infertility, and chronic pelvic pain." A 2009 report by the state’s STI/HIV
Surveillance Program found that cases of both chlamydia and gonorrhea among Colorado
residents increased significantly between 2003 and 2007. Chlamydia and gonorrhea cases
among females are most prevalent in younger women: 72 percent of all female cases of
chlamydia and 65 percent of all female cases of gonorrhea occurred in women ages 15-24 years
old."

Preventing Hepatitis B (HBV infection) in women of reproductive age eliminates risks from the
sequelae of HBV infection, e.g., hepatic failure, liver cancer, cirrhosis, and death. It also
prevents transmission of HBV infection to infants. According to the BRFSS for 2006-2007,
approximately 52 percent of women of reproductive age have ever received the hepatitis B
vaccine. During the same time period, the prevalence of vaccination did not vary significantly by
race/ethnicity: 54 percent of White/non-Hispanic women, 52 percent African American
women, and 47 percent of Hispanic women were immunized.’

Section 3: Health Behaviors

To increase the likelihood of a healthy pregnancy outcome, it is important that women
increase/maintain healthy behaviors prior to conception, given the incidence of unintended
pregnancy and the fact that pregnancy is not always diagnosed early in gestation. Only about 40
percent of women realize they are pregnant as early as 4 weeks gestation, a critical time frame
for fetal organ development . To prevent early fetal exposure to potentially harmful factors,
healthy behaviors need to be in place prior to conception.

Folic Acid Use

The daily use of folic acid has been shown to reduce the occurrence of neural tube defects.
These birth defects occur within 3 to 4 weeks after conception, before most women know they
are pregnant. Because neural tube defects occur so soon after conception, the U.S. Public
Health Service recommends that all women of reproductive age take 400 micrograms of folic
acid daily.*> Healthy People 2010 Objective 16-16 proposes that 80 percent of non-pregnant
women, ages 18-44, consume the recommended amount of folic acid daily.

More women in Colorado are aware that taking folic acid prevents birth defects. In 2006, only
41 percent of women indicated an understanding of the purpose of folic acid, which increased
significantly to 58 percent in 2008.”** Women’s understanding of the role of folic acid in

preventing birth defects and their use of folic acid supplements are monitored by the Colorado
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BRFSS. According to the BRFSS, there has been little change over the last decade in the
percentage of women who report taking folic acid daily (44 percent in 2000 compared to 43
percent in 2008).” 3

Women with intended pregnancies are more likely to consume folic acid supplements prior to
pregnancy. According to Colorado PRAMS for 2004-2007, 50 percent of women whose
pregnancies were intended took multivitamins or prenatal vitamins the month before they got
pregnant, compared to 23 percent of those with unintended pregnancies.6 The proportion of
women taking a multivitamin or folic acid supplements daily varies by their educational status.
Women with less than a high school education are the least likely to report taking daily folic
acid supplements (24 percent), compared to women with a high school education (37 percent),
and women with education beyond high school (47 percent), based on results from the BRFSS
for 2008.

Minority women are also less likely than White/non-Hispanic women to take multivitamins
with folic acid. According to PRAMS data of women who had recently given birth, 14 percent of
white/Hispanic women and 21 percent of Black/African American women reportedly took
multivitamins before pregnancy, compared with 40 percent of White/non-Hispanic women.™*
This finding is consistent with the 2008 BRFSS telephone survey of all women of reproductive
age (18-44 years old), where 25 percent of Hispanic women (all races) reported taking daily
multivitamins or folic acid supplements, compared to 50 percent of White/non-Hispanic
women.” Colorado has yet to meet Healthy People 2010 Objective 16.16 of 80 percent of non-
pregnant women, ages 15-44, taking folic acid daily.

Alcohol Use

Excessive use of alcohol is associated with an increased risk of health problems. The current
CDC recommendation is that women consume, on average, no more than one alcoholic drink
per day, and no more than three drinks on any one occasion. Drinking four or more drinks on
one occasion is considered binge drinking. Excessive drinking may disrupt menstrual cycling and
increase the risk of infertility, miscarriage, stillbirth, and premature delivery. Women who
binge drink are more likely to have unprotected sex and multiple sex partners, both risks
associated with unintended pregnancy and sexually transmitted infections.™

The BRFSS has been used to monitor alcohol use among Colorado adults by asking respondents
about usual and binge drinking within the past 30 days. According to data for 2005-2008,
approximately 15 percent of women ages 18-44 years old reported drinking excessively in the
last month.*® For this same period, White/non-Hispanic women ages 18-44 years old reported
the highest levels of excessive drinking (18 percent), compared to Black/African-American
women (13 percent) and Hispanic women of all races (9 percent).” According to a 2009 PRAMS
study, women of higher incomes were more likely to report drinking any alcohol three months
prior to pregnancy (65 percent of non Medicaid recipients compared to 46 percent of Medicaid
recipients).’’
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The level of alcohol use before pregnancy is a strong predicator of use during pregnancy, and
there is no safe level of alcohol use while pregnant.** Frequent alcohol use is associated with
Fetal Alcohol Spectrum Disorders (FASD), a range of health conditions that can occur in an
individual whose mother drank alcohol during pregnancy. These effects may include physical,
mental, behavioral, and/or learning disabilities with possible lifelong implications.18 According
to the 2008 Colorado PRAMS survey, 58 percent of respondents reported drinking alcohol
during the three months prior to conception. This percentage did not vary significantly from the
previous five years. Among those women who reportedly used alcohol, 8 percent drank seven
or more drinks per week during the three months prior to pregnancy.19

Healthy People 2010 recommends that all pregnant women, as well as women who may
become pregnant, completely abstain from alcohol. Healthy People 2010 Objective 16-17a.
proposes to increase abstinence from alcohol among pregnant women to 94 percent.

Tobacco Use

Tobacco use during pregnancy is associated with a number of adverse pregnancy outcomes
including low birthweight, small for gestational age, and/or preterm birth, spontaneous
abortion, stillbirth, fetal death, and sudden infant death syndrome. Cigarette smoking prior to
conception can cause reduced fertility and delayed conception among women.?® Smoking
cessation interventions must begin prior to conception.

Colorado women, ages 15-44 years old, were asked during the BRFSS survey if they have
smoked at least 100 cigarettes in their entire life, and, if so, do they now smoke cigarettes every
day, some days, or not at all. According to the 2005-2008 BRFSS, an estimated 19 percent of
Colorado women ages 18-44 years old reported they were current cigarette smokers.” Hispanic
women of all races (13 percent) were less likely to smoke, compared to White/non-Hispanic
women (21 percent), and Black/African-American women (28 percent).” In 2006, Colorado
women ages 18-44 had the eighth lowest smoking prevalence (19 percent) of all 50 states and
the District of Columbia. The lowest prevalence was among Utah women (10 percent); the
highest was among women in West Virginia (34 percent).”!

Respondents to the PRAMS survey were asked if they had smoked at least 100 cigarettes during
the previous 2 years and, if so, whether they had used any tobacco in the 3 months before their
most recent pregnancy. Since 2000, the estimated prevalence of smoking prior to pregnancy
has fluctuated from a high of 21 percent in 2001 and 2004, to a low of 17 percent in 2008.%
None of these fluctuations are statistically significant. Cigarette smoking in the three months
prior to pregnancy was most prevalent among women on Medicaid (33 percent); women ages
20-24 years old (31 percent), women ages 15-19 years old (28 percent); and among White/non-
Hispanic women (23 percent). Smoking prior to pregnancy was also higher among women with
unintended pregnancies (30 percent), compared to women with intended pregnancies (14
percent).”

“The difference in estimated prevalence of cigarette smoking between White/non-Hispanic women (21 %) and African-
American women (28%) is not statistically significant.
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In an analysis of PRAMS data from 15 states and New York City, the average prevalence of
smoking three months prior to pregnancy was 22 percent; Colorado was below this average. Of
all sites that reported data from 2000 through 2006, the prevalence of smoking prior to
pregnancy decreased significantly only for two states: Utah and New Mexico. The authors
concluded that “... efforts to reduce smoking prevalence among female smokers before
pregnancy have not been working.”20

Obesity

Obesity is associated with a number of health conditions such as coronary heart disease, type 2
diabetes, stroke, and some cancers (including colon, endometrial, and breast cancer).
Gynecological problems such as abnormal periods and infertility are also associated with
obesity in women, as are adverse pregnancy outcomes including: birth defects, infants who are
large for gestational age, fetal and neonatal death, labor and delivery complications and,
maternal complications (such as hypertension, gestational diabetes, and preeclampsia) (20)."
Maintaining a healthy weight prior to pregnancy is vital to both the health of women and their
infants.

Healthy People 2010 Objective 19-2 proposes to reduce the proportion of adults who are obese
to 15 percent. The body mass index (BMI) can be used to measure obesity. A BMI greater than
29 indicates obesity. Respondents to Colorado’s BRFSS survey are asked both their height and
weight to derive a body mass index (BMI). In Colorado, 19 percent of women of reproductive
age in Colorado were considered obese, based on results from the BRFSS for 2006 and 2007.%
White/Hispanic women had the highest prevalence (25 percent), followed by Black/African
American women (23 percent), and White/non-Hispanic women (17 percent).” In 2008, close
to 18 percent of women who gave birth to a live infant were obese prior to pregnancy.® In a
study of 25 states and New York City using data from PRAMS surveys in 2004, only one state
had a slightly lower obesity rate prior to pregnancy (Utah, 15.7 percent) than Colorado (17.4
percent).”

Section 4: Access to Health Care

Many preconception health issues can be addressed through regular and ongoing preventive
health care. However, women first need access to such care. Several measures of access are
discussed below.

Health Insurance Coverage

Healthy People 2010 Objective 1-1 proposes to increase insurance coverage to 100 percent
among all persons under age 65. Approximately 80 percent of women ages 18-44 reported
having some form of health insurance in 2008.” Between 2003 and 2008, this proportion did
not vary significantly. Women ages 35 and older were more likely to have health insurance (85
percent) than those ages 18-24 (74 percent). Approximately 94 percent of women with health
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insurance report their health is excellent, very good, or good, compared to only 80 percent of
women without health insurance.’

Not surprisingly, the cost of medical care was a barrier for those without health insurance. The
BRFSS asked women of reproductive age if there was a time in the last 12 months when they
needed to see a doctor, but could not because of the cost. During 2006-2008, 19 percent of
women answered yes, and 44 percent of the women without health insurance did not see a
needed doctor because of cost.*® Proportionately, more younger women lacked insurance or
struggled with the cost of care. An estimated 40 percent of younger women (18-24) reported
either having no health insurance or that they were insured but unable to afford the associated
costs of care , compared to 26 percent of older women (35-44).’

Routine Checkups

Another measure of access to health care is the actual use of health services. An annual
checkup provides women the opportunity to discuss preconception issues with their health
care provider. According to the 2005-2008 BRFSS, 60 percent of women of reproductive age
had visited a doctor or health care provider for a routine checkup within the past year. Women
with no health insurance were the least likely to have received a routine checkup (only 37
percent), while women with household incomes of $50,000 or more were the most likely to
have completed a routine physical during that time period (68 percent). Sixty-two percent of
women in urban areas had a routine checkup in the past year, compared to 54 percent of
women in rural areas. This difference was not statistically significant.” ™

In the same survey, 53 percent of women of reproductive age identified one or more of the
following risk factors that could be addressed during preconception health care visits:

e 5 or more poor mental health days in the last 30 days

e current smoker

e excessive alcohol use

e oObesity

e diabetes

Only 51 percent of women with at least one of these risk factors had seen a doctor or health
care worker in the past year for a routine checkup.” Having one or more of the above risk
factors varied for subgroups of White/non-Hispanics defined by income, but not for Hispanic
women. Figure 8 shows that 75 percent of the White/non-Hispanic women with an annual
household income less than $25,000 have at least one risk factor, compared to only 47 percent
of White/non-Hispanic women with an annual household income of $50,000 or greater. In
contrast, regardless of income level, half of the White/Hispanic women have at least one risk
factor.” ™

“The sample size of rural women was small, so the ability to detect a true difference between urban and rural women is
limited.

“ Too few women of other race/ethnicity categories were interviewed during this time period to provide reliable estimates for
other racial/ethnic groups.
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Figure 8. Percentage of Women Ages 18-44 with One or More Preconception Health Risk Factors
By Race/Ethnicity and Income, Colorado, 2005-2008

Source: Colorado Department of Public Health and Environment, Behavioral Risk Factor Surveillance System

Oral Health Services

Healthy People 2010 Objective 21-10 proposes to increase to 58 percent the proportion of
children and adults who use the oral health system each year. Oral health care for women of
reproductive age is especially important. Periodontal disease has been linked with an increased
risk for low infant birth weight and preterm birth.* Screening for and treatment of oral health
problems prior to conception may reduce these risks. In 2008, approximately 68 percent of
Colorado women of reproductive age reported visiting a dentist or dental clinic within the past
year; 70 percent of women in urban areas and 63 percent of women in rural areas have done
so. These three groups exceeded the Healthy People 2010 target of 58 percent.’
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Chapter 3 — Prenatal Health

According to the Life Course Model, critical periods exist during the life course, when a positive
or negative factor has a stronger effect on an individual’s health trajectory than it would during
other developmental periods.! The prenatal time frame is one such critical period. The status
of a woman’s health both before she becomes pregnant and during her pregnancy can exert a
long-term impact on the infant and child. Prenatal health focuses on the period during
pregnancy when women are encouraged to manage their health conditions, modify health
behaviors and access prenatal care.

Section 1: Prenatal Care

First Trimester Care

Healthy People 2010 Objective 16-6a recommends that 90 percent of pregnant women enroll in
first trimester prenatal care. Colorado is not meeting this goal, experiencing a decline in this
measure for over a decade. In 2008, only 76.9 percent of pregnant women received first
trimester care, compared to 80.7 percent in 2000 (Figure 9). Colorado’s highest percentage of
first trimester prenatal care was achieved in 1997 when 82.9 percent of all women reported
early enrollment.” The national average reached 83.7 percent in 2006 (the latest available
national data).’
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Figure 9. Percent of Births with First Trimester Care

Colorado Residents by Ethnicity, 2000-2008
Source: Colorado Department of Public Health and Environment, Birth Certificate Data

Figure 9 also compares first trimester care for Hispanic women (all races), and non-Hispanic
women (all races), who gave birth between 2000 and 2008.™" Non-Hispanic women

xiii

Unless otherwise noted, data in this chapter describing “Hispanic” births are births to women of all races whose ethnicity is
Hispanic. Births to “non-Hispanic” women are births to women of all races whose ethnicity is not Hispanic.
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demonstrated a fairly steady drop in early care over the nine-year period, starting with 86.7
percent in 2000, and ending with only 81.6 percent in 2008. The pattern for Hispanic women
was slightly different, with nearly five percentage points of improvement in first trimester care
noted between 2000 and 2005, from 65.4 percent to 70.0 percent, with a subsequent decline to
66.8 percent in 2008.

According to the Colorado Pregnancy Risk Assessment Monitoring System (PRAMS) data from
2005-2008, 54 percent of all women had private insurance for prenatal care, 36 percent had
public insurance, 8 percent paid expenses themselves, and 2 percent reported other sources.
These figures differed significantly for Hispanic and non-Hispanic women, as shown in Figure
10. Two-thirds of non-Hispanic women were covered by private insurance, but the majority of
Hispanic women (55 percent) were covered by public insurance.

Other 1% Pe;z&:/nal Other3% Public
(]

Private
67% Non-Hispanics 25% Hispanics

Figure 10. Percent of Pregnant Women by Ethnicity and Type of Prenatal Care Insurance,

Colorado Residents, 2005-2008
Source: Colorado Department of Public Health and Environment, Pregnancy Risk Assessment Monitoring System

Adequate Prenatal Care throughout Pregnancy

While first trimester enrollment is a general indicator of access to care, “adequate prenatal
care” is a better measure of appropriate care because it incorporates both early care and a
consistent number of prenatal visits into the definition. In general, the percentage of women
who receive adequate prenatal care throughout their pregnancy is lower than the percentage
with first trimester care, since women may obtain a visit early in gestation, but may not obtain
all recommended visits during pregnancy.” Healthy People 2010 Objective 16-6b proposes that
90 percent of pregnant women receive adequate prenatal care (the same as first trimester
care).”

Among all women in 2007-2008 who had private insurance coverage for delivery (about half of
all deliveries), just 2 out of 3 women (66.4 percent) received adequate prenatal care. The
percentages for other types of insurance are even lower: when Medicaid covered deliveries
(about one-third of all deliveries), just half (51.1 percent) received adequate prenatal care, and
where “self-pay” was reported as the source of coverage, 47.6 percent demonstrated adequate
prenatal care. When Hispanic ethnicity was considered (Figure 11), the percentages dropped:
60.8 percent of Hispanic women with private insurance obtained adequate care, compared to
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67.4 percent of non-Hispanic women, and 38.9 percent of Hispanic women who reported “self-
pay” obtained adequate care, compared to 55.6 percent of non-Hispanic women. These
differences are significant. Among women with Medicaid coverage, however, about half of both
non-Hispanic and Hispanic women obtained adequate prenatal care, a non-significant
difference.
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Figure 11. Percent of Women Receiving Adequate Prenatal Care
by Type of Insurance at Delivery, and Ethnicity, Colorado Residents, 2007-2008

Source: Colorado Department of Public Health and Environment, Birth Certificate Data

Hispanic women who are not U.S. citizens and who are also undocumented do not qualify for
public programs that pay for prenatal care; therefore, they tend to have low rates of adequate
prenatal care, thus influencing this measure. For this population, Emergency Medicaid is the
only public benefit available to cover the costs of labor and delivery. An estimated 1 in every 10
Colorado births occurs to a woman who receives only Emergency Medicaid coverage.

The percentage of women receiving adequate prenatal care varies by county and region. This
figure is influenced most by the availability of health care and the level of education and
income within the county. Figure 12 illustrates the percentage of mothers who received
adequate care during 2007-2008 by county. There were only six counties where 75 percent or
more of mothers received adequate prenatal care: Clear Creek, Douglas, Gilpin, Kit Carson,
Logan, and Pitkin. In 20 counties, less than half of pregnant residents received adequate
prenatal care (most of these had a small population, with the exception of El Paso and Mesa).
In addition, the map shows differences regionally. Lower proportions of women receive
adequate care in the east central, south central and western parts of the state.
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Figure 12. Percent of Pregnant Women in Colorado

Receiving Adequate Prenatal Care, by County of Residence, 2007-2008
Source: Colorado Department of Public Health and Environment, Birth Certificate Data

Oral Health Care

Addressing oral health during pregnancy is an important component of prenatal care. Although
not well understood, periodontal disease (a disease of the gums and tissues around the teeth
and bone) and poor oral health appears to be associated with adverse birth outcomes such as
preterm birth, low birth weight, and preeclampsia, according to several studies since 1996.51°

A 2001 study published in the Journal of the American Dental Association concluded that the
risk of delivering early was greater for women with severe or generalized periodontal disease:®
e Delivery before 37 weeks was 4 times greater;
o Delivery before 35 weeks 5 times greater;
e Delivery before 32 weeks was 7 times greater.

The National Health and Nutrition Examination Survey determined that during 1999-2004, 6.4
percent of women between the ages of 20 and 64 years old reported periodontal disease, with
more than half these women exhibiting moderate or severe periodontitis. Data are not
available for women of reproductive age (ages 15-44 years old) but for men and women ages
20-34 years old, the rate was 3.8 percent. Higher rates of periodontal disease are associated
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with male gender, low income, low education, smoking and older ages. Among women ages
35-44 years old, the rate of destructive periodontal disease was 11.9 percent, and among all
persons below 200 percent of the federal poverty level (FPL), it was 28 percent.'

PRAMS data for 2005-2008 provide some information on the status of oral health care for
pregnant women. Only 37 percent of women reportedly had their teeth cleaned during
pregnancy: 49 percent had private health insurance, compared to 20 percent with public
insurance. Further, only 42 percent of pregnant women reportedly had a health care worker
advise them about proper oral health care during pregnancy. Forty-eight percent of women
with private health insurance received this type of information, compared to 35 percent with
public insurance (Figure 13).*Y The low percentages suggest that oral health care is not a
standard component of ongoing prenatal care.
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Figure 13. Percent of Pregnant Women Advised About Oral Health and Getting Teeth Cleaned

During Pregnancy, by Type of Health Insurance, Colorado Residents, 2005-2008
Source: Colorado Department of Public Health and Environment, Pregnancy Risk Assessment Monitoring System

During 2005-2008, 21 percent of pregnant women reported problems with their teeth,
requiring dental care. The percentage among low-income women (at or below 200 percent
FPL) was nearly double that of higher income women (above 200% FPL) —28 percent compared
to 16 percent. Among women reporting that they had an oral health problem and needed to
see a dentist, a slight majority (57 percent) sought and received care. However, this
proportion varied greatly by income, as shown in Figure 14. Among women at or below 200%
FPL, just half saw a dentist, compared to nearly three-quarters (73 percent) of women above
200% FPL.

xiv

PRAMS does not include data on dental insurance; therefore, health insurance was used as a simple proxy.
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Figure 14. Percent of Pregnant Women by Poverty Level Needing to See a Dentist
By Whether They Obtained Care, Colorado Residents, 2005-2008

Source: Colorado Department of Public Health and Environment, Pregnancy Risk Assessment Monitoring System

Section 2: Maternal Morbidity

Diabetes

It is important that women with type 1 or 2 diabetes (non-gestational), be diagnosed as early as
possible, because they are at increased risk for delivering an infant with birth defects.*?
Although the prevalence of pre-pregnancy diabetes and gestational diabetes is low among
pregnant women in Colorado, complications from diabetes are common. Colorado PRAMS data
from 2005-2008 show that just over 1 percent of all pregnant women reported being diagnosed
with diabetes prior to pregnancy. The prevalence of pre-pregnancy diabetes was two times
higher among Hispanic women (2 percent) compared to non-Hispanic women (1 percent), a
statistically significant difference (Figure 15).
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Figure 15. Percent of Pregnant Women Reporting Diabetes or

Hypertension by Ethnicity, Colorado Residents, 2005-2008
Source: Colorado Department of Public Health and Environment, Pregnancy Risk Assessment Monitoring System
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Gestational Diabetes

The risk of having a baby born with birth defects is lower among women who are diagnosed
with gestational diabetes, than those with pre-existing diabetes; however, gestational diabetes
puts women and their infants at risk for other health issues such as preeclampsia, premature
birth, cesarean section delivery, and large for gestational age infants. According to 2005-2008
PRAMS data, 7 percent of pregnant women in Colorado were diagnosed with gestational
diabetes. The prevalence of gestational diabetes was significantly higher among Hispanic
women (10 percent), than among non-Hispanic women (6 percent) (Figure 15). Lifelong risks
associated with gestational diabetes include development of type 2 diabetes in the mother, and
glucose intolerance and obesity in the child.? Healthy People 2010 Objective 5-8 proposes to
reduce the proportion of pregnant women with gestational diabetes.

Hypertension

Pregnancy-related hypertension is associated with poor birth outcomes that include increased
risks for prematurity, cesarean delivery, acute renal dysfunction, placental abruption, chronic
hypertension, respiratory distress syndrome, and fetal growth restriction in the infant.***® The
PRAMS survey asks women if they experienced high blood pressure, hypertension,
preeclampsia or toxemia during pregnancy. For the period 2005-2008, 13 percent of women
responded affirmatively. Fourteen percent of the non-Hispanic women (all races) had
hypertension, a significantly higher proportion than the 10 percent of Hispanic women (all
races) with hypertension (Figure 15). Unlike gestational diabetes, which affects Hispanic
women more than non-Hispanic women, hypertension is more likely to affect non-Hispanic
women, including Black/African American women.

Injury

There are no Healthy People 2010 or 2020 objectives related to injury that are specific to
pregnant women. However, serious injuries of concern to pregnant women include car crashes
and physical abuse.’®* PRAMS data for 2004-2007 indicate that between 1 and 2 percent of
pregnant women are involved in car crashes. Research shows that wearing a seatbelt
decreases injury for the mother and significantly reduces the possibility of fetal death. Data
also indicate that pregnant women believe that seatbelt usage may injure the fetus during a
crash, a misconception that must be addressed.”’ PRAMS data indicate that information
regarding proper seatbelt usage during pregnancy was communicated to just over half of all
pregnant women (56 percent in 2007), and has not increased in recent years.

An estimated 3 percent of women report some form of physical abuse during the year before
delivery (PRAMS, 2005-2008). The definition of physical abuse includes being pushed, hit,
slapped, kicked, choked or physically hurt by a former or current partner. Abuse occurs
significantly more often among women younger than 25 years old (5 percent), compared to
women ages 25 years and older (2 percent) (Figure 16). It is equally common among Hispanic
and non-Hispanic women in these two age groups; the difference between the two groups
younger than 25 years old is not statistically significant.
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Figure 16. Percent of Pregnant Women Reporting Physical Abuse during Pregnancy

by Ethnicity and Age, Colorado Residents, 2005-2008
Source: Colorado Department of Public Health and Environment, Pregnancy Risk Assessment Monitoring System

The PRAMS survey asks women about possible risk factors for physical abuse. Risk factors
include threats, fears for personal or family safety, excessive control of daily activities, and
unwanted sexual activity. Among women experiencing any of these risk factors, 28 percent
reported abuse during pregnancy (2004-2007). Among women without any risk factors, just 1
percent reported abuse. Also during the same time period, slightly less than half of pregnant
women (47 percent) reported having a health care worker discuss physical abuse. Women who
reported abuse or risk factors for abuse were no more likely to say that the subject was covered
by a health care worker than women who did not report abuse or risk factors for abuse.

Section 3: Health-Related Behaviors

Certain behaviors result in major health consequences for both mother and infant, most
notably: smoking, alcohol use, lack of stress management, inadequate or excessive weight gain,
poor nutrition, and a lack of physical activity. As such, attempts should be made to modify
these behaviors during prenatal period. The discussion below provides more information about
each of these behaviors.

Smoking

Women who smoke during pregnancy are at risk for premature birth, pregnancy complications,
low weight infants, stillbirth, and infant mortality.22 In a 2000 study, smoking during pregnancy
was found to be the second leading cause of low birth weight among singleton births in
Colorado.?®* The prevalence of smoking among women who become pregnant has changed
little since the year 2000.** According to PRAMS data, about 1 out of every 5 women identifies
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as being a smoker prior to pregnancy (Figure 17). Healthy People 2010 Objective 16-17c
proposes that 99 percent of pregnant women refrain from smoking during pregnancy. In
addition, a new Healthy People 2020 objective (MICH HP2020-23) targets a reduction in
postpartum relapse among smokers who quit during pregnancy.
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Figure 17. Percent Nonsmokers Before and During Pregnancy and After Delivery,

Colorado Residents, 2000-2007
Source: Colorado Department of Public Health and Environment, Pregnancy Risk Assessment Monitoring System

In a recent national review of smoking during pregnancy, 20.2 percent of women in Colorado
were smoking before pregnancy in 2005, a percentage that was lower than some states and
higher than others. Women in Utah had the lowest smoking rate; only 10 percent were
smoking before pregnancy in 2005.” Many women (close to half) do quit smoking when they
learn that they are pregnant, and the percentage of pregnant women who are nonsmokers
increases to nearly 90 percent during pregnancy (Figure 17). Unfortunately, about half of
women who quit smoking during pregnancy resume after delivery.

The prevalence of nonsmokers among women who give birth varies greatly by age. Figure 18
illustrates PRAMS data for 2004-2007, which shows the likelihood of being a non-smoker prior
to pregnancy, quitting during pregnancy, and staying a non-smoker after pregnancy is higher
among women ages 25 and older, and generally increases with age after 25 (Figure 18).
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Figure 18. Percent Nonsmokers by Maternal Age and Pregnancy Status,

Colorado Residents, 2004-2007
Source: Colorado Department of Public Health and Environment, Pregnancy Risk Assessment Monitoring System

Smoking prevalence among women who give birth also varies by race/ethnicity (Figure 19).
According to PRAMS data (2004-2007), there were significantly more White/Hispanic
nonsmokers before pregnancy compared to White/non-Hispanic women (87 percent compared
to 76 percent).” Quitting smoking during pregnhancy is more common among White/non-
Hispanic women, but resuming smoking is equally likely for women in both ethnic groups.
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Figure 19. Percent Nonsmokers by Race/Ethnicity and Pregnancy Status,

Colorado Residents, 2004-2007
Source: Colorado Department of Public Health and Environment, Pregnancy Risk Assessment Monitoring System

“ “White/Hispanic” refers to women who are of White race and also Hispanic ethnicity. It excludes any Hispanic women
categorized as other race. “White/non-Hispanic” refers to women who are of White race and are not of Hispanic ethnicity.
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Smoking prevalence also varies widely by income (Figure 20). According to PRAMS data (2004-
2007), women whose prenatal care was covered by Medicaid were significantly less likely to be
nonsmokers compared to women whose prenatal care was covered by other sources (67
percent compared with 86 percent). Thirty-three percent of women on Medicaid were smokers
prior to pregnancy, compared to 14 percent of non-Medicaid mothers. However, 42 percent of
pregnant Medicaid women who smoked prior to pregnancy quit during pregnancy. After
delivery, 74 percent of Medicaid women were nonsmokers compared to 91 percent of non-
Medicaid women, an increase from pre-pregnancy rates for both groups.
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Figure 20. Percent Nonsmokers by Medicaid Status and Pregnancy Status,

Colorado Residents, 2004-2007
Source: Colorado Department of Public Health and Environment, Pregnancy Risk Assessment Monitoring System

A number of smokers reported that a health care worker talked to them during pregnancy
about techniques to stop smoking including: pills, gum, the nicotine patch, or the state’s
QuitLine. According to Colorado PRAMS data (2005-2008) 47 percent of women who smoked
before pregnancy reported such advice, while 60 percent of women who smoked during the
last trimester reported such advice. A total of 54 percent of women who reported smoking
after delivery also recalled such advice.

A further analysis of PRAMS data by age and race/ethnicity for 2005-2008 illustrates which
smokers are most likely to quit during pregnancy and to remain non-smokers after delivery
(Figure 21). For women younger than 25 years old, Hispanic women were more likely to quit
and remain smoke free; nearly half (46 percent) of the smokers in this group remained smoke
free compared to one-third (32 percent) of non-Hispanic women younger than 25 years old.
Among older women, the same pattern prevailed but at lower rates: Hispanic smokers who quit
were more likely to avoid relapse (36 percent) than non-Hispanic smokers who quit (28
percent).
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Figure 21. Percent of Pregnant Smokers Who Quit Smoking and Remain

Nonsmokers after Delivery, by Age and Ethnicity, Colorado Residents, 2005-2008
Source: Colorado Department of Public Health and Environment, Pregnancy Risk Assessment Monitoring System

Alcohol Use in Pregnancy

Alcohol use during early pregnancy can result in spontaneous abortion, behavioral and learning
problems in children, fetal alcohol spectrum disorders, and low birth weight. Continued alcohol
use throughout pregnancy can worsen these effects and result in preterm delivery. In 2005, the
Surgeon General advised all pregnant women, as well as women who may become pregnant, to
completely abstain from alcohol.”® Healthy People 2010 Objective 16-17a proposes that at
least 94 percent of pregnant women abstain from alcohol.

Alcohol usage by Colorado’s pregnant women is slightly on the increase, and is apparently
higher than other states. According to PRAMS data, 88 percent of women reported no alcohol
use in the last trimester during 2007, compared to 91 percent in 2000 (although the trend is not
statistically significant) (Figure 22). In a 2003 Centers for Disease Control and Prevention study,
out of the 19 states that participate in PRAMS, Colorado had the highest alcohol usage rate of
any of state. In fact, 16 states met the Healthy People 2010 target of 94 percent abstinence,
while only Colorado, Florida and New York (excluding New York City) did not.”’
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Figure 22. Percent of Pregnant Women Abstaining from Alcohol Use

During the Third Trimester, Colorado Residents, 2000 to 2007
Source: Colorado Department of Public Health and Environment, Pregnancy Risk Assessment Monitoring System

Colorado PRAMS data for 2004-2007 show some important differences in alcohol usage by age.
Ninety-seven percent of young, pregnant women (ages 15-19 years old) abstained from
drinking alcohol, which is above Healthy People objective of 94 percent. Women ages 20-24
years old were close to meeting the target, while women ages 25 years and older had
abstinence rates far below the target (Figure 23).

100%

80%

60%

40%

Percent (%)

20%

0%

15-19 20-24 25-34 35+

Figure 23. Percent of Pregnant Women Abstaining from Alcohol in the Third Trimester

by Age, Colorado Residents, 2000 to 2007
Source: Colorado Department of Public Health and Environment, Pregnancy Risk Assessment Monitoring System
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PRAMS data also show that White/ Hispanic women were significantly more likely to be
abstinent than White/non-Hispanic women, with 94 percent (meeting the target) reporting no
use of alcohol in the last trimester, compared to 86 percent.™ In addition, women whose
prenatal care was paid for by Medicaid were much less likely to drink during pregnancy
compared to women who were not covered by Medicaid. A total of 93 percent of women on
Medicaid were abstinent in 2004-2007, while 87 percent of women not on Medicaid reported
being abstinent, a difference which is statistically significant. Women on Medicaid also
reported more often that a health care worker discussed the issue of drinking in pregnancy: 77
percent compared to 71 percent of women not on Medicaid (although this difference is not
statistically significant). Finally, PRAMS data for 2007 show that among all women, 73 percent
reported that a health care worker discussed alcohol, a significantly lower percentage than in
1999, when 81 percent reported such a discussion.

Stress

The effects of stress on pregnancy are becoming increasingly clear, with a growing body of
research showing that preterm birth and low birth weight can be related to stress both before
and during pregnancy.?®3? Stress increases a corticotrophin-releasing hormone (CRH) into the
blood which increases prostaglandins which can in turn trigger uterine contractions and labor.
Stress appears to be related to racial discrimination, demanding working environments, living in
“high-deprivation” neighborhoods, and other highly individual factors. Stress can also lead to
destructive behaviors such as smoking, drinking, and drug use.?***

The PRAMS survey asks a number of questions about stress, and the responses are typically
grouped according to the number of stressors a woman reports. Thirteen stressors are named,
including the death of someone close, separation, divorce, moving, job loss, financial problems,
jail, alcohol or drug abuse, and physical fighting. The number of stressors by age group are
provided in Table 9. A higher percentage of younger women have more stressors than older
women, with an average of 2.5 stressors for younger women (ages 15-24), compared to 1.4 for
older women (ages 25 and older), a statistically significant difference.

Table 9: Percent of Pregnant Women Experiencing Stress, by Age Group,
Colorado Residents, 2005-2008
Age Group of Pregnant Women

Number of Stressors 15-24 25+
3 or more 40% 22%
lor2 39% 44%

None 20% 35%

Source: Colorado Department of Public Health and Environment, Pregnancy Risk Assessment Monitoring System

xvi

In this discussion, “White/Hispanic” refers to women categorized as both White race and Hispanic ethnicity. It excludes any
Hispanic women categorized as other race. “White/Non-Hispanic” refers to women who are both White race and non-Hispanic
ethnicity. It excludes non-Hispanic women who are not also White.
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When grouped by federal poverty levels, the variation in the number of stressors among
pregnant women is fairly pronounced (Table 10). In fact, the differences are statistically
significantly for those with three or more stressors, and also for those with none.

Table 10. Percent of Pregnant Women Experiencing Stress
Grouped by Poverty Level, Colorado Residents, 2005-2008
Federal Poverty Level

Number of Stressors At or below 200% \ Above 200%

3 or more 37% 16%
lor2 42% 43%
None 22% 41%

Source: Colorado Department of Public Health and Environment, Pregnancy Risk Assessment Monitoring System

Stress is highly related to a number of other risk factors. Twenty-seven percent of all pregnant
women report 3 or more stressors in the 12 months prior to delivery. In contrast, 89 percent of
pregnant women who were physically abused report 3 or more stressors. Among women who
smoked during pregnancy, 52 percent reported 3 or more stressors. Among women with an
unintended pregnancy, 40 percent reported 3 or more stressors (Figure 24).
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Figure 24. Percent of Pregnant Women Reporting 3 or More Stressors in the 12 Months Prior to
Delivery, by Specified Risk Factors, Colorado Residents, 2005-2008

Source: Colorado Department of Public Health and Environment, Pregnancy Risk Assessment Monitoring System

Weight Gain during Pregnancy

Guidelines for weight gain during pregnancy are defined by the Institute of Medicine, and
categorized as adequate, inadequate, or excessive. Each category is determined by the body
mass index (BMI) of the woman prior to pregnancy. Based on the guidelines from 1990 that
were available at the time that these data were analyzed, the recommended amount of weight
to gain during pregnancy was 28-40 pounds for an underweight woman, 25-35 pounds for a
normal weight woman, 15-25 pounds for an overweight woman, and 15 pounds for an obese
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woman.™ There is a new weight gain objective in Healthy People 2020 (MICH HP2020-17) to
increase the proportion of mothers who achieve their recommended weight gain during
pregnancy. During 2004-2008, only about 30 percent of women in Colorado gained an
appropriate amount of weight during pregnancy, according to PRAMS data. Twenty four
percent gained too little weight and 46 percent gained too much as defined by the Institute of
Medicine.

Inadequate Weight Gain

The birth weight of the infant is correlated with the weight gain of the mother. A 2000 Colorado
study entitled Tipping the Scales: Weighing in on Solutions to the Low Birth Weight Problem in
Colorado,? determined that women who failed to gain enough weight during pregnancy were
1.6 times more likely to have a low birth weight infant than women who gained adequate
weight. PRAMS data show that close to 1 in every 5 pregnant women do not gain enough
weight which contributes to about 1 out of every 8 low birth weight infants.

Inadequate weight gain is more common among low-income women. For the period 2004-
2008, 27 percent of women on Medicaid experienced inadequate weight gain, compared to 23
percent of women not covered by Medicaid, a difference that is significant. However, this issue
affects women of all ages, educational levels, and racial and ethnic groups: Figure 25 shows
that at least 1 in 4 to 5 women in any group gains inadequately.
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Figure 25. Percent of Pregnant Women Gaining an Inadequate Amount of Weight by
Medicaid Status, Education, Race/Ethnicity, and Age Group, Colorado Residents, 2004-2008

Source: Colorado Department of Public Health and Environment, Pregnancy Risk Assessment Monitoring System

Groups of women most at risk of gaining too little weight are as follows: women who have
Medicaid during pregnancy; women with less than a high school education; women of color;

xvii

The Institute of Medicine guidelines in this section of the report are from 1990. New guidelines were issued in 2009, which
differ slightly33.
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and women younger than 20 years old. In Figure 25, the percentage of the women in these
subgroups approached or exceeded 30 percent.

Excessive Weight Gain during Pregnancy

Excessive weight gain during pregnancy is associated with gestational diabetes, pregnancy-
associated hypertension (including preeclampsia and eclampsia), increased risks of preterm
delivery, cesarean section, difficulty with breastfeeding, and weight retention after delivery.33

According to birth certificate data for women delivering singletons during 2007-2008, about
half (51 percent) of those who gained too much weight during pregnancy were overweight or
obese before pregnancy, based on their BMI recorded on the birth certificate. (The remaining
half of pregnant women who gained too much weight during pregnancy were in the normal or
underweight BMI range at conception). Excessive weight gain varies little among subgroups of
women defined by race/ethnicity, age, or education. However, according to PRAMS data (2007-
2008) nearly half (47 percent) of the pregnant women on Medicaid gained too much weight.

Counseling by a medical provider on appropriate weight gain during pregnancy is an important
aspect of prenatal care. According to Colorado PRAMS (2005-2008), one-third of pregnant
women reported that they were not told how much weight to gain by a health care provider.

Adequate/Recommended Weight Gain

Just 3 in 10 Colorado women (29.9 percent) gain weight according to the IOM guidelines (birth
certificate data, 2007-2008). Figure 26 shows the differences by age, and racial and ethnic
groups.™" Women ages 25 and older were significantly more likely to gain an adequate
amount of weight (31.0 percent) compared to women younger than 25 years old (27.6
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Figure 26. Percent of Pregnant Women Gaining Adequate Weight during Pregnancy
By Race/Ethnicity and Age, Colorado Residents, 2007-2008

Source: Colorado Department of Public Health and Environment, Birth Certificate Data

xviii

In the accompanying figure, “White” includes all White women of either ethnicity (Hispanic and non-Hispanic), “Hispanic”
includes all Hispanic women of any race (White, Black, other, etc.), and the other racial groups include all women of either
ethnicity.
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Asian American/Pacific Islander (AAPl) women were the most likely to gain an adequate
amount of weight at 36.5 percent. This is a statistically significant difference compared to
women of all other racial and ethnic backgrounds. White/non-Hispanic women were the next
largest group, with 31.4 percent gaining weight adequately. The group least likely to gain
adequate weight was American Indian/Native Alaskan women (AINA) at 22.4 percent.

Women’s Weight Prior to Pregnancy

In Colorado, the percentage of women who were overweight or obese before becoming
pregnant has increased over the past 11 years. In 1998, 9 percent of women were overweight
and 14 percent were obese, increasing to 14 percent and 18 percent respectively, by 2008
(Figure 27). Over this entire period, there is a statistically significant linear increasing trend in
overweight and obese mothers as well as a decrease in underweight mothers.
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Figure 27. Percent of Pregnant Women by BMI Category at Start of Pregnancy,
Colorado Residents, 1998-2008

Source: Colorado Department of Public Health and Environment, Pregnancy Risk Assessment Monitoring System

As pre-pregnancy weight increases, so does the proportion of women who gain too much
weight. This pattern is of particular concern, given the trend in the proportion of women who
are overweight or obese prior to pregnancy (Figure 27). Figure 28 illustrates the magnitude of
weight gained during pregnancy (according to IOM guidelines), based on whether the women’s
BMI placed her in the category of underweight, normal weight, overweight or obese, prior to
pregnancy. The figure illustrates the correlation between weight prior to pregnancy and
excessive weight gain for Colorado women during 2007-2008.
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Figure 28. Maternal Weight Gain During Pregnancy by Prepregnancy BMI

Colorado Residents, 2007-2008
Source: Colorado Department of Public Health and Environment, Birth Certificate Data

Fruit and Vegetable Intake

Healthy People 2010 and 2020 have the same objectives regarding fruit and vegetable intake
for the general population, which also applies to pregnant women. This includes the
consumption of two daily servings of fruit and three daily servings of vegetables. . According to
2004-2007 Colorado PRAMS data, the recommended target of five fruits and vegetables daily
was met by just 12 percent of women (eating patterns were reported during the last three
months of pregnancy). There was little difference by age: 15 percent of women younger than
20 years old reported eating the recommended number, 11 percent of women ages 20-34 years
did so, and 13 percent of women age 35 years and older consumed five or more. In addition,
no significant differences were found between Hispanic and non-Hispanic women. It may be
worth noting that in 2007, ten percent of all women who gave birth reported that they ate less
food than they felt they should overall, because they did not have enough money to buy food.
This may indicate a barrier to purchasing adequate amounts of fruits and vegetables (PRAMS,
2007).

Physical Activity

The research on physical activity among pregnant women indicates that light-to-moderate
physical activity for women, in the absence of certain risk factors, has positive health effects for
both the mother and infant. During pregnancy, exercise reduces and prevents back pain,
reduces retention of liquid, reduces cardiovascular stress, increases oxygenation capacity,
decreases blood pressure, reduces the risk of gestational diabetes, prevents thromboses and
varicose veins, and helps control maternal weight gain.>* One study reports that even vigorous
physical activity is associated with a reduced rate of preterm birth.*®

June 2010 | Colorado Department of Public Health and Environment



Figure 29 illustrates exercise frequency in the last trimester of pregnancy, among all Colorado
women who delivered their baby during 2005-2008, and among subgroups defined by their pre-
pregnancy weight. (Excluded from the results are women who were advised not to exercise by
their health care worker.) In general, 30 percent of women exercised less than one day per
week, 53 percent exercised 1 to 4 days per week, and 17 percent exercised more than 5 days
per week. Healthy People 2010 Objective 22-1 proposes that 30 percent of adults (baseline 15
percent) exercise moderately for 30 minutes a day.XiX There was an inverse association
between pre-pregnancy weight and the typical number of days per week that women exercised
during the third trimester: overweight and obese women were the least likely to exercise more

often.
100% .
80%
60%
40%
20%
0% T T T

Underweight NormalBMI Overweight ObeseBMI  AllWomen
BMI BMI

Percent (%)

M Lessthan 1 day/wk m1-4days/wk = 5or more days/wk

Figure 29. Frequency of Exercise and the Percent of Pregnant Women Exercising in the Last Trimester
by their Pre-pregnancy BMI, Colorado Residents, 2005-2008

Source: Colorado Department of Public Health and Environment, Pregnancy Risk Assessment Monitoring System

Xix

The Healthy People 2020 objectives no longer focus on moderate levels of physical activity, but rather focus on reducing the
number of adults who do not exercise at all (PAF HP2020-1), and increasing the numbers who walk (PAF HP2020-10) or bike
(PAF HP2020-11). No Healthy People objectives specify desired levels of physical activity for pregnant women.
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Chapter 4 — Infant and Postpartum Health

The health of an infant is dependent upon the health and well-being of the mother before,
during and after delivery. According to the Life Course Model, infants who receive the
healthiest start in life have the best chance for continued health and wellness into childhood,
adolescence, and adulthood. This chapter focuses on those influences, highlighting the leading
causes of infant morbidity and mortality.

Section 1: Maternal Postpartum Health

During the postpartum period, there are a number of factors that can influence positively or
negatively the health of the mother and her newborn, including the method of delivery, the
incidence of postpartum depression, and breastfeeding.

Method of Delivery

The type of delivery (e.g., vaginal or cesarean section) influences maternal and infant health.
Surgical delivery, indicated for a variety of maternal or fetal conditions, is not without potential
complications. Women undergoing a cesarean section are at risk for infection, hemorrhage,
embolism (blood clot formation in the blood vessels or lungs), scar tissue formation, anesthesia
complications, and damage to the bladder or bowel.> Unlike vaginal delivery in which recovery
takes a few weeks, recovery from cesarean section can take twice as long (four to six weeks).
For infants, passing through the birth canal during a vaginal delivery is important for optimal
lung function. Because infants do not pass through the vaginal canal during a cesarean section,
they can be at increased risk for lung complications. In addition, some babies may be initially
lethargic due to the administration of anesthesia.! Therefore, the Healthy People 2010
Objective 16-9a is to reduce cesarean births among low-risk (full term, singleton, vertex
presentation) women giving birth for the first time to 15 percent.

Because delivery is a major event for both mother and infant, the method of delivery has been
continuously monitored since the mid -1960s. Interestingly, the proportion of live births
delivered by cesarean section has fluctuated considerably in recent decades. In 1965, the
proportion of cesarean sections in the United States was 4.5 percent, peaking in 1988 at 25
percent.2 The proportion then fell to 20.7 percent in 1996, but reached 31.1 percent in 2006,
the highest level ever reported in the United States.?

The rise in the cesarean rate is largely attributed to an increase in the primary cesarean rate,’
defined as the proportion of live births delivered by cesarean section to mothers with no
previous history of a prior cesarean section. In the United States, the primary cesarean rate for
2006 was 23.5 per 100 live births.?

In the late 1990s, studies demonstrated an increase in uterine rupture among women with
vaginal births after a prior cesarean delivery. As a result, in 1999, the American College of
Obstetricians and Gynecologists published new guidelines around vaginal delivery after
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cesarean section.” In response to these guidelines, by 2006, 92 percent of all U.S. women with
a previous cesarean section had repeat cesarean deliveries.> This rate far exceeds Healthy
People 2010 Objective 16-9b, which is for no more than 63 percent of women to have a repeat
cesarean section.

In Colorado, the proportion of vaginal deliveries, including vaginal births after cesarean
sections, has been decreasing over time. In 1996, 84.9 percent of all deliveries were vaginal;
however by 2008, the percentage of vaginal deliveries dropped to 74.1 percent. As seen in
Figure 30, the rates for primary cesarean section, repeat cesarean section, and vaginal birth
after cesarean section in Colorado have also been changing over time. In 2004, the primary
cesarean section rate appears to exceed the Healthy People 2010 Objective, but the data
shown include births to all mothers, not just to mothers with low-risk pregnancies (full-term,
singleton, and vertex presentation). The proportion of live births by repeat cesarean section
has also been increasing with a slight dip observed in 2007 and 2008. The rate of vaginal birth
after cesarean has been decreasing from a high of 2.9 percent in 1996 to the current rate of 1.7
percentin 2008.°
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Figure 30. Percent of Live Births by Method of Delivery (Primary Cesarean Section, Repeat Cesarean
Section, and Vaginal Birth after Cesarean Section), Colorado, 1996-2008
Source: Colorado Department of Public Health and Environment, Colorado Birth Certificate Data

It is assumed that the proportion of primary cesarean sections has been on the rise in recent
years, at least in part, because of concerns over malpractice litigation.® The escalating number
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of multiple births may also play a role in that surgical delivery is associated with multiple
gestation.”® In addition, there is a concern that “consumer demand” may also be driving the
rate, as some women are electing a cesarean delivery. Finally, the induction of labor leads to
higher cesarean section rates, particularly when the cervix is unprepared.’

Although the notion of consumer demand/doctor preference cannot be validated with any
population-based surveillance data, increasing trends in late preterm cesarean section delivery
(35 to 36 weeks) suggest that some of these result from elective cesarean sections that are not
medically indicated. As seen in Figure 31, among Colorado women, the two-year average of
cesarean section delivery for 2007-2008 was 25.9 percent of all live births, ten percentage
points higher than the two-year average for the ten years prior (1997-1998). Interestingly, the
greatest difference between the two time periods is observed among infants with gestational
ages at 35 and at 36 weeks (where for both groups of infants the difference between the
proportions of infants who were delivered by cesarean section in each time period was
approximately 13 percentage points).
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Figure 31. Percent of Live Births Delivered by Cesarean Section by Gestational Age,
A Comparison of Two Time Periods, Colorado, 1997-1998 and 2007-2008
Source: Colorado Department of Public Health and Environment, Birth Certificate Data

Postpartum Depression

Postpartum depression is one of the most common complications of childbirt Signs and
symptoms of depression include depressed mood, guilt, anxiety, irritability, insomnia, loss of
interest and pleasure, tearfulness, sadness, anger, and in some cases thoughts of harming
oneself or the infant.** Although as many as 50 to 80 percent of mothers experience the baby
blues, a period of mild depression that lasts no longer than two weeks following delivery, a
small proportion of new mothers experience postpartum depression that can last up to one
year after delivery. Recent studies of postpartum depression have demonstrated that the

10-11
h.
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condition can negatively impact the infant, with effects persisting into childhood.™ Identifying
postpartum depression is important for reducing adverse outcomes for both the mother and
infant. Although postpartum depression was included as a developmental objective as part of
Healthy People 2010, a proposed objective in Healthy People 2020 (MICH HP2020-24) has been
developed to assess the percentage of women attending a postpartum care visit with a health
worker.

According to 2008 Colorado Pregnancy Risk Assessment Monitoring System (PRAMS) data, 84
percent of all Colorado pregnant women reported that a health care worker talked with them
about postpartum depression. Among women receiving prenatal care paid for by Medicaid, 90
percent reported they received information on postpartum depression from a health care
worker, a significant difference (p < 0.05) from women not receiving Medicaid.* A recent
analysis of PRAMS data (2005—-2007) indicated that 20 percent of women on Medicaid reported
postpartum symptoms following delivery, which is double the proportion reported by women
not receiving Medicaid.'> Among Hispanic women (all races) receiving prenatal care paid for by
Medicaid, 18 percent reported postpartum depression symptoms following delivery; this is
almost two times as high when compared to Hispanic women (all races) not receiving Medicaid
(10 percent). Similarly, among non-Hispanic women (all races) receiving prenatal care paid for
by Medicaid, 21 percent reported postpartum depression symptoms after delivery, a twofold
increase compared to non-Hispanic women (all races) not on Medicaid (10 percent).
Postpartum depression symptoms are more likely to occur among women whose prenatal care
was paid for by Medicaid, regardless of Hispanic ethnicity.**

Breastfeeding

Both mothers and infants benefit from breastfeeding. Women who breastfeed have lower rates
of type 2 diabetes, and breast and ovarian cancers compared to women who do not
breastfeed.™ For infants, breastfeeding reduces morbidity and mortality from conditions such
as otitis media, respiratory tract infections, and gastroenteritis. Further, breastfeeding reduces
the risk of infant death from sudden infant death syndrome.'® Breastfeeding is also associated
with a reduction in the development of conditions later in life such as type 2 diabetes and
obesity.

Initiating and Sustaining Breastfeeding

In Colorado, almost all infants are born in either a hospital or a birthing center. Although time
spent in these facilities after delivery is limited, the early postpartum period is considered
critical to support breastfeeding success among new mothers.!” According to the National
Immunization Survey, the prevalence of children ever breastfed in the United States rose from
68 percent in 1999 to 74 percent in 2006, and has almost met Healthy People 2010 Objective
16-19, for 75 percent of mothers to initiate breastfeeding.18 In Colorado, the 2006 prevalence
of children ever breastfed is 83 percent, exceeding the Healthy People 2010 target.18

Progress has also been made in terms of the duration of breastfeeding. In the United States, the
prevalence of women breastfeeding until six months postpartum has increased from 33 percent
in 1999 to 43 percent in 2006.'® In Colorado, the 2006 prevalence of breastfeeding at six
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months is 60 percent, higher than the national percentage and exceeding the Healthy People
2010 target (Objective 16-19) of 50 percent.'® Similar results are observed at one year. The
2006 prevalence of breastfeeding at 12 months in the United States was 23 percent and the
Colorado prevalence was 31 percent, which exceeds the national prevalence and Healthy
People 2010 Objective 16-1 of 25 percent.18

In order to help mothers prepare for breastfeeding, it is recommended that healthcare
providers discuss breastfeeding with pregnant women prior to delivery. In 2008, the
prevalence of Colorado women who discussed breastfeeding during prenatal care visits was 84
percent, and the prevalence of women reporting breastfeeding for nine or more weeks after
delivery was 70 percent.* The top reasons that Colorado women reportedly stopped
breastfeeding were: 1) not producing enough milk (perceived or actual) (44 percent); 2) did not
satisfy baby (41 percent); 3) baby had difficulty nursing (27 percent); and, 4) mother went back
to school/work (21 percent).*

Successful Practices to Promote Breastfeeding in a Hospital Setting

In Colorado, analysis of data for 2002—-2003 demonstrated that significant improvements in
breastfeeding duration resulted when mothers participated in five specific activities while still
in the hospital. These include five of the ten World Health Organization recommended steps to
successful breastfeeding practice, specifically 1) breastfeeding initiation within the first hour of
delivery; 2) infant fed only breast milk in the hospital; 3) infant stays in the same room as the
mother in the hospital; 4) infant does not use a pacifier; and, 5) mothers are given a telephone
number to call for help with breastfeeding prior to discharge.*
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Figure 32. Percent of Mothers Reporting Five Successful Hospital Breastfeeding Practices,
Colorado Residents, 2008

Source: Colorado Department of Public Health and Environment, Pregnancy Risk Assessment and Monitoring System

As seen in Figure 32, the 2008 prevalence of Colorado women rooming with the baby at the
hospital was 89 percent; the prevalence of women breastfeeding within the first hour of
delivery was 67 percent; and the prevalence of women receiving a telephone number for
breastfeeding support was 86 percent. In addition, the prevalence of infants receiving only
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breast milk was 55 percent, and the prevalence of infants not using a pacifier at the hospital
was 34 percent. In 2008, the prevalence of Colorado women experiencing all five best practices
was 22 percent. Among the recommended best practices, the lowest percentage related to
prohibiting pacifier use (34 percent). Recommendations from the American Association of
Pediatrics may be influencing this percentage, as pacifier use after one month of age has been
recommended for preventing sudden infant death syndrome.20

Together, all five practices influence the duration of breastfeeding. In a recent analysis of
breastfeeding practices (2005-2006), a greater proportion of women with healthy infants who
experienced all five hospital best practices breastfed babies through 20 weeks, as compared to
mothers with healthy infants who did not receive all five. This finding is observed in Figure 33;
the shaded region signifies a statistically significant difference (for weeks two through 19).
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Figure 33. Colorado Breastfeeding Duration Rates among Mothers of Healthy Breastfed Infants, by

Five Successful Hospital Breastfeeding Practices, Colorado Residents, 2005-2006
Source: Colorado Department of Public Health and Environment, Pregnancy Risk Assessment and Monitoring System

Nationally, three new Healthy People 2020 objectives have been proposed to improve
breastfeeding. Two of the three are specific to improving hospital breastfeeding practices: 1)
decrease the prevalence of breast-fed newborns who receive formula supplementation within
the first two days of life (MICH HP2020-27); and, 2) increase the percentage of live births that
occur in facilities providing recommended care for lactating mothers and their babies (MICH HP
2020-28). The other objective is specific to increasing the percentage of employers who have
worksite lactation programs (MICH HP2020-26).
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Section 2: Infant Mortality

At the turn of the 20" century, 100 infants per 1,000 live births died before the age of one.*
Since then, the U.S. infant mortality rate has decreased dramatically to 6.7 deaths per 1,000 live
births (2006).%* The decrease is attributed to a number of factors including access to health
care and availability of hospitals and maternity wards, increased awareness of nutrition,
improved medical imaging and technology, and the rise in the standard of living and
educational levels of women.*

Still, the United States has a comparatively high infant mortality rate, ranking 30" in the world
during 2005, despite having the highest gross domestic product (a measure of economic
output). The U.S. infant mortality rate is higher than many countries with high-income
economies such as Sweden, Hong Kong, Japan, Finland, and Norway,23 plus some countries
with second tier economies like Poland and Cuba.?

In a 2004 study of infant mortality that compared the United States and Europe, the National
Center for Health Statistics identified a lower infant mortality rate for preterm (> 37 weeks of
gestation) infants born in the United States; however, the U. S. has a disproportionately higher
number of premature (< 37 weeks) births compared to Europe.23 The study noted that much
of the high infant mortality rate in the United States was due to the high percentage of preterm
births. For example, if the United States had the same distribution of births by gestational age
as observed in Sweden, the U.S. infant mortality rate would be reduced by one-third. In the
United States, most premature and fragile infants are likely to be born to low-income and
minority women lacking health care and social support.”?

In 2008, the infant mortality rate in Colorado was 6.2 deaths per 1,000 live births. During that
year, Colorado had 434 infant deaths out of 70,028 live births. The infant mortality rate has
been decreasing for over 10 years. Since 1998, the number of Colorado births has increased by
18 percent, while the number of infant deaths has remained constant (on average
approximately 415 infant deaths per year). Healthy People 2010 Objective 16-1 proposes to
reduce the rate of infant deaths to no more than 4.5 per 1,000 live births (Figure 34).”> As of
2007, no state in the nation had met the Healthy People 2010 target.

The infant mortality rate varies by race and ethnicity, with wide disparities for Black/African
American infants. In 2006-2008, the infant mortality rate for Black/African American (non-
Hispanic) was 13 deaths per 1,000 live births, a decrease from 17 deaths per 1,000 live births
during the previous 18 years. There may also be a disparity for Hispanic infants (all races)
whose death rates have varied from nearly 10.0 deaths per 1,000 live births during 1991-1993
to 7.4 deaths during 2006-2008. Asian American/Pacific Islander infants had the lowest infant
mortality rate at 4.6 per 1,000 during 2006-2008. This is the only population to have met the
Healthy People 2010 objective during the last decade (Figure 34).
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In Colorado, over 95 percent of Hispanic births occur to women who were born in either the
United States or Mexico.?® Since 1991, U.S.-born Hispanic women have experienced a higher
rate of infant mortality compared to Mexico-born Hispanic women (Figure 35). Over time, the
difference in rates appears to be narrowing, as the infant mortality rate of U.S.-born Hispanic
women decreases and the rate of Mexico-born Hispanic women rises. Both rates exceed the
Healthy People 2010 (HP 16-1) target to reduce all infant deaths to 4.5 per 1,000 live births.
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Infant mortality rates also vary by county of residence. Using a five-year annual average from
2003-2007, differences in rates can be observed for Colorado’s 64 counties (Figure 36): 20
counties met the Healthy People 2010 target, 6 counties were close to the target, 18 counties
were at some distance from the target, and 7 were very far from the target.
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Causes of Infant Mortality

In this section, causes of infant mortality will be examined including perinatal period conditions,
congenital anomalies/birth defects, sudden infant death syndrome and both intentional and
unintentional injuries.

Perinatal Period Conditions and Congenital Anomalies

Leading causes of infant deaths include perinatal period conditions and congenital anomalies.
The perinatal period condition classification means that death occurred around the time of
birth from disorders related to the age of gestation (preterm birth), fetal growth, birth trauma,
infections or other conditions. Congenital anomalies/birth defects include defects of the
cardiovascular, central nervous, musculoskeletal, genitourinary, and digestive systems.
Between 2006 and 2008, 50.5 percent of deaths among infants less than one year of age were
classified as perinatal period conditions, and 22.1 percent were classified as congenital
anomalies.’

Unintentional Injury

Deaths from unintentional injuries (falls, poisoning, car crashes, drowning, etc.), occur rarely
among infants less than one year of age, accounting for 3.2 percent of deaths during 2006-
2008. During the same time period, there were 41 infant deaths from unintentional injuries in
Colorado: 66 percent were among male infants and 44 percent were among female infants.
Out of the total number of deaths, 22 percent were due to a motor vehicle crash, while the
other 78 percent were classified as “non-transport other and unspecified.” These include
injuries from falls, poisonings, drowning/submersion, firearms, smoke and flames or other.

Child Abuse/Neglect and Homicide

Infant deaths from child abuse/neglect are also limited in number. Between 2004 and 2006,
approximately 26 infant deaths were attributed to child abuse and/or neglect, approximately 2
percent of infant deaths during that time period. Twenty-three of these deaths were
determined to be homicides. The largest proportion of infant homicides occurred among
White/non-Hispanic infants (47.8 percent). However, White/Hispanic infants are the most
disproportionately affected group as they comprise 25.3 percent of the infant population in
Colorado but account for 34.8 percent of infant homicides.”’” When discussing homicide among
children and adolescents, teen homicide rates are often perceived to be higher than infant
homicide rates. However, as seen in Figure 37, the three-year moving average rates of homicide
in Colorado are higher among infants compared to teens, and teen homicide rates are trending
downward. Most recently (2006—2008), the homicide rate among the infant population was
almost two times as high as the homicide rate among teens 15-19 years of age.

A review of infant and teen homicide cases by the Colorado Child Fatality Prevention System’s
State Review Team revealed differences in each age group. Between 2004 and 2006, 82
percent of teen homicides resulted from use of a firearm, and 65 percent of infant homicides
resulted from physical assault (e.g. punching, beating, throwing, dropping, and shaking). Also,
14 of the 23 infant homicides (60.9 percent) were the result of shaken baby syndrome.”’
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Figure 37. Infant and Teen Homicide Rates, 3-Year Moving Averages
Colorado, 1990-1992 to 2006-2008
Source: Colorado Department of Public Health and Environment, Colorado Child Fatality Prevention System

Sudden Infant Death Syndrome

Sudden infant death syndrome or SIDS, defined as “sudden death of an infant under one year of
age, which remains unexplained after a thorough case investigation, including performance of a
complete autopsy, examination of the death scene, and review of the clinical history.”*® Infants
are at highest risk for sudden infant death syndrome during the first six months of age, and are
most vulnerable in their second and third months. Male babies are at higher risk than females.
Other risk factors include preterm and/or at a low weight birth, birth during the fall or winter
months, exposure to tobacco smoke, and overheating while sleeping.?® In addition, the risk of
sudden infant death is higher among infants born to women with inadequate prenatal care,
placental abnormalities, inadequate weight gain during pregnancy, anemia, a history of sexually
transmitted or urinary tract infections, women who smoke or use drugs, and women 20 years
of age and younger.”®

To help prevent cases of sudden infant death syndrome, the American Academy of Pediatrics
released guidelines in 1992 for infants to be placed in a non-prone sleep position (not on the
stomach). By 2005, these guidelines were updated to include use of a pacifier while sleeping,
avoiding soft bedding and soft objects in the infant’s sleep environment, prohibiting co-sleeping
(sleeping with an infant), and promoting room sharing (infant sleeps in the same room as the
caregiver).zo’ 29 Implementation of these recommendations have helped reduce Colorado’s rate
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of sudden infant death syndrome significantly, from 2 per 1,000 live births in 1990 to 0.5 per
1,000 live births in 2008. However, Colorado is still not meeting the Healthy People 2010
Objective 16-1, which is to reduce deaths from sudden infant death syndrome to 0.25 per 1,000
live births. In 2008, 81 percent of Colorado women reported placing infants on their back to
sleep.30 This result surpasses Healthy People 2010 Objective 16-13, of 70 percent.****

Increased adherence to safe-sleep recommendations does not completely explain the reduction
in sudden infant death syndrome rates. National studies indicate that the decline in rates may
also be attributed to changes in the classification of death by coroners and medical
examiners.” As the rates of sudden infant death syndrome have declined over time, infant
mortality due to accidental suffocation and strangulation in bed, plus deaths reported as
unknown or unspecified have increased (from 2.8 per 100,000 in 1984 to 12.5 per 100,000 live
births in 2004).>* Coroners and medical examiners are becoming less likely to report an infant
death as sudden infant death syndrome without a thorough death scene investigation or when
there is sufficient evidence that the infant death occurred in an unsafe sleep environment.*

One of the leading risk factors for sudden unexpected infant death is co-sleeping. Data from the
Colorado Child Fatality Prevention System provides a comprehensive picture of sleep-related
infant deaths in Colorado.?’ Between 2004 and 2006, approximately 159 Colorado infant
deaths were identified as a sleep-related death by the review team. As seen in Figure 38, over
half (55 percent) of the sleep-related deaths occurred in an adult bed, couch, or futon;
approximately one-third (30 percent) occurred in a crib or bassinette; 9 percent occurred in
other places including the playpen, car seat, and stroller; and in 6 percent of the sleep-related
cases, the location was unknown.

Unknown
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Other 9% 6%

Crib 30%

Bed/Couch/
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Figure 38. Location of Sleep-related Infant Deaths, Colorado, 2004-2006
Source: Colorado Department of Public Health and Environment, Colorado Child Fatality Prevention System

Of the 159 sleep-related infant deaths identified, 73 (45.9 percent) occurred while co-sleeping.
In approximately 32 of the 73 (44 percent) co-sleeping cases, two or more persons shared the
bed with the newborn — studies show an association between sudden infant death syndrome
and co-sleeping with two or more individuals.”® In terms of race/ethnicity, the majority of co-
sleeping infant deaths occurred among the White/non-Hispanic population (57.5 percent),
followed by the White/Hispanic (21.9 percent), Black/African American (17.8 percent), and
American Indian/Native American (2.7 percent) populations. However, when accounting for the
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proportion of live births to Black/African American and American Indian/Alaskan Native
American women in Colorado, the percentage of co-sleeping deaths is disproportionately
higher than among other racial and ethnic groups.”’

Neonatal Infant Mortality

Infant deaths can be analyzed further by classifying age groups as neonatal (less than 28 days)
or postneonatal (28 days to less than one year). The mortality rate among neonates is
consistently higher than the mortality rate during the postneonatal period. In terms of neonatal
deaths, racial and ethnic disparities exist among Black/African American infants and
White/Hispanic infants when compared to other racial and ethnic groups.

As seen in Figure 39, the three-year average neonatal mortality rate has consistently been
significantly higher for Black/African American infants, at 2-3 times that of other groups for
most time periods. The neonatal mortality rate is also consistently higher among
White/Hispanic infants, when compared to White/non-Hispanic and Asian American/Pacific
Islander infants. (Data were suppressed for the Native American/Alaskan Native population,
due to fewer than three infant deaths in some of the three-year averages). A decrease in the
Black/African American neonatal mortality rate was observed during the 2006—2008 period. It is
difficult to determine if this decrease was due to fluctuations in live births or infant deaths or a
combination of both. Also, the rate appears to be increasing among the Hispanic population.
Only the Asian American/Pacific Islander population has met Healthy People 2010 Objective 16-
1, which is no more than 2.9 infant deaths per 1,000 live births.
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Figure 39. Neonatal (<28 days) Mortality Rates by Select Racial/Ethnic Populations
Three-Year Averages, Colorado Residents, 1991-1993 to 2006—-2008
Source: Colorado Department of Public Health and Environment, Birth Certificate Data
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Postneonatal Infant Mortality

Over time, the neonatal infant mortality rate has remained constant; however, the
postneonatal (28 days to less than one year) infant mortality rate has decreased from 3.6 per
1,000 live births (1991-1993) to 1.4 per 1,000 live births (2006—-2008). Similar to neonatal
mortality, racial and ethnic disparities exist in postneonatal mortality.”™ As seen in Figure 40,
the three-year average postneonatal mortality rate is significantly higher for Black/African
American infants compared to the White/Hispanic and White/Non-Hispanic populations. Unlike
the neonatal mortality rates, the postneonatal mortality rate is decreasing over time among all
three populations; however, no group has declined to the Healthy People 2010 Objective 16-1
of 1.2 deaths per 1,000 live births.

10.0

9.0

8.0

NG \
6.0

6.1\
5.0 56

40 32 =

3.0 o 23

20 N — -
| Healthy People 2010 Target = 1.2 ’ 1.6  aae — |

1.0 1.5 14

0.0 T T T
1991-1993 1994-1996 1997-1999 2000-2002 2003-2005 2006-2008

Numer of Postneonatal Deaths per 1,000 live births
’ H
w
v
L F /

Years (3-year averages)

=@=\\hite, non-Hispanic #=Hispanic  e=Black,non-Hispanic

Figure 40. Postneonatal (28 days to <1 Year) Mortality Rates by Select Racial/Ethnic Populations
3-Year Averages, Colorado, 1991-1993 to 2006-2008
Source: Colorado Department of Public Health and Environment, Colorado Vital Statistics

Section 3: Infant Morbidity

Infant morbidity refers to adverse infant conditions that occur after birth and before one year
of age. Factors affecting infant morbidity include premature birth and low birth weight, injury,
environmental exposures such as secondhand smoke, and access to care for infant health.

“ Data was suppressed for the Asian American/Pacific and Native American/Alaskan Native populations, due to fewer than
three infant deaths in some of the three-year averages.
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Low birth weight

A low birthweight infant is defined as weighing less than 2500 grams at birth (5 pounds, 8
ounces or less). Low weight can be associated with increased morbidity including long-term
developmental and neurological complications and disabilities, and infant mortality. Low birth
weight is a common result of a preterm birth (a gestational age of less than 37 weeks),
accounting for 65 percent of low birthweight infants born in Colorado, while 35 percent of
those with a low birth weight are born at term.

In 2007-2008, 8.9 percent of Colorado live births were classified as low birthweight and
approximately 1.2 percent were classified as very low birthweight (<1,500 grams). Colorado’s
low birthweight rate has fluctuated little over the past ten years and is higher than the U.S. rate
(approximately 8 percent each year). Both the U.S. and Colorado low birthweight rates exceed
Healthy People 2010 Objective 16.1, which is to reduce the proportion of low weight births to 5
percent of all live births.

In both Colorado and the U.S., racial and ethnic health disparities exist in the area of low weight
births. According to the latest Colorado birth certificate data available (2007-2008),
Black/African American infants had the highest proportion of low weight births, compared to all
live births within that population, at 15.1 percent. This is up to 1.75 times higher than other
racial and ethnic groups. Asian American/Pacific Islander infants also had a low birthweight
rate higher than other racial and ethnic groups for the same time period, at 11.2 percent.
Figure 41 illustrates low weight births as a percentage of all live births, by race and ethnicity.
The percentages have remained stable over time and are similar to national rates.
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Figure 41. Low Weight Births as a Percent of Live Births
by Race and Ethnicity, Colorado, 2007-2008
Colorado Department of Public Health and Environment, Birth Certificate Data

White/Non-Hispanic infants make up the largest proportion of births in the state, and therefore
have the greatest number of low weight births. Of the approximately 6,000 low birth weight
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infants born in Colorado each year, 55 percent or approximately 3,300, occur among
White/Non-Hispanic Infants. Twenty-five percent occur among and White/Hispanic infants, the
second largest racial and ethnic group by population.

In 2000, the Colorado Department of Public Health and Environment examined the problem of
low birth weight in a report entitled Tipping the Scales: Weighing in on Solutions to the Low
Birth Weight Problem in Colorado, which focused on births between 1995 and 1997. Along with
non-modifiable factors contributing to low birth weight (such as premature rupture of the
membranes), the report identified two important modifiable factors: smoking and inadequate
weight gain during pregnancy.

In a recent analysis of the 2007-2008 birth cohorts, similar observations were identified. In
1995-1997, the low birthweight rate for women who did not gain enough weight during
pregnancy was 9.4 percent, and by 2007-2008 this increased to 11.6 percent. For smoking, the
low birthweight rate was 13.4 percent (1995-1997), higher than the 12.3 percent observed in
2007-2008. Figure 42 shows low birthweight rates for singleton births (2007-2008) by weight
gain (based on the 1990 Institute of Medicine’s recommendations), and pregnancy smoking
status. Across all weight gain categories, the low birthweight rate was higher for smokers
compared to nonsmokers with the greatest rate observed among women who were both
underweight and smokers (19.5 percent).
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Figure 42. Low Birthweight Rates by Recommended Weight Gain Category and
Smoking Status During Pregnancy, Colorado, 2007-2008
Source: Colorado Department of Public Health and Environment, Birth Certificate Data
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Using birth certificate data for 2007-2008, a relative risk analysis was performed to measure the
association between a women having the two risk factors of inadequate weight gain and
smoking during pregnancy, and then giving birth to a low birthweight baby. Compared to
women with adequate and excessive weight gain, the probability of low birth weight is almost
two times as high [RR = 1.74 (95% Cl = 1.66, 1.83)] among women with inadequate weight gain.
Similarly, compared to women who did not smoke during pregnancy, the probability of low
birth weight is almost two times as high [RR = 1.81 (95% CI = 1.69, 1.94)] among women who
smoked during pregnancy. Women who smoked and had inadequate weight gain during
pregnancy were almost four times more likely [RR = 3.66 (95% Cl = 3.35, 3.99)] to have a low
birthweight baby compared to women who did not smoke and gained adequate weight during
pregnancy.®

Premature birth

Defined as birth between 20 and 37 weeks gestation, premature birth is the leading cause of
death among infants. The United States has a high proportion of premature births compared to
other industrialized nations. All preterm infants are at a significant risk for health problems and
the earlier the birth, the greater the risk.>* Preterm delivery is associated with lifelong
intellectual disabilities, cerebral palsy, breathing and respiratory problems, vision and hearing
loss, and feeding and digestive problems.

Known risk factors for preterm delivery include a history of preterm delivery; uterine, cervical
or placental dysfunction; lifestyle and environmental risks (smoking cigarettes, drinking alcohol,
using illicit drugs, poor nutrition, and stressful life events); and medical risks (high blood
pressure, diabetes, clotting disorders, being underweight or overweight before pregnancy,
multiple miscarriages or abortions, and physical injury or trauma).>> Another major factor
influencing the rise in preterm births is the use of assisted reproductive technology for
conception, which increases the likelihood of multiple births and therefore, preterm births.*

In 2006, the rate of premature births in the United States was 12.8 percent. In Colorado, the
rate of preterm delivery is lower, but has been rising. As illustrated in Figure 43, the percentage
of live births delivered preterm in 2000 was 9.0 percent, which increased to 9.6 percent by
2008. While small numbers may help explain the variation among the American Indian/Alaskan
Native and Asian American/Pacific Islander populations, the Black/African American population
in Colorado continuously demonstrates the highest rate of preterm delivery compared to all
other racial/ethnic groups; this disparity is observed over time and is also seen nationally.
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Preterm infants born between 34 and 36 weeks have fewer complications than infants born
earlier, but are still at risk for jaundice, breathing problems, longer hospital stays, and an
increased risk of death in the first year of life.?® The rates of late preterm delivery (defined as
births between 34-36 weeks) have risen both nationally, in Colorado, and among all age groups.
In the United States, the rate has increased 19 percent between the time periods 1990-1991
and 2005-2006 (from 6.8 percent of live births to 8.1 percent of live births respectively). During
this same time period, Colorado experienced a 22 percent increase from 6.4 percent to 7.8
percent of all live births. Women under 20 years of age and women ages 40 and older are the
most likely to have a late preterm delivery.*® Although many factors contribute to late preterm
delivery, recent research suggests that the increasing use of induction of labor and cesarean
delivery at 34 to 36 weeks is a contributing factor.>’*®

Neural Tube Defects

Neural tube defects such as anencephaly and spina bifida are two causes of infant morbidity
that can be prevented. During 2001- 2005, the Colorado prevalence of anencephaly (1.3 per
10,000 live births) and spina bifida (3.4 per 10,000 live births) were lower than the prevalence
observed in the United States (2.5 per 10,000 live births and 3.7 per 10,000 live births,
respectively). Colorado is close to meeting Healthy People 2010 Objective 16-15 to reduce the
occurrence of spina bifida and other neural tube defects to 3 per 10,000 live births.*> One
successful prevention strategy is the use of folic acid to reduce neural tube defects. For
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pregnant women, folic acid should be consumed every day in the form of a prenatal vitamin or
a multivitamin. In Colorado during 2008, only 33 percent of women reported taking such a
supplement every day in the month prior to pregnancy, according to PRAMS. This result is far
below Healthy People 2010 Objective 16-16, which is to increase the proportion of pregnancies
to 80 percent that begin with an optimum level of folic acid.'* 40

Access to Health Care

Visiting a health care professional after hospital discharge enhances the health of the infant by
reducing morbidity through checkups, preventive services and follow-up. In Colorado, the
proportion of infants who see a health care worker within the first week after leaving the
hospital is increasing. In 2004, 91 percent of infants were seen by a health care worker during
the first week post discharge, which increased to 94 percent by 2008."

After the initial visit with a health care worker, the infant is scheduled for well-baby checkups
that occur every two months for the first six months. In 2008, almost all (98 percent) Colorado
infants had a well-baby checkup. Well-baby exams are most likely to occur when the infant is
covered by some type of health insurance. In 2008, 55 percent of Colorado infants were
covered by private insurance or an HMO, 38 percent were covered by Medicaid, 4 percent were
covered by Child Health Plan Plus, and 2 percent of infants had no insurance.® Health
insurance coverage for infants in Colorado is quite good, which is reflected in the high
proportion receiving health checkups within the first several months of life.

XXi

Screening™
Screening for disorders is also enhanced among infants with health insurance. Screening for
metabolic conditions, conducted between three and five days after birth, identifies those that
may lead to significant morbidity or mortality. A second screening is conducted between 8 and
14 days of age to identify conditions that may have been missed during the first round of
screening. Each year, an average of 70,000 Colorado infants are screened, and of those, 2,000
have a positive or abnormal screen, with about 100 ultimately diagnosed with a disease.

In addition to metabolic screening, all Colorado infants are screened for hearing disorders.
Approximately 200 infants are identified with significant hearing loss at birth. In 2008, 97.8
percent of Colorado infants participated in a hearing screening. The Healthy People 2010
objective specific to newborn screening is being reassessed, but a modified objective specific to
both screening and follow-up is proposed for Healthy People 2020 (MICH HP2020-22).

Injury Hospitalizations

Injury requiring hospitalization is rare among infants less than one year of age. In 2008, in a
population of 71,067 infants, only 211 infants were hospitalized for injury, including 128 males
and 83 females. Among the male infants, 57 percent of the hospitalizations were due to
unintentional injuries (i.e., falls and other accidents), and 24 percent were due to intentional
injuries (i.e., child abuse and neglect). In 19 percent of cases, the cause was undetermined.

Xxi

See http://www.cdphe.state.co.us/ps/hcp/nbms/index.html about the Colorado Newborn Screening Programs.
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Similarly among female infants, 57 percent of hospitalizations were due to unintentional
injuries, while 31 percent were due to intentional injuries. The cause was undetermined in 12
percent of cases.

As seen in Figure 44, the hospitalization rate of infants for unintentional injuries has been
decreasing over time for both genders, while the intentional injury hospitalization rate has
remained fairly constant. Most notable is the disproportionate rate of males hospitalized for
injuries compared to females.
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Figure 44. Unintentional and Intentional Injury Hospitalization by Gender
Two-year Annual Average Rates per 100,000 Population, Colorado, 1997-1999 to 2006-2008
Source: Colorado Trauma Registry, Hospitalization Data

Secondhand Smoke Exposure

Secondhand smoke is the smoke that comes from the burning end of a cigarette, cigar, or pipe,
which is also exhaled by smokers. In many instances, exposure to secondhand smoke presents
health hazards comparable to smoking. Infants exposed to secondhand smoke are at risk for
sudden infant death syndrome, and children living in homes where people smoke are more
likely to get sick with respiratory problems.

As seen in Chapter 3, the percentage of women who report smoking after delivery is decreasing
with a greater proportion of Hispanic women (all races) remaining nonsmoking compared to
non-Hispanic women (all races). Over five years, the prevalence of smoking in the same room as
the infant has decreased from 5.2 percent in 2002 to 2.1 percent in 2007.** In 2008, 2.2
percent of Colorado women reported a husband/partner smoking in the house, and 3.4 percent
reported that someone else besides the mother, husband/partner smoked in the house.™
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Chapter 5 — Child Health

Childhood is a period of immense growth and development—physically, mentally, socially, and
emotionally. Family and community support are key to optimal growth and development. This
chapter highlights indicators of children’s health in Colorado, ranging from behavioral and
environmental factors impacting health status to major causes of morbidity and mortality, as
well as access to health care. This chapter also profiles issues pertinent to children with special
health care needs.

Section 1: Aspects of Health

General Health Status

Based on results from the Colorado Child Health Survey, almost all Colorado children have good
health overall, and this proportion has not changed from 2004 to 2008. An estimated 97
percent of children ages 1-14 years old had excellent, very good, or good health as reported by
their parents or guardians. Hispanic children (all races)™" have somewhat lower rates of good
health (92 percent) compared to all other race and ethnic groups in Colorado.’ Another
measure of general health status is the number of school days missed due to illness or injury.
Approximately 83 percent of children ages 6-11 years old missed 10 or fewer days of school due
to illness or injury.?

Community Influences/Assets

The Colorado Child Health Survey and the National Survey of Children’s Health also provide
data on community and school environments for children. Based on results from the 2005-
2008 Colorado Child Health Survey, 99 percent of children in Colorado live in neighborhoods
that are always or usually safe. Similarly, 97 percent of Hispanic and low income children live in
neighborhoods that are always or usually safe. Regarding school safety, a lower and different
pattern emerges. Overall, 91 percent of children attend schools that are always or usually safe;
however, this proportion is significantly lower for Hispanic children (all races) (82 percent) and
low-income children (83 percent).!

In addition, eighty-eight percent of children ages 6-11 years old are usually or always engaged
in school.? Engagement in school was defined by two questions asked of children’s parents:

1) How often the child cared about doing well in school and
2) How often the child did all required homework in the past month.

Different measures of parent involvement with children suggest that Colorado parents are
involved in their children’s learning. Two-thirds of children ages 1-5 years old were read to

xxii

Unless otherwise noted in this chapter, for results from the Colorado Child Health Survey, “Hispanic” refers to children of all
races whose ethnicity is Hispanic, “White/non-Hispanic” refers to children whose race is White and the ethnicity is not Hispanic,
and ”Black/non-Hispanic” refers to children whose race is Black/African American and whose ethnicity is not Hispanic.
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every day and three-fourths of parents of children ages 5-14 years old reported volunteering at
their child’s school.!

Children with Special Health Care Needs

Children with special health care needs are children who have or are at increased risk for a
chronic physical, developmental, behavioral, or emotional condition that requires health and
related services beyond that required by “typical” children generally. In Colorado there are an
estimated 162,000 children ages 1-14 years old with special health care needs, close to 18
percent of all children of that age.3

Table 11. Demographic Characteristics of Children with Special Health Care Needs
Ages 0-17 Years, Colorado and the U.S., 2005-2006

Characteristics % in Colorado % in United States

All children 13 14
Age Group (in years)

0-5 8 9

6-11 13 16

12-17 16 17
Sex

Male 15 16

Female 10 12
Household Income

0-99% FPL 10 14

100-199% FPL 12 14

200-399% FPL 13 14

400% FPL or more 13 14
Ethnicity

Non-Hispanic 14 15

Hispanic 9 8

FPL = federal poverty level
Source: National Survey of Children with Special Health Care Needs, Data Resource Center for
Child and Adolescent Health, Child and Adolescent Health Measurement Initiative.

Data from The National Survey of Children with Special Health Care Needs in 2005/2006
demonstrate that 13 percent of Colorado children ages 0-17 years old had special health care
needs, less than the 14 percent prevalence for the United States as a whole; 20 percent of all
households have one or more children with special health care needs. This percentage is
similar for urban, suburban, and rural areas of the state. Table 11 shows that the prevalence of
children with special health care needs is lower in most subpopulations in Colorado, compared
to the nation. Several other findings, as shown in Table 11, include:

e Children ages 0-5 years old are the lowest proportion (8 percent) of children with
special health care needs, and children ages 12-17 years old are the highest (16
percent).

e The percentage of children with special health care needs does not vary by
household income and family size, as measured by the federal poverty level.
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e Close to 15 percent of all males and 10 percent of all females have special health
care needs.

e Close to 9 percent of Hispanic children (all races) have special health care needs,
compared to approximately 14 percent of non-Hispanic children.

Among children with special health care needs in Colorado, 23 percent have health conditions
that consistently affect their daily activities. However, these conditions do not keep children
from attending school. The survey found that approximately 86 percent of children with special
health care needs in Colorado have 10 or fewer school absences in the past year due to illness
or injury.2

Oral Health Status

Ninety percent of Colorado children ages 1-14 years old are reported to have good, very good,
or excellent teeth.! This percentage has remained steady since 2004, the first year of data
collection, and is similar for children with special health care needs (89 percent) compared to
typical children (91 percent).! However, only 76 percent of White/Hispanic children’s teeth
were reported to be in excellent, very good, or good condition, a significantly lower percentage
than among White/Non-Hispanic (95 percent) and Black/African American (90 percent)
children.! As children get older, the percentage with oral health problems increases. Eighty-
seven percent of children ages 1-5 years old do not manifest oral health problems, compared to
67 percent of older children ages 6-11 years old.?

Oral disease is preventable; yet dental caries (both treated and untreated tooth decay) is one of
the most common childhood diseases.* During 2004-2008, the two most prevalent oral health
issues among Colorado children ages 1-14 were crooked teeth and cavities, as reported by
parents in the Colorado Child Health Survey. Two Healthy People 2010 Objectives address
children’s teeth. Objective 21-1 proposes to reduce to 42 percent the children with dental
caries in their primary and permanent teeth. Objective 21-2 proposes to reduce to 21 percent
the children with untreated dental decay. Based on data from the Colorado Oral Health
Surveillance System, the percentage of children in kindergarten with a history of dental caries
and untreated decay declined in 2007, moving closer to the targets. In 2007, 47 percent of 6-8
year olds in kindergarten had a history of dental caries, a decrease from 52 percent in 2004.
Close to 22 percent of 6-8 year olds had untreated decay in 2007, a decrease from 28 percent in
2004.

Both a history of dental caries and untreated dental decay are highly correlated with income.
Children who attend schools with a large proportion of children receiving free or reduced-price
lunches are likely to come from lower income families. Figure 45 shows that kindergarten
children who attended schools where at least 75 percent of children were eligible for the
reduced-priced lunch program demonstrated a much higher prevalence of dental caries and
untreated decay. Despite decreasing from 2004 to 2007, both measures among kindergartners
at these schools remained much higher than the 2010 targets. Only kindergartners who
attended schools with fewer than 25 percent of children in the lunch program met the Healthy
People 2010 target.
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Figure 45. Kindergarten Children with Untreated Decay or Dental Caries, in Schools Grouped by the
Percent of Students Receiving Reduced-Priced Lunches, Colorado, 2004 and 2007
Source: Colorado Department of Public Health and Environment, Oral Health Surveillance System

Dental sealants can be applied to prevent dental caries. Healthy People 2010 Objective 21-8
proposes to increase to 50 percent the proportion of children who have received dental
sealants on their molar teeth. Colorado has not met this target. Figure 46 shows that the
percentage of third grade children with dental sealants, grouped by the proportion of their
school’s student population who receive free or reduced-price lunches, a proxy for income. As
shown in Figure 46, during 2007, 47 percent of children in third grade who attended public
schools in Colorado where less than 25 percent of the school’s student population receives free
or reduced-price lunches received dental sealants. In comparison, only 28 percent of children in
third grade where 75 percent or more of the school’s student population received free or
reduced-price lunches had dental sealants applied. Even the results for children in schools with
fewer than 25 percent of students in the free and reduced lunch program did not met the
Healthy People 2010 target.
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Figure 46. Third Grade Children with Dental Sealants in Schools Grouped by the Percentage of
Students Receiving Reduced-Price Lunches, Colorado, 2004 and 2007
Source: Colorado Department of Public Health and Environment, Oral Health Surveillance System

Mental and Behavioral Health Status

Close to a quarter of children ages 1-14 years old in Colorado have difficulties with emotions,
concentration, behavior, or their ability to get along with others." Families of these children
were asked to rate the severity of these problems. Of children with these problems, over 50
percent were rated as moderate or severe.” Children with special health care needs
demonstrate higher rates of behavioral health problems. Healthy People 2010 Objective 6-2
proposes to reduce the proportion of children and adolescents with disabilities who are
reported to be sad, unhappy or depressed to 17 percent. Approximately 24 percent of children
with special health care needs ages 0-5 years old, and 44 percent of children ages 6-11 years
old experienced one or more emotional or behavioral difficulties.® Thirty percent of children
with special health care needs ages 6-11 years old are reported to experience difficulties with
anxiety or depression.®

Section 2: Health Behaviors and Risk Factors

A variety of health behaviors can influence an individual’s health trajectory during childhood
which is one of the critical periods of development in the life course. Data pertinent to health
behaviors for children and children with special health care needs are detailed in this section.

Immunizations
Healthy People 2010 Objective 14-22 proposes to achieve and maintain effective vaccination
levels among the population of young children at 90 percent for universally recommended
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individual vaccines and at 80 percent for the total series of doses.” For children ages 19-35
months, the recommended total series includes:

e four or more doses of diphtheria, tetanus, and pertussis vaccine (DTaP)

e three or more doses of polio vaccine

e one or more doses of measles, mumps, and rubella vaccine (MMR)

e three or more doses of Haemophilus influenzae type b vaccine (Hib)

e three or more doses of hepatitis B vaccine

e one or more doses of varicella (chickenpox) vaccine.

Before 2005, the National Immunization Survey measured the number of children who received
the first five vaccines in the list above, called the 4:3:1:3:3 series. In 2005, the definition of a
fully immunized child, ages 19-35 months, expanded to include a varicella vaccination; this
vaccination series is called 4:3:1:3:3:1.” Figure 47 shows the percentage of children vaccinated
in Colorado for both of these series. In 2008, 78.2 of all children in the U.S. were fully
immunized; Colorado’s rate of 79.4 percent was the oth highest rate of fully vaccinated children
among the 50 states.” This rate has not changed significantly since 2005. The percentage of
children vaccinated for the 4:3:1:3:3 series has increased significantly over the decade; from
71.6 percent in 2000 to 80.7 in 2008.2
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Figure 47. Estimated Vaccination Coverage among Colorado Children
Ages 19-35 Months, by Series, 2000-2008
Source: National Immunization Survey

Influenza vaccine is recommended yearly for children ages 6 months to 18 years old. To fully
immunize children who are younger than 9 years old and who have never had an influenza
vaccine, the recommendation is that these children receive two doses spaced at least 4 weeks
apart. Limited data are available on influenza coverage. Data from September through
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December of 2006 found that 26 percent of children ages 6-23 months were fully vaccinated for
influenza.? This result was slightly higher but not significantly different from the national
average of 21 percent.

Other recommended vaccines include a tetanus and diphtheria booster (Td) for children who
have completed the DTaP previously. The booster is recommended for children ages 11-12
years old. Three doses of human papillomavirus vaccine (HPV) are recommended for older
girls. The first of three doses of human papillomavirus vaccine (HPV) can be started when girls
are ages 11-12 years old. Meningococcal conjugate vaccine (MCV) can be administered at age
11 or 12 years o0ld.’® No data are available to estimate the percentage of coverage for these
three vaccines.

Parents seem to rely on their children’s primary health care providers for information about
vaccines. The Colorado Child Health Survey asked parents of children ages 1-5 years old where
they get their information about vaccines. The most frequently mentioned source was from
the doctor or the doctor’s office (87 percent). The second most frequently mentioned source of
information on vaccines was the Internet (13 percent).1

Physical Activity

Regular physical activity is important to maintain health and well-being in children. Physical
activity builds strong bones, decreases the likelihood of developing obesity and risk factors for
type 2 diabetes and heart disease, and may promote positive mental health.* Current
standards recommend that children ages 6 years and older participate in 60 minutes or more of
physical activity each day."? Based on data from the National Survey of Children’s Health,
approximately 33 percent of Colorado children ages 6-11 engage in daily vigorous physical
activity, similar to the estimated 31 percent of children nationwide.

Respondents to the Colorado Child Health Survey were asked how many hours in a typical week
their child spends playing sports or doing some other physical activity, such as dancing, roller
skating or bicycling. An estimated 54 percent of children ages 6-14 spend 7 or more hours a
week in such physical activity." This estimate was similar for children living in metropolitan and
rural counties.

Watching television and playing computer games (“screen time”) may decrease time devoted
to physical activity. The American Academy of Pediatrics recommends that children ages 2
years and older should spend no more than 2 hours a day watching TV, playing video games,
and using the computer (on-screen activity).13 In 2008, approximately 70 percent of Colorado
children met this recommendation.’ In Colorado, slightly more than half of children ages 6-14
met the recommended level of physical activity, regardless of their amount of screen time.
Among children who spent 2 or more hours a day in on-screen activity, 52 percent also
participated in the recommended 7 or more hours of physical activity a week. In comparison,
57 percent of children who spent less than 2 or more hours in on-screen activity met the
recommended level of physical activity.! These results suggest continued promotion of physical
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activity among all children, regardless of their level of screen time, to increase the percentage
that meets the recommended daily amount.

Nutrition

Fruits and vegetables are important for optimal child growth, weight management, and chronic
disease prevention. The Healthy People 2010 Objectives 19-5 and 19-6 (related to fruit and
vegetable consumption, respectively) propose to increase the proportion of children ages 2
years and older who consume 2 or more servings of fruit to 75 percent, and who consume 3 or
more servings of vegetables to 50 percent. Though this behavior has increased significantly
since 2004, the percentage of Colorado’s children ages 2-14 who consume the recommended
amount of fruits and vegetables is far from meeting the target (Figure 48). While 48 percent of
children ages 2-14 in 2008 ate 2 or more servings of fruit a day, only 11 percent ate 3 or more
servings of vegetables. Only 10 percent consumed the recommended amounts of both fruits
and vegetables.
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Figure 48. Fruit and Vegetable Consumption Among Children Ages 2-14, Colorado, 2004-2008
Source: Colorado Department of Public Health and Environment, Colorado Child Health Survey

A study of Colorado children and their families in 2005 highlights the family’s influence on
children’s consumption of fruits and vegetables.** Children were three times more likely to eat
5 or more servings of fruits or vegetables daily if their parents did so. Children who had a family
meal at least once a day were two times more likely to eat 5 servings of fruits and vegetables a
day than children whose families did not eat together. Children ages 1-5 years old were more
likely to eat the recommended servings of fruits and vegetables than children ages 6-14 years
old.
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Weight

Maintaining a healthy weight is just as important to child health as it is to adult health. Healthy
weight is defined using a body mass index (BMI), which is a measure of weight adjusted for
height. For children, a healthy weight is defined as a BMI at or above the 5t percentile for age
and below the 85" percentile. Children with a BMI below the 5t percentile are considered
underweight and children with a BMI at or above the 85" percentile and lower than the 95"
percentile are overweight. Children with a BMI at or above the 95" percentile are considered
obese.”

Children who are obese are at risk for health problems during youth and adulthood. They are
more likely to have high blood pressure, high cholesterol, and type 2 diabetes than are other
children. Several studies indicate that obese children are more likely to be obese as adults than
non-obese children.'® Childhood obesity is a major health issue in the United States. Data from
national surveys show that the prevalence of obesity has increased for children of all ages.
Results from national surveys in 1988-1994 compared to results from 2003-2006 show an
increase in obesity among:

e Children ages 2-5 years old from 7.2 percent to 12.4 percent,

e Children ages 6-11 years old from 11.3 percent to 17.0 percent, and

e Children ages 12-19 years old from 10.5 percent to 17.6 percent."

Healthy People 2010 Objective 19-3 proposes to reduce the proportion of children who are
obese or overweight to 5 percent for all ages. Close to 14 percent of Colorado’s children ages 2-
14 years are obese. Children with special health care needs demonstrated an obesity
prevalence (15 percent) similar to typical children (13 percent).!

Several factors within the home environment are associated with obesity in Colorado’s
children. Children in Colorado are over two times more likely to be overweight or obese if a
parent is obese.*® In Colorado, 40 percent of parents whose child is obese said that they often
or sometimes rely on low-cost food to feed their children due to financial constraints. In
contrast, a significantly lower proportion of all parents (27 percent), parents whose children
were overweight (29 percent) or underweight (26 percent) often or sometimes rely on low-cost
food to feed their children.’

The weight status of low-income children younger than 5 years old is monitored by the
Pediatric Nutrition Surveillance System.18 Data are collected at the clinic level for low-income
children in federally funded maternal and child health programs. In 2008, 107,314 children
were followed in Colorado. Over 39 percent of children were infants (less than 12 months old)
and close to 41 percent were between age 2 and 5. The majority of the children in this

XXiii

survey" " were Hispanic ethnicity (59.6 percent) of all races: The remaining children were non-

il The data results from this survey were presented for the racial groups Black/African American, Asian/Pacific Islander,
American Indian/Alaskan Native and multiple races, excluding children of Hispanic ethnicity, because the results for Hispanic

children of all races were grouped together.
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Hispanic and the following racial groups: White/non-Hispanic (28 percent), Black/African
American, (6.4 percent), Asian/Pacific Islander (1.4 percent), American Indian/Alaskan Native
(1.0 percent) and multiple races (3.3 percent).

The Pediatric Nutrition Surveillance System uses the same definitions for underweight,
overweight, and obese, as defined above. According to this System, the percentage of low-
income children younger than age 5 years old in Colorado and the U.S. who are overweight and
underweight has remained steady in the past 5 years.18 In 2008, 8.2 percent of Colorado low-
income children under age 5 years old were obese, compared to 13.9 percent of low-income
children of the same age in the U.S. In 2008, 3.5 percent of Colorado low-income children under
age 5 years old were underweight, compared to 4.5 percent of low-income children of the same
age in the U.S. Among low-income children ages 2 and older, the White/Hispanic (10.8 percent)
and American Indian/Alaskan Native (12.2 percent) populations had the highest proportion of
children who were overweight. The Black/African American (5.5 percent) and Asian/Pacific
Islander (4.9 percent) populations demonstrated the highest rates of underweight among low-
income children younger than age 5. Age was associated with obesity but not underweight.
Obesity rates increase as children age: 6.8 percent of low-income infants were obese,
compared to 10.7 percent of low-income children age 4.

The Pediatric Nutrition Surveillance System also monitors stature. Short stature may be a
marker for overall child health and nutrition status. While short stature may be associated with
short parental stature and/or low birth weight, it can also result from growth restriction due be
due to chronic malnutrition, recurrent illness, or both. Healthy People 2010 Objective 19-4
proposes to reduce growth retardation among low-income children (younger than 5 years old)
to 5 percent. According to the Pediatric Nutrition Surveillance System, the proportion of low-
income children with short stature in Colorado has remained constant at 8 percent for the last
five years.'® Similarly, the national rate of short stature (6.2 percent) has not varied
significantly during this time period; however, it is lower than the Colorado rate. Short stature
decreases with increased age. Infants had the highest rate of short stature (11.2 percent); the
oldest children (4 years old) had the lowest (3.9 percent). The short stature of infants may
reflect the large proportion of low birth weight and premature infants in this population.

Section 3: Morbidity and Mortality

Deaths among children (after infancy) present public health professionals with an opportunity
for prevention and for a continued commitment to increasing life expectancy. Therefore,
Healthy People 2010 Objective 16-2 proposes to reduce mortality among children to:

e 25.0 deaths per 100,000 children ages 1-4 years old,

e 14.3 deaths per 100,000 children ages 5-9 years old, and

e 16.8 deaths per 100,000 children ages 10-14 years old.

The 2006-2008 annual average three-year death rate for children in Colorado meets and
exceeds the target for children ages 5-9 years old and 10-14 years old. The rate for children
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ages 1-4 years old was only slightly higher than the 2010 target. The mortality rates for
Colorado children in these age groups were:

e 25.4 deaths per 100,000 children ages 1-4 years old,

e 12.1 deaths per 100,000 children ages 5-9 years old, and

e 15.2 deaths per 100,000 children ages 10-14 years old.™® *V

From 2006 to 2008, 31 percent of deaths among children ages 1-14 years old were to Hispanic
children of all races; 7 percent were to Black/African American non-Hispanic children, and 57
percent to White/non-Hispanic children. Non-Hispanic children of all other races accounted for
6 percent of all childhood deaths during this time."

Injury

Unintentional injury is the leading cause of death for children. Historically called “accidents,”
many unintentional injuries are preventable with the implementation of appropriate safety
strategies. Intentional injuries are defined as those in which there was intent to cause harm,
such as suicide and homicide.

During 2006-2008, unintentional injury was the leading cause of death for all age groups,
accounting for 26.7 percent of the 217 deaths in children ages 1-4; 29.3 percent of the 123
deaths of children ages 5-9; and 33.8 percent of deaths in children ages 10-14. Over 11
percent of deaths to children ages 1-4 years old were due to homicide.

Table 12. Injury Death Rates per 100,000 Children by Age Group
Colorado and the United States, 2004-2006

Age Groups Colorado Rate United States Rate
Ages 1-4 years old
Unintentional Injuries 7.6 10.1
Intentional Injuries
Suicide n/a n/a
Homicide 2.9 2.3
Ages 5-9 years old
Unintentional Injuries 3.8 5.5
Intentional Injuries
Suicide n/a n/a
Homicide 0.5 0.7
Ages 10-14 years old
Unintentional Injuries 4.7 6.6
Intentional Injuries
Suicide 1.2 1.2
Homicide 1.1 1.1

Source: Colorado Health Information Dataset, Colorado Department of Public Health and Environment;
Web-based Injury Statistics Query and Reporting System, Centers for Disease Control and Prevention

XXiv

Death rates by race and ethnicity cannot be figured because population estimates by age and race/ethnicity do not exist in
Colorado, for non-census years.
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Table 12 compares the injury death rates for children in Colorado and the U.S. for unintentional
injuries and two intentional injuries: suicide and homicide. The death rates from unintentional
injuries are lower for Colorado than the national rates; rates of intentional injuries are similar to
national data.

The major cause of unintentional injury for children has consistently been associated with
motor vehicle-related incidents. Deaths due to motor vehicle injuries have declined for
children 1-14 years old, from 4.6 during the time period 2000-2002, to 2.7 during 2006-2008.
There were a total of 52 intentional injury deaths among this age group in Colorado during
2006-2008.%° Homicide was the leading cause of intentional deaths among children ages 1-9
years old, and suicide among children ages 10-14 years old. The homicide rate for children ages
1-14 years old has remained constant since 2000-2002, at 1.3 homicide deaths per 100,000
children. The suicide rate for this same age group has declined from 1.1 deaths by suicide per
100,000 children in 2000-2002 to 0.6 in 2006-2008. Because of the small number of suicide
deaths in this age group, it is unknown whether this decrease is significant or an ongoing trend.

Boys have higher rates of injury mortality and injury hospitalizations than girls of the same age.
Figures 49 and 50 indicate that these rates have been decreasing for both boys and girls during
the last decade. The three-year annual average injury death rate declined 32 percent overall,
and the injury hospitalization rate declined 29 percent from the time period 2000-2002 to
2006-2008. The rate of decline was similar for both boys and girls for both rates.?*?

11.9 12.2

2.0

Mortality Rate per 100,000 Children

0.0

2000-2002 2001-2003 2002-2004 2003-2005 2004-2006 2005-2007 2006-2008

Year (3-Year Average)

=¢=Total == Males #=Females

Figure 49. Injury Death Rates for Children Ages 1-14 Years Old by Gender,
3-Year Annual Average, Colorado, 2000-2002 to 2006-2008

Source: Colorado Health Information Dataset, Colorado Department of Public Health and Environment
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Figure 50. Injury Hospitalization Rates for Children Ages 1-14 Years Old, by Gender

3-Year Annual Average, Colorado, 2000-2002 to 2006-2008
Source: Colorado Health Information Dataset, Colorado Department of Public Health and Environment

While injury deaths and hospitalizations are important, they represent only a small portion of
injury to children. Based on data from the Colorado Child Health Survey, five percent of
children ages 1-14 sustained injuries that required medical attention during the three months
prior to the survey. Approximately 44 percent of injuries occurred in the home and 44 percent
of injuries were treated at an emergency department.1 Studies show that children with
disabilities have higher rates of injury.>* A proposed Healthy People 2020 Objective is to reduce
nonfatal injuries among people with disabilities. In Colorado, the proportion of children with
special health care needs who sustained injuries was slightly higher compared to children
without special health care needs (7 percent vs. 5 percent). This difference was not statistically
significant.’

Injury hospitalizations represent the more severe type of nonfatal injury. As noted above, the
rate of injury hospitalization has declined in the past decade. The major causes of injury
hospitalization differ by age group (Table 13). Falls are the leading cause of injury
hospitalization for all three age groups, and motor vehicle crashes are also in the top three
leading causes for all age groups. Poisoning is the second leading cause of injury hospitalization
for children ages 1-4 years old.
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Table 13. Three Leading Causes of Injury Hospitalization for Children by Age, Colorado, 2006-2008

Ages 1-4 Years Ages 5-9 Years Ages 10-14 Years
Rank # % Rank # % Rank # %
Falls 1 480 30 1 494 39 1 460 22
Poisonings 2 194 14
Motor vehicle crashes 3 151 11 2 243 19 2 432 20
All other road crashes 3 113 10
Suicide Attempts 3 263 13

Source: Health Statistics Section, Colorado Department of Public Health and Environment

Hospitalizations for suicide attempts are documented among children as young as 5-9 year olds.
Between 2006 and 2008, there were 8 hospitalizations for attempted suicide among children
this age. As shown in Table 13, for the three-year period 2006-2008, there were a total of 263
hospitalizations for suicide attempts by children ages 10-14 years old, the third leading cause of
injury hospitalizations for children this age.?! The hospitalization rate related to suicide
attempts was close to four times higher for girls age 10 to 14 years old (42.9 per 100,000 girls )
than boys of the same age (11.8 per 100,000 boys), based on a three-year annual average rate
from 2006-2008. These data on suicide attempts are not representative of all attempts as they
are limited solely to those resulting in an inpatient hospitalization. No data are available on
children who attempted suicide and were treated and released from emergency departments
or other outpatient medical facilities. Among children ages 10-14 years old, the suicide death
rate was higher for boys (2.6 per 100,000) and more than double that of girls (0.6); in contrast,
hospitalizations for a suicide attempts was higher for girls than boys.21

Motor Vehicle-Related Injuries

As noted above, motor vehicle-related incidents constitute one of the major causes of injury
deaths and hospitalizations among children. One method of reducing motor vehicle deaths and
hospitalizations includes the proper use of child safety seats, booster seats, and seat belts.
Healthy People 2010 Objective 15-20 proposes to increase the use of age-appropriate child
restraints in motor vehicles to 100 percent. Based on data from the Colorado Child Health
Survey, 93 percent of children ages 1-14 years old always used some type of restraint when
riding in a car, van, or truck.’

Since 2003, Colorado law (expanded to cover 6 and 7 year olds in 2010) has mandated that:

e Children must ride in rear-facing car seats in a rear seat of the vehicle until they are at
least 1 year old and weigh at least 20 pounds

e Children ages 1-4 years old and who weigh 20 to 40 pounds must be restrained in a rear-
facing or forward-facing car seat according to manufacturer’s instructions

e Children ages 4 years old through 7 years old must be properly restrained in a child
restraint system according to the manufacturer’s instructions (usually this will be a
booster seat for this age group).

e Children ages 8-17 years old must be restrained in a seat belt or child restraint system
according to the manufacturer’s instructions in all seating positions.*
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In April 2010, the Colorado General Assembly enhanced Colorado’s booster seat law by passing
legislation that requires children ages 4-7 to be properly restrained in a booster seat. This new
law, which will go into effect on August 1, 2010, improves Colorado’s current law that only
mandates 4- and 5-year- olds to be in booster seats. Additionally, the new law requires all
children under age 1 to be properly restrained in the rear seat of a vehicle and makes the all of
the child passenger safety laws subject to primary enforcement.

Studies show that the use of booster seats significantly reduces the risk of injury among
children ages 4-8 years compared to children using adult seatbelts.”*** Booster seat usage by
this age group has increased significantly in Colorado since 2001, when only 15 percent who
always use a child safety restraint used a booster seat as the restraint method, compared to
results from 2007, when 50 percent who always use a restraint used a booster seat.’

In Colorado, the use of booster seats varies by age and family income. Younger children were
more likely to use booster seats. Among children who always use some type of safety restraint
in2007, 69 percent of 4-5 year olds used booster seats compared to 36 percent of 6-8 year
olds.! Use of booster seats among 4-8 year olds increased with increasing household income.
Among those children who always use some type of restraint, 31 percent of children ages 4-8
living in households with incomes of less than $25,000 used booster seats, compared to 45
percent of children in households with incomes of $25,000 to $50,000, and 57 percent of
children in households with incomes over $50,000.

Injuries to Bicyclists

Bicycling is an excellent means to increase physical activity and combat obesity. According to
results from the 2006 Colorado Child Health Survey, 81 percent of children ages 5-14 rode a
bike; of those, 46 percent rode two or more hours a week.! Biking provides healthy exercise
but also presents opportunity for injury. Deaths due to bicycle riding are few: from 2004 to
2006 there were only two bicycle-related injury deaths in Colorado among children ages 5-14.%°
Yet, nonfatal bicycle injuries are significant, including traumatic brain injuries that can be
debilitating.

The average annual rates of acute care hospitalization for injuries sustained in a bicycle crash
have declined over the past decade. From the time period 2000-2002 to 2006-2008, there was
a 30 percent drop in the rate of hospitalizations for bicycle crash injuries for Colorado children
ages 5 to 14, from 19.2 acute care hospitalizations in Colorado per 100,000 children, to 13.3
hospitalizations per 100,000 children. Similarly, the hospitalization rate for bicycle-related
injuries that resulted in traumatic brain injury declined from 7.0 to 5.1 over the same period, a
drop of 30 percent as well. The rate of hospitalizations for all bicycle-related injuries (and for
the subset that resulted in traumatic brain injury) has consistently been higher for boys than
girls of this age.

Use of bicycle helmets has been shown to prevent many head injuries due to bicycle crashes.”’
In 2006, 54 percent of children ages 5 to 14 years old always wore a bicycle helmet when riding
a bike, according to their parent or caregiver." Another study of Colorado children found two
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groups of children with significantly lower rates of bicycle helmet use: children in low-income
households (less than $25,000 per year) and children living in rural counties.?’

Legislation has been shown to increase bicycle helmet usage and decrease traumatic brain
injuries among young bicyclists.27 Healthy People 2010 Objective 15-24 proposes to increase
the number of states and the District of Columbia with laws requiring bicycle helmets for
bicycle riders.

Child Abuse and Neglect
Homicide was the third leading cause of death for children in Colorado, and assault accounted
for 67 hospitalizations for children ages 1-4 during 2006-2008."%2! Federal law defines child
abuse and neglect as:
e any recent act or failure to act on the part of a parent or caretaker which results in
death, serious physical or emotional harm, sexual abuse or exploitations; or
e an act or failure to act which presents an imminent risk of serious harm.

Child maltreatment is comprised of four major categories: neglect, physical abuse, sexual
abuse, and emotional abuse. Healthy People 2010 Objective 15-33 proposes to decrease child
maltreatment cases to 10.3 per 1,000 children under age 18. Colorado has met this target as
measured by the number of confirmed child abuse and neglect cases. The Colorado rate of
maltreatment was lower in 2002 at 6.5 per 1,000 children under age 18; however, it increased
to 8.6 in federal fiscal year 2008.% The national rate during this same time period varied little,
from 12.4 in 2001 to 12.1 in 2007.%° In Colorado, the number of confirmed cases is collected by
county agencies and definitions sometimes vary by county. It is unclear whether the recent rise
in maltreatment cases is due to changes in definition, investigation, and/or reporting
procedures over time, or whether this represents a true rise in maltreatment.

Based on a review of death certificates for children under age 18, the Colorado Child Fatality
Review Team found that of all the 63 deaths due to child abuse and neglect in Colorado from
2004 through 2006, over 60 percent of the perpetrators were one of the child’s biological
parents. The majority of perpetrators were ages 20-29 (53 percent); one-quarter were 30-39
years old.*

Chronic Health Conditions

The National Survey of Children’s Health estimates that 10 percent of Colorado’s children ages
5 years old and younger and close to 20 percent of children ages 6-11 currently report one or
more chronic health conditions. Ten percent of children ages 6-11 have chronic conditions that
are moderate or severe. The most prevalent conditions include asthma, learning difficulties,
addition deficit disorder, speech problems, and developmental delays.?

Children with special health care needs comprise a large percentage of children with chronic
medical conditions. Only 18 percent of children with special health care needs have no current
chronic medical conditions, compared to 93 percent of typical children.? Although children with
special health care needs may have multiple health conditions, the most prevalent conditions
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include allergies, asthma, depression or other emotional problems, frequent headaches or
migraines, and developmental delays.®

Asthma

Asthma is a chronic lung condition that affects both children and adults. The Colorado Child
Health Survey reports two measures of asthma prevalence: current and lifetime. Lifetime
asthma is reported if the parent notes that a doctor, nurse, or other health professional has at
some time said that the child has asthma. A child is classified as a current asthmatic when they
report lifetime asthma and also respond “yes” when asked if they still have asthma. In 2008,
the lifetime prevalence of asthma among Colorado children ages 1-14 years old was 10 percent;
the prevalence of current asthma was close to 7 percent.31 These results do not vary
significantly from 2004 to 2008.

The prevalence of current and lifetime asthma increases by age. Ten to 14 year olds had the
highest lifetime (17 percent) incidence and current (13 percent) prevalence, compared to 5-9
year olds (12 percent and 9 percent) and 1-4 year olds (7 percent and 4 percent).*! Children
with special health care needs have much higher rates of asthma compared to the general
population of children; about 36 percent of children with special health care needs younger
than age 11 have asthma.® Because of small population sizes, reliable prevalence estimates for
childhood asthma in Colorado by race and ethnicity are not available. However, national data
from 2007 show that Black/African American children younger than 18 years of age have higher
rates of current asthma (15.7 percent), compared to White/Non-Hispanic (8.0 percent) or
Hispanic™ (7.1 percent) children of the same age.”

Asthma is a chronic condition that can be controlled through proper health management.
Therefore, hospitalizations for asthma and visits to emergency departments and urgent care
centers for this condition suggest uncontrolled asthma. In 2007 and 2008, close to 7 percent of
children who have ever been diagnosed with asthma were hospitalized for asthma, and 19 to
20 percent had one or more visits to an emergency department or urgent care center for
asthma.’

Secondhand Smoke

Secondhand smoke can lead to a variety of health issues in children including exacerbated
asthma, acute respiratory infections, middle-ear disease, respiratory symptoms, and slowed
lung growth.a2 A primary source of exposure to secondhand smoke for children occurs in the
home.* Healthy People 2010 Objective 27-9 proposes to reduce the proportion of children
who are regularly exposed to tobacco smoke at home to 10 percent. In 2008, almost 82
percent of children lived in households where no members smoked and 93 percent lived in
households where smoking was not allowed anywhere inside the house. Ninety-six percent of
parents reported that smoking had not occurred in the home in the last 7 days, up from 93
percent in 2004; a statistically significant increase.’ In recognition that children are exposed to

Y The results in this survey were presented for children whose ethnicity was Hispanic, regardless of their race.
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secondhand smoke in other places and that there is no risk-free level of secondhand smoke, the
secondhand smoke objective proposed for Healthy People 2020 dropped the phrase “at home.”

Section 4: Access to Health Care

Health Insurance Coverage

Children need access to regular preventive and primary care and to specialty services when
acute and chronic conditions occur. One measure of access is having health insurance, defined
here as any health insurance, including insurance funded publicly (by the government) or
funded privately (by individuals and/or private employers). Healthy People 2010 Objective 1-1
proposes to increase the proportion of persons with health insurance coverage to 100 percent.
Based on data from the Colorado Child Health Survey, 92 percent of children ages 1-14 had
some form of health insurance in 2008; this percentage has not varied significantly since 2004.
Children with special health care needs are significantly more likely to have health insurance
(93 percent) than children without special health care needs (89 percent).! Thirty-two percent
of Hispanic children (all races) are without either private or public health insurance compared
to 12 percent of Black/non-Hispanic children and 8 percent of White/Non-Hispanic children.*

Governmental health insurance provides a safety net for low-income children, particularly for
children of color. Thirty-four percent of Black/non-Hispanic children and Hispanic®™"' children
ages 1-14 years old participate in public health insurance programs.!

Health insurance benefits do not consistently provide coverage comprehensive enough to
address the broad array of needs. Adequacy as defined by the National Survey of Children’s
Health includes offering benefits and covering services that meet a child’s needs; allowing a
child to see the health care providers that he or she needs with reasonable out-of-pocket
expenses. Among insured children in Colorado, 16 percent of children ages 5 years and
younger and 28 percent of children ages 6-11 do not have adequate health insurance
coverage.” Among children with special health care needs who are younger than 18 years of
age and who have health insurance, 27 percent does not have adequate health insurance to
cover their needs.’

Children without health insurance are less likely to access health care. Only 70 percent of
children without health insurance received all the health care that they needed in 2007-2008,
compared to 94 percent of children with private health insurance and 89 percent with public
health insurance.” Families consistently report that children do not receive all the health care
they need due to the cost of care and the lack of health insurance.!

Children with special health care needs are less likely to receive all needed health care.
Approximately 86 percent of these children access all needed care, compared to 92 percent of

XXVi

Unless otherwise noted in this chapter, for results from the Colorado Child Health Survey, “Hispanic” refers to children of all
races whose ethnicity is Hispanic, “White/non-Hispanic” refers to children whose race is White and the ethnicity is not Hispanic,
and ”Black/non-Hispanic” refers to children whose race is Black/African American and whose ethnicity is not Hispanic.
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typical children. On the National Survey of Children with Special Health Care Needs, families
were asked if their child with special health care needs received needed service/equipment in
the last 12 months. Eighty percent of children ages birth to 12 received all needed care.
However, one quarter of children with special health care needs experienced problems
accessing a needed referral.’

Medical Home

A medical home is defined as care that is “accessible, continuous, comprehensive, family
centered, coordinated, compassionate, and culturally effective.” 3 n 2007, 65 percent of
Colorado children younger than age 6 years old and 60 percent of children ages 6-11 years old
met the definition of having a medical home.? Only 43 percent of Colorado’s children with
special health care needs younger than 18 years of age received coordinated, ongoing,
comprehensive care within a medical home, compared to children without such needs.’

Questions regarding having a personal doctor or nurse have been asked on the Colorado Child
Health Survey. From 2004 through 2007, the survey asked families if there were one or more
health care providers that they considered to be their child’s personal doctor or nurse and 66
percent of children in Colorado had such a provider. This percentage did not vary by race or
ethnicity. Approximately 71 percent of children with special health care needs had such a
provider.!

Young children are more likely to receive preventive health care than older children. Almost 97
percent of children younger than 6 years of age in Colorado received one or more preventive
medical care visits during the past 12 months, compared to 86 percent of children ages 6-11
years old in 2007.% An important component of primary care, especially for young children,
includes screening for developmental problems and addressing parental concerns about
development. Among children ages 1-5 years old, 44 percent of families reported that their
child had been screened for developmental problems in the last 12 months. Eight percent of
families of young children in Colorado had concerns about their child’s development or
behavior, according to results from 2007. A little more than half of these families (51 percent)
reported that their child’s health care provider had addressed their concerns.’

Children should be screened early and continuously in order to identify special health care
needs. Younger children were less likely to receive this kind of screening than older children. In
Colorado, 46 percent of children ages 0-5 years old and 72 percent of children ages 6-11 years
old had early and continuous screening, defined as receiving any preventive medical and dental
care during the past 12 months prior to the survey in 2005/2006.°

School-Based Health Centers™"

School-based health centers provide one source of comprehensive health care services. School-
based primary health care includes physical exams, immunizations, care for acute illness and
injury and diagnosis and treatment of chronic conditions. Mental health services are often

Xxvii

See http://www.cdphe.state.co.us/ps/school/ for more information.
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included. In Colorado, there are eight elementary schools with on-site school-based health
centers and five elementary schools that have access to care through mobile clinics. School-
based health centers are discussed further in the chapter on adolescent health.

Access to Oral Health Care

Healthy People 2010 Objective 21-10 proposes to increase the proportion of children and
adults who use the oral health care system each year to 56 percent. Based on data from the
Colorado Child Health Survey from 2006-2008, 88 percent of Colorado’s children ages 1-14
years old have a regular source of dental care.” This percentage is the same for children with
special health care needs. Two groups of children are at risk of not having a regular source of
dental care: children living in rural areas and Hispanicx""iii children (of all races). Only 80
percent of children living in a rural area have a regular source of dental care, compared to
children in the Denver metro (90 percent) or other metro areas (89 percent) in 2006-2008. A
significantly smaller proportion of Hispanic children (74 percent) have a regular source of dental
care, compared to Black/non-Hispanic children (92 percent) or White/non-Hispanic (92 percent)
children.! Not surprisingly, from 2004-2008, Colorado children living in households with
incomes at or below 200 percent of the federal poverty level are less likely to have obtained all
of the dental care that they needed in the past year (83 percent) compared to children living in
families with higher incomes (96 percent).! Visits for preventive oral care occur more often
among older children. Results from the National Survey of Children’s Health showed that fifty
percent of Colorado children ages 1-5 years old and 90 percent of children ages 6-11 years old
had seen a dentist for preventive dental care in the past 12 months prior to the survey in 2007.2

Access to Mental Health Services

Healthy People 2010 Objective 18-7 proposes to increase the proportion of children with
mental health problems who receive treatment. Based on data from the 2005-2007 Colorado
Child Health Survey, 28 percent of children ages 1-14 were having difficulties with emotions,
concentration, behavior or their ability to get along with other people. Thirty-eight percent of
these children had ever received counseling for these difficulties. Figure 51 shows that the rate
of counseling was highest for children with the most severe difficulties. Among children with
severe difficulties, close to 61 percent were currently receiving counseling, however, many with
moderate to severe problems had not received services.

il nless otherwise noted in this chapter, for results from the Colorado Child Health Survey, “Hispanic” refers to children of all
races whose ethnicity is Hispanic, “White/non-Hispanic” refers to children whose race is White and the ethnicity is not Hispanic,

and ”Black/non-Hispanic” refers to children whose race is Black/African American and whose ethnicity is not Hispanic.
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Figure 51. Percent of Children with Social/Emotional Difficulties
by Severity of Difficulties and Timing of Counseling, Colorado, 2005-2007
Source: Colorado Department of Public Health and Environment, Colorado Child Health Survey

Family-Centered Care for Children with Special Health Care Needs

In Colorado, there are approximately 162,000 children younger than 18 years of age with
special health care needs. Survey data from the National Survey of Children with Special Health
Care Needs in 2005/2006 suggest a larger financial and time burden for parents of children with
special health care needs (Table 14). In Colorado, twenty-eight percent of families with
children with special health care needs reported $1,000 or more in out-of-pocket medical
expenses and 24 percent reported that the child’s health condition had caused financial
difficulties for the family. These percentages were much higher than the national results for
families whose children who did not have special health care needs (Table 14). Eight percent of
families with children with special health care needs in Colorado spent 11 hours or more per
week providing or coordinating the child’s care. Twenty-one percent of Colorado families
whose children have a special health care needs had to reduce their hours or stop working
because of the child’s health conditions, compared to only 4 percent of U.S. families whose
children did not have a special health care need.

Family-centered care is an important marker of quality health care for children with special
health care needs and part of a quality medical home approach. Family-centered care includes
the following approaches by health care providers:

e Spending enough time with families

e Listening carefully

e Providing needed information

e Helping families to feel like partners

e Being culturally sensitive

e Using interpreters when needed
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Table 14. Impact of Health Care Needs on Families, Colorado Children with Special Health Care Needs
and U.S. Children without Special Health Care Needs, Ages 0-17 Years Old, 2005-2006
United States

Colorado CSHCN* Non-CSHCN*

Impact Indicator Families Families

Percent with $1,000 or more out of pocket in medical care
) 28 8
expenses per year for the child
Percent whose child's health conditions cause financial
. 24 4
problems for the family
Percent whose families spend 11 or more hours per week
. - - 8 3
providing or coordinating child's health care
Percent whose family members had to cut back or stop 21 a
working because of child's health conditions

*CSHCN = children with special health care needs

Source: National Survey of Children with Special Health Care Needs, Data Resource Center for Child and
Adolescent Health, Child and Adolescent Health Measurement Initiative.

In Colorado during 2005/2006, an estimated 73 percent of families with children with special
health care needs from birth through age 5 years old reported family-centered care. From the
same survey, 66 percent of Colorado families with older children with special health care needs
ages 6 to 11 years old reported family-centered care.®

The need for services is vital to support optimal functioning and well-being among children with
special health care needs. In the National Survey of Children with Special Health Care Needs
from 2005/2006, families were queried about family support. Approximately 16 percent of
families of 1-5-year olds and 18 percent of families of 6-11 year olds reported a need for family
support services. Mostly these needs were met. Only 5 percent of all families of children with
special health care needs of all ages reported any unmet need for family support services.®
Finally, receiving help in the transition from childhood to adulthood is an important element of
services for children with special health care needs. Less than half of Colorado’s children with
special health care needs (47 percent) received the services necessary to help in the transition
to adult health care, work and independence; not statistically different than the 41 percent of
children with special health care needs nationwide.® No information was available to evaluate
whether receiving the necessary services varied by the age of the child.
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Chapter 6 — Adolescent Health

Adolescence marks the transition from childhood to adulthood, a critical period in the life
course. Health issues of particular importance to adolescents include: injury from a motor
vehicle crash, suicide, teen pregnancy, sexually transmitted infections, and behavioral risk
factors including smoking, poor diet, and lack of physical activity, which can influence the
development of chronic disease later in life.

Section 1: Health Status

Both nationally and in Colorado, measures of general health and well-being for adolescents are
consistently positive. In 2005, 93 percent of Colorado students in grades 9-12 who were
attending public schools reported that their health, in general, was good, very good, or
excellent, similar by race/ethnic groups and similar to the results nationally. These results
were similar to results from parents of Colorado youth ages 12-17 years old: 98 percent of
parents reported that their child’s health was good, very good, or excellent on the National
Survey of Children’s Health in 2007.% In terms of oral health, 94 percent of parents of Colorado
youth ages 12-17 reported that their child’s teeth were in excellent, very good, or good
condition, comparable to the national result (92 percent).? In terms of the number of school
days missed due to illness, the percentage of U.S students who did not miss any school days
was statistically higher at 24 percent, compared to only 18 percent of Colorado students who
did not miss school.?

Contributors to Good Health

There are many social determinants of health that directly influence a person’s behavior and
also predispose them to certain health conditions. Some of these determinants can be
characterized as “personal” or “community” assets. The more positive assets a person exhibits,
including those that are supported by others, the more likely an individual is to engage in
healthy behaviors and demonstrate better health status overall.

Personal Assets

Overall adolescent health status includes social and personal assets along with general physical
and mental health. Ninety-four percent of Colorado youth ages 12-17 years old exhibit positive
social skills.> Students who feel connected to their schools are less likely to engage in health
risk behaviors including tobacco and alcohol use, violence-related activity, and early sexual
activity. School engagement was defined, in the National Survey of Children’s Health in 2007,
by asking: how often the child/youth cared about doing well in school and how often the
child/youth did all the required homework in the past month. A total of 78 percent of youth
were usually or always engaged in school.? In addition, one-third of Colorado youth ages 12-17
were involved in some type of community or service work a few times a month or more.
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Community Assets

A supportive and safe community contributes to healthy youth development and growth. This
type of neighborhood can be defined as one where people assist each other, where trustworthy
adults live and can partner with parents, and where neighbors watch each other’s children. In
2007, almost 85 percent of Colorado families reported that their children, ages 12- 17 years old,
lived in a supportive neighborhood; 90 percent felt that their neighborhood or community was
usually or always safe.?

Feeling safe at school is also important for positive adolescent health and development. While
the vast majority of students reportedly do feel safe at school, there is a small percentage that
do not. According to the 2009 Colorado Youth Risk Behavior Survey, 5 percent of Colorado high
school students reported missing school on one or more days within the last 30 days because
they felt unsafe at school or on their way to or from school. Also in 2009, 8 percent of students
reportedly had been threatened or injured with a weapon on school property one or more
times in the past year.?

Mental Health

In 2009, 25 percent of Colorado high school students reported experiencing depression in the
past 12 months, similar to the result for the U.S.* Depression was defined as feeling sad or
hopeless almost every day for more than two weeks in a row, to the extent that a student
stopped doing his or her usual activities. From a previous analysis of the Youth Risk Behavior
Survey from 2005 for the United States and Colorado, both national and Colorado surveys
found that White/Hispanic students (national — 36 percent, Colorado — 34 percent) were more
apt to report depression than White/Non-Hispanic students (national- 26 percent, Colorado —
23 percent).”* Female students also reported being depressed more often than males. Over
one third (37 percent) of females in Colorado public high schools reported feelings of sadness
compared to 14 percent of male students.”* Nationally, this difference did not vary as much:
37 percent of females and 20 percent of males reported depression.”*

The National Survey of Children’s Health measures other areas of mental and behavioral health.
Based on family report during 2007, approximately 8 percent of Colorado youth ages 12-17
years old, consistently exhibited problematic social behavior, defined as at least two problems
in the following areas: arguing too much, disobedience, bullying or cruelty to others,
stubbornness, sullenness or irritability. The survey also estimated that 9 percent were taking
medication for one or more of the following problems: attention deficit hyperactivity disorder
(ADHD), emotions, concentration, or behavior.?

Chronic Health Conditions

Approximately 28 percent of Colorado youth ages 12-17 have at least one chronic health
condition, and 11 percent have a condition that is considered to be moderate or severe.? Based
on results from the National Survey of Children’s Health, the most common health conditions
for youth this age are asthma, attention deficit disorder (ADD), and learning disabilities. Each of
these conditions was found in 7 to 10 percent of all adolescents. Not surprisingly, youth with
special health care needs demonstrate much higher rates of these chronic problems; close to
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40 percent have asthma and 29 percent have ADD.” The prevalence of learning disabilities was
not collected on the National Survey of Children with Special Health Care Needs.

Youth with Special Health Care Needs

As reported in the chapter on child health, youth with special health care needs (CSHCN)
include adolescents who have or are at increased risk for chronic physical, developmental,
behavioral, or emotional conditions that require health and related services beyond that
required by youth generally. Approximately 16 percent of Colorado youth ages 12-17 years old
meet the definition of children with special health care needs; this is similar to the national
percentage. Males outnumber females with the majority of youth (57 percent) with special
health care needs being male.

Twenty-two percent of children with special health care needs ages 12-17 years old have health
conditions that consistently and often greatly affect their daily activities, and close to 40
percent have conditions that parents rate as moderate or severe; yet, only 17 percent miss
more than 11 days of school due to health problems.’

Section 2: Youth Risk Behaviors

Engaging in unhealthy behaviors can lead to health consequences for youth, both while they
are young and also as they age. Many behaviors that are formed early in life are likely to
continue into adulthood. Some actions could have an immediate impact on an adolescent’s
health such as an unplanned pregnancy, contracting a sexually transmitted infection, or being
injured in a car crash either while driving impaired or not wearing a seatbelt. Other health
behaviors take longer to produce health problems such as smoking, overeating and lack of
exercise. This section examines health behaviors that are most likely to lead to morbidity and
mortality either during adolescence or later in the life span.

Sexual Activity

Responsible sexual activity, defined for adolescents as either abstinence from sexual
intercourse or the use of condoms and other birth control methods, prevents unintended
pregnancy and sexually transmitted diseases. Healthy People 2010 Objective 25-11 seeks to
increase the proportion of adolescents who abstain from sexual intercourse or use condoms (if
currently sexually active) to 95 percent. Nationwide the proportion of high school students who
report ever having sexual intercourse has declined significantly from 1991 to 2007. However,
the proportion who are currently active, i.e., have had sexual intercourse within the last 3
months, has shown no change during this time.® The same is true for Colorado. From 1995 to
2005, the proportion of students who said that they ever had sexual intercourse decreased
from 47 percent to 39 percent; the proportion who were currently active has stayed constant at
31 and 30 percent respectively.® In 2009, 40 percent of Colorado students in public high
schools had ever had sexual intercourse, not significantly different from 2005.*
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Students who were currently sexually active were asked what one method that they or their
partner used to prevent pregnancy before or during their last sexual intercourse. They were
also asked as a separate question about whether or not they used a condom the last time. In
2005, proportionally more males (79 percent) reported using condoms than females (60
percent); more females (22 percent) reported using birth control pills than males (10 percent).
The actual use of condoms and birth control pills may be higher if respondents to the survey
only answered for themselves and not their partners; also males may not have known whether
their partner was using birth control.”

Substance Use

Using substances as an adolescent, such as tobacco, alcohol and other drugs, is a predicator of
continued use or abuse as an adult. Table 15 provides data from 2005 which compares the
current use (in the past 30 days) and ever used (lifetime usage) for both Colorado and the U.S.
The rates of use are similar, with Colorado youth having somewhat lower rates of current
cigarette use.

7

Table 15. Substance Use Among High School Students, Colorado and United States, 2005
Percent Engaging in Current Use and Who Have Ever Used (Lifetime Usage)

Substance Type Colorado United States

Cigarettes

Current Use 18.7% 23.3%

Ever Used 48.8% 54.3%
Alcohol

Current Use 47.7% 43.3%

Ever Used 75.9% 74.3%
Marijuana

Current Use 22.7% 20.2%

Ever Used 42.4% 38.4%
Cocaine

Current Use 2.7% 3.4%

Ever Used 8.1% 7.6%

Source: 2006 Colorado Healthy Kids Survey Report

Tobacco

Tobacco use is a leading cause of preventable mortality and morbidity in the U.S. Preventing
tobacco use in adolescence is critical to ensure health over the lifetime, and almost half of
dependent adult smokers started smoking in high school. Healthy People 2010 Objective 27.2 is
to reduce tobacco use by adolescents during the past month, to 16 percent. Based on the 2005
Youth Risk Behavior Survey data above (Table 15), Colorado had not met this target. However,
the Healthy Kids Colorado Survey on Tobacco and Health showed the prevalence of smoking in
this age group had decreased to 15 percent in 2006, which did meet the Healthy People
objective.?
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Based on data from the Healthy Kids Survey on Tobacco and Health, the percentage of both
middle and high school students who had ever smoked a cigarette decreased between 2001
and 2006.% 1n 2001, 26 percent of middle school students had ever smoked; in 2006, only 17
percent had ever smoked. The percentage of high school students who ever smoked decreased
from 64 percent in 2001 to 43 percent in 2006. Current smoking rates among high school
students decreased significantly, from 18 to 15 percent during this same time. No change was
seen in current smoking rates among middle school students; three percent were current
smokers in both years. Smoking prevalences for males and females were similar for both
measures of smoking (ever smoked or currently smokes) in 2006.

The prevalence of current smoking increased with age (Figure 52) during both 2001 and 2006.%
Smoking rates jumped between 8™ and 9" grade, with 9" graders smoking at a rate three times
the rate of the 8™ graders. Also smokers in the 12t grade reported much higher prevalence
than any other grade. In 2006, a significantly smaller percentage of students in grades 8, 9, 11,
and 12 were current smokers, compared to results from 2001.
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Figure 52. Prevalence of Current Smokers in Middle and High School by Grade,
Colorado, 2001 and 2006
Source: Colorado Healthy Kids Survey on Tobacco and Health

Smoking frequency---combined with quantity of cigarettes smoked---indicate dependence on
tobacco.® Both of these measures decreased among students between 2001 and 2006. In
2001, 20 percent of high school smokers in Colorado reported smoking 10 or more cigarettes a
day, and by 2006 only 11 percent reported smoking 10 or more cigarettes a day. Students in
12 grade (19 percent) were most likely to smoke daily. Two other levels of frequency and
quantity of smoking include “established” (those who smoked 100 or more cigarettes in their
lifetime), and “frequent” (those who smoked on 20 or more days during the past 30 days).8 In
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2006, 56 percent of current high school smokers were classified as established smokers, and 44
percent were classified as frequent smokers. These two rates decreased from 2001 when 70
percent were established smokers and 51 percent were frequent smokers.

Among current high school smokers, 63 percent said that they had tried to quit smoking in the
past year; up from 55 percent in 2001.% Female students (68 percent) were significantly more
likely to attempt to quit than male students (59 percent). In 2006, among those high school
students who were currently smoking despite attempting to quit in the past year, only 9
percent used any assistance in trying to quit smoking, such as nicotine replacement therapy, a
support program, or medication. The previous proportion was higher in 2001; 14 percent used
assistance in trying to quit in 2001. Similarly, the use of nicotine replacement therapy declined
from 11 percent in 2001 to 5 percent in 2006.

Use of tobacco in forms other than cigarettes remains a health hazard to adolescents. Cigar
use, for example, increased from 2001 to 2006. In 2006, 1 in 6 high school students (16
percent) had smoked a cigar in the past 30 days; up from 1in 8 in 2001. Over 21 percent of
high school males were current cigar smokers in 2006 compared to 11 percent of females.
Smokeless tobacco use (chew and moist snuff, also known as spit tobacco) remained level from
2001 to 2006 although use of such products is highest among high school males. Twelve
percent of high school males reported smokeless tobacco use in the past 30 days compared to
3 percent of high school females and middle school males and 1 percent of middle school
females.?

All states including Colorado prohibit the sale of tobacco to minors under the age of 18.
Colorado also prohibits furnishing tobacco product samples or single cigarettes to a minor, and
cigarette vending machines are required to have lockout devices in public, youth-accessible
places. Despite legal restrictions, underage smokers still manage to purchase cigarettes. Clerks
are not required to ask for proof of age for purchase of tobacco products. In 2006 more than
half of underage high school current smokers who tried to buy cigarettes were able to do so,
similar to the percentage in 2001. In 2006, the two most common ways for underage smokers
to access to cigarettes were to have someone else buy the cigarettes for them and for someone
to give them cigarettes.8

Colorado law requires schools to be completely tobacco-free for students, staff, and visitors.
However, more than one-third of middle school current smokers and half of high school current
smokers reported smoking on school grounds at least once in the previous 30 days.8

Alcohol

Rates of alcohol use by Colorado high school students are similar to those nationwide (Table
15). In 2005, 30 percent of students reported binge drinking, defined as 5 or more alcoholic
drinks on one or more occasions in the past 30 days. Healthy People 2010 Objective 26-11
proposes to reduce the proportion of young persons engaging in binge drinking of alcoholic
beverages to 25 percent. Colorado has not yet met this goal. As with cigarettes, alcohol use
increases as students get older. In Colorado, during 2005, 61 percent of 12t graders reported
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that they drank alcohol during the past 30 days, nearly double that of oth graders (33 percent).
Rates of alcohol use are similar for males and females, but males (33 percent) are more likely to
report using alcohol before the age of 13 than females (22 percent). Still, a large proportion of
high school students experienced drinking before high school.’

Marijuana

Healthy People 2010 Objective 26-10b proposes to reduce the proportion of high school
students who used marijuana in the past 30 days to less than 1 percent. In 2005, Youth Risk
Behavior Survey data show that close to 23 percent of Colorado students had used marijuana in
that time period, a level of use well above the goal. More students use marijuana than
cigarettes. The highest rate of marijuana use was among 12 graders with over 35 percent
reporting use in the last 30 days compared to 13 percent of oth graders. Males were more likely
to first use marijuana before age 13 (12 percent) than girls (8 percent).’

Attitudes and Behaviors Associated with Substance Use

In 2005, among Colorado high school students, using tobacco, alcohol, or marijuana in the last
30 days was associated with being sexually active during the past three months (Figure 53).
Compared to high school students who were not sexually active during the past three months,
sexually active students are almost twice as likely to drink alcohol in the past 30 days; nearly
three times as likely to engage in binge drinking and cigarette use; and almost four times as
likely to use marijuana. A similar pattern was observed for lifetime substance use and ever
having had sexual intercourse.
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Figure 53. Prevalence of Substance Use in Past 30 Days among Colorado High School Students
by Sexual Activity in Past Three Months, 2006
Source: Healthy Kids Colorado Survey Report
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The association between substance use and participation in sports among high school students
has also been investigated.” For most substances, athletes were less likely to use substances
than non-athletes but the difference in prevalence for athletes and non-athletes was small: for
cigarettes, 17 percent of athletes versus 22 percent of non-athletes; for alcohol, 45 percent of
athletes versus 51 percent for non-athletes; for binge drinking 29 percent for athletes versus 34
percent for non-athletes; and for marijuana, 20 percent for athletes versus 28 percent for non-
athletes (2006). One exception is for smokeless tobacco products; athletes were close to twice
as likely to use chewing tobacco (11 percent) as non-athletes (6 percent).’”

Safety Behaviors

Proper seat belt use can help to prevent fatal and non-fatal motor-vehicle related injuries.
From 2004 to 2006, over 70 percent of youth 15-17 who died from motor-vehicle related
injuries were not wearing a seat belt at the time of the crash.? Colorado law mandates that all
adolescent drivers and passengers be restrained in a seat belt.' Healthy People 2010 Objective
15-19 seeks to increase the proportion of adolescents who wear seat belts to 84 percent. Based
on self-report of seat belt use in the Youth Risk Behavior Survey, Colorado has just met that
objective. In 2009, 84.5 percent of Colorado high school students reported wearing seatbelts
always or most of the time.” Colorado does not have a primary safety belt law for those over
age 17, which means that a driver can only be cited for belt use after being stopped for some
other traffic offense.

Traumatic brain injury occurred in over half (54 percent) of all hospitalizations to bicyclists 15 to
19 years old from 2006 to 2008."* Wearing a bicycle helmet is the most effective way of
preventing head injuries and fatalities due to bicycle-related crashes; approximately 85 to 88
percent of bicycle-related traumatic brain injuries could be prevented by helmet use.* Very
few high school students use helmets. Of the 73 percent of students who had ridden a bicycle
in the past year in 2005, 71 percent rarely or never wore a helmet.” If helmet use could
increase to the level of seat belt use, bicycle-related injuries could be substantially reduced.
The National Highway Traffic Safety Administration suggests that a law requiring the use of
bicycle helmets, along with education and high-visibility enforcement is the most promising
way to increase bicycle helmet use.'? Colorado, currently, does not have a law requiring cyclists
to wear bicycle helmets.

Health Behaviors to Prevent Chronic Disease

Good nutrition and physical activity contribute to a reduced risk for development of a chronic
disease in adulthood such as heart disease, cancer, and stroke. Together these promote a
healthy weight and prevent overweight and obesity. Healthy People 2010 objectives which
encourage healthy behaviors in adolescence include:

e Reduce the percent of overweight or obese adolescents who are at or above the sex-
and age-specific 95t percentile of Body Mass Index (BMI) to 5 percent (HP 19-3b.).

e Increase the percent of adolescents in grades 9 to 12 who engage in 20 minutes or more
of vigorous activity 3 or more days per week to 85 percent (HP 22-7).
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e Increase the proportion of adolescents who participate in daily school physical
education to 50 percent (HP 22-9).

e Increase the proportion of adolescents who view television 2 or fewer hours on a school
day to 75 percent (HP 22-11).

Figure 54 compares the results of the 2005 Colorado Youth Risk Behavior Survey on these
measures to the national survey.’ The current National Association for Sport and Physical
Education recommendation is for 225 minutes per week of physical education in middle and
high schools.?! A survey of Colorado schools found that 85 percent of schools require that
students take a physical education course, compared to 97 percent of schools nationwide,*
yet only 17 percent of students report having daily physical education.” The most recent
Centers for Disease Control recommendation encourages children and youth to participate in at
least one hour per day of physical activity."* Having physical education classes available and
encouraging student participation in such classes daily would facilitate meeting that
recommendation. The chapter on Child Health discusses other community means to achieve
this level of physical activity for all children and youth.
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Figure 54. Weight and Physical Activity Measures for High School Students in
Colorado and the United States, 2005
Source: Youth Risk Behavior Survey

Although Colorado’s percentage of youth who are overweight or obese is relatively high,
compared to the Healthy People 2010 target, the issue of healthy weight needs to be
emphasized among all students. A larger proportion of students than could be categorized as
overweight report that they are trying to lose weight or view themselves as overweight. In
2005, this is especially true for females in Colorado public high schools; 59 percent of female
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and 25 percent of male students report that they are trying to lose weight. Twenty-nine
percent of females and close to 20 percent of males describe themselves as overweight.’ In
2009, 22 percent of Colorado students in public high schools described themselves as slightly or
very overweight, compared to 28 percent of students in the U.S.*

Many Colorado students reported using healthy strategies to maintain their weight or lose
weight. In 2005, almost 65 percent of Colorado high school students said that they exercised
and 37 percent reported eating fewer calories or more foods low in fat to maintain their weight
or lose weight in the past 30 days. Females were more likely to report exercising (75 percent)
and watching their calories (55 percent) than males (55 percent and 24 percent respectively).
Five percent of female and 2 percent of male students in Colorado public high schools used
purging methods (vomited or took laxatives) and 12 percent of females and 6 percent of males
said that they went without eating for 24 or more hours to lose or maintain weight. Five
percent of students took diet pills, powders, or liquids.

Colorado high school students are not consuming all five of the recommended daily servings of
fruits and vegetables (Figure 55). In 2005, 16 percent of females and 22 percent of males in
Colorado eat 5 or more servings of fruits and vegetables every day, similar to the national rates.
A similar pattern is observed for drinking three or more glass of milk each day. Twelve percent
of high school females in Colorado and the U.S. drink 3 or more glasses of milk a day.
Compared to females in public high schools, a larger proportion of high school males drink milk
(25 percent in Colorado and 21 percent in the U.S.).!
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Figure 55. Nutrition Measures for High School Students by Gender,
Colorado and the United States, 2005
Source: Youth Risk Behavior Survey
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One way to encourage healthy eating is to limit the availability of unhealthy foods in the school
environment. Colorado law mandates that schools have policies to ensure that at least 50
percent of all items offered in vending machines be healthful foods or beverages that meet
acceptable nutritional standards. Over half of all middle and high schools allow students to
purchase candy, salty snacks, cookies and soda pop in school venues, a level that is considerably
higher than the 34 percent of schools nationwide.'

Section 3: Fatal and Non-Fatal Injuries

One of the major causes of disability and death among adolescents is injury. Unintentional
injuries, such as motor-vehicle related injuries, are the leading cause of death for adolescents
ages 15-19 years old, accounting for 46 percent of the 580 deaths during 2006-2008.'° Death by
suicide is the second leading cause of death among this age group, accounting for 20 percent
(117 deaths) of the 580 deaths during 2006-2008.'° Healthy People 2010 Objective 16-3 is to
reduce deaths of adolescents ages 15 to 19 years old to 39.8 deaths per 100,000 adolescents.
The 2006-2008 annual average death rate for adolescents in Colorado was 53.9 deaths per
100,000 adolescents, which is short of the Healthy People objective.'’

Injury

Injury hospitalization and injury death rates are much higher in adolescence compared to
childhood. Unintentional injury is the leading cause of death for adolescents accounting for 45
percent of all deaths to 15-17 year olds and 48 percent of deaths to 18-19 year olds.”” Table 16
compares the injury death rates for Colorado and the U.S. for youth 15-19 in 2004-2006, the
most recent data available for the U.S.*® '8 Colorado has similar but slightly lower unintentional
death rates. Intentional death rates are higher in Colorado due to the higher rates of suicide
among males and females of this age compared to males and females nationally. The homicide
death rates are lower for Colorado males than U.S. males; the female homicide rates are
similar.

Table 16. Injury Deaths Rates per 100,000 Among Youth Ages 15-19,
Colorado and the United States, 2004-2006

Colorado Rate United States Rate
Injury Type Total Male Female Total Male Female
All injuries 50.0 69.3 29.5 50.6 74.0 26.0
Unintentional injuries 17.5 29.8 38.7 20.2 32.0 43.7 19.6
Motor vehicle injuries 9.2 22.8 27.0 18.3 24.1 31.2 16.5
Intentional injuries 19.2 28.9 8.8 17.9 29.2 6.0
Suicide 5.0 13.0 19.1 6.5 7.7 121 3.1
Homicide 3.0 5.8 9.1 24 101 16.8 2.8

Source: Colorado Health Information Dataset, Colorado Department of Public Health and Environment;
Web-based Injury Statistics Query and Reporting System, Centers for Disease Control and Prevention
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Overall, Colorado adolescents have not met the Healthy People 2010 targets for injury death
rates for all populations (Table 16). As with younger children, male adolescents have higher
injury death rates for all of these types of injuries than females. In fact, Colorado males are
nearly twice as likely to die from unintentional injuries and over three times more likely to die
from intentional injuries than females.

Unintentional Injury

Rates of unintentional injury deaths and hospitalizations for Colorado adolescents ages 15-19
years old have been steadily declining since 2000. The 3-year average annual unintentional
death rate for both males and females 15-19 years old during 2000-2002 in Colorado was 33.1
deaths per 100,000 youths. This rate declined to 25.0 in 2006-2008. The injury hospitalization
rate declined from 430.6 hospitalizations per 100,000 youths to 304.8 during this same time
period. The decrease in both rates is mainly due to decreasing deaths and hospitalizations due
to motor vehicle-related incidents, which account for 60 percent of all unintentional injury
deaths and 56 percent of all unintentional injury hospitalizations. Figures 56 and 57 show the
declining rate of motor vehicle crash deaths and hospitalizations by gender from 2000-2002 to
2006-2008. These results show that while the motor vehicle crash death rates rose for both
males and females from 2000-2002 to 2002-2004 the rate declined over 40 percent from 2002-
2004 to 2006-2008. Hospitalization rates also declined at a steeper rate after the passage of
the strengthened graduated driver’s license law.
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Figure 56. Total Unintentional Injury and Motor Vehicle Crash Injury Death Rates for Youth Ages 15-19
by Sex, Death Certificates, Colorado, 2000-2002 to 2006-2008
Source: Colorado Department of Public Health and Environment, Death Certificate Data

One possible contributor to the decline is the graduated driver’s license law (GDL) that was first
put into place in 1999 but was strengthened in 2005. The strengthened law is a three-stage
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system (learner’s permit, restricted or provisional license, and full licensure) for phasing in on-
road driving so that beginners obtain their initial driving experience under low-risk conditions.
In addition to the three stages Colorado’s law includes passenger and nighttime restrictions.™
The law also provided for intensive education efforts in 2004 before the GDL actually took
effect in 2005.
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Figure 57. Total Unintentional Injury and Motor Vehicle-Related Injury Hospitalization Rates for Youth

Ages 15-19 by Sex, Injury Hospitalization Data, Colorado, 2000-2002 to 2006-2008
Source: Colorado Department of Public Health and Environment, Death Certificate Data

The risk of being in an alcohol-related motor-vehicle crash is greater for younger people than
older people at every level of blood alcohol level.* In 2004 to 2006, drugs or alcohol were
involved in almost 81 percent of motor-vehicle related fatalities to youth ages 15- 17 years old.’
Colorado has adopted a zero tolerance blood alcohol level, making it illegal for persons under
the age of 21 to drive with any measurable amount of alcohol in their blood."° Healthy People
2010 Objective 26-06 is to reduce to 30 percent the proportion of adolescents who report that
they rode in the past 30 days with a driver who had been drinking alcohol. Based on YRBS data
for 2009, Colorado youth meet that objective. Only seven percent of high school students in
Colorado reported driving after drinking alcohol within the past 30 days, and 25 percent said
that they had ridden with someone who had been drinking within the past 30 days in 2009.*

Legislation effective in December, 2009, prohibits youth under the age of 18 from using a cell
phone while driving.”® Future analysis will be needed to evaluate what impact this law has on
teen motor-vehicle related injuries.
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Bicycle-Related Injuries

Injuries from bicycle-related crashes have not changed since 2000. Between 2006 and 2008,
there were 150 hospitalizations due to such injuries, resulting in a three-year annual average
rate of 12.3 per 100,000 population age 15 to 19 years old.'* Males were 5 times more likely to
be hospitalized for bicycle-related injuries (a rate of 20.1) than females (a rate of 4.0). Injury
hospitalizations give a picture of only those mostly severely injured and do not capture the
extent of injuries to all bicyclists. Based on emergency department data at the national level,
only 3 percent of youth 15-19 years old seen in the emergency department for bicycle-related
injuries were hospitalized, which suggests that hospitalization data undercounts all bicycle-
related injuries requiring medical care and that the hospitalization data represent more severe
injuries.18

Intentional Injury
Intentional injuries are those due to self-harm or deliberate harm by others. The two leading
major causes of intentional injury are suicide and homicide, which are discussed below.

Suicide

Suicide is the second leading cause of death in Colorado for youth ages 15-19 years old. Both
males and females have higher rates of suicide deaths compared to the nation (Table 16).
Adolescent males have higher rates of suicide deaths than females while females had higher
rates of hospitalizations due to suicide attempts. Figures 58 and 59 show that the suicide death
rate has declined very little for both males and females in recent years but hospitalizations due

to suicide attempts have decreased 13 percent for males and 20 percent for females since
2000-2002." %

Suicide death rates vary from year to year and do show a slight decrease in 2005-2007 and
2006-2008 compared to 2004-2006. Yet, it is unclear if this was a true decrease or just random
variation. Data from future years will be needed to determine if a true decline in suicide deaths

has started.
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Figure 58. Suicide Death Rates for Youth Ages 15-19 by Sex,
Death Certificates, Colorado, 2000-2002 to 2006-2008
Source: Colorado Department of Public Health and Environment, Death Certificate Data
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There is a reduction in hospitalizations due to suicide attempts (Figure 59).™ It is uncertain
whether the actual total number of attempts declined or whether those who had attempted
suicide were less likely to be hospitalized over this period of time. (Data from emergency
departments and outpatient settings on suicide attempts are not easily available to evaluate
whether total suicide attempts have declined.) Based on self-reports from high school students
in Colorado, the percentage of students who attempted suicide (one or more times during the
12 months before the survey) did not decline from 2005 to 2009. Specifically, the results from
the Youth Risk Behavior Survey indicate that 7 percent attempted suicide as reported in 2005
and just under 8 percent attempted suicide in the 12 months prior to being surveyed in 2009.*
Healthy People 2010 Objective 18-2 seeks to decrease suicide attempts requiring medical
attention to 1 percent. Also from this survey, 14 percent of Colorado high school students
reported in 2005 and 2009 that they seriously considered attempting suicide (during the 12
months before the survey). In contrast, 17 percent of for U.S. high school students in 2005 and
14 percent in 2009 reported that they considered attempting suicide within the past 12
months.”
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Figure 59. Total Attempted Suicide Hospitalization Rates for Youth Ages 15-19 by Sex, Injury
Hospitalization Data, Colorado, 2000-2002 to 2006-2008
Source: Colorado Health Information Dataset, Colorado Department of Public Health and Environment

Based on data from the Colorado Violent Death Reporting System, a study of suicides of all ages
in Colorado between 2004 and 2008 showed that suicide among males was associated with
problems with alcohol, issues with an intimate partner, job problems, and criminal/legal issues.
Suicides among females were associated with a previous diagnosis of a mental health problem,
a history of suicide attempt, a relationship problem with someone who was not an intimate
partner, and the suicide or death of a friend of family member within the past five years.”

Assaults and Homicide
The homicide death rate among adolescents age 15-19 in Colorado continues to be lower than
the national rate but has not reached the Healthy People 2010 objective of 3 per 100,000
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(Table 16). The difference between the Colorado death rate (5.8) and the national death rate
(10.1) is primarily due to a lower male homicide rate (9.1 for Colorado, 16.8 for the nation).*® *®
In fact, the homicide rate has declined further for Colorado males since the 2004-2006 data
shown in the table; in 2006-2008 their homicide rate declined to 7.2. These data should be
tracked in future years to see whether this reduction is a random variation in rates or a true
downturn in homicide among males. The same decline was not seen for females but the 2.3
rate in 2004-2006 meets the Healthy People 2010 objective.

Unlike suicide, hospitalizations due to assaults are much higher for male than female
adolescents. In 2006-2008 the hospitalization rate was 72.3 per 100,000 males age 15-19 and
14.7 for females of the same age.!* These rates have fluctuated but have not changed
significantly since 2000-2002.

Deaths and hospitalizations do not measure the full impact of violence and assault on Colorado
youth. Physical fights usually do not result in hospitalizations and are not measured through
hospitalization data. Instead, the Youth Risk Behavior Survey provides data for Healthy People
2010 Objective 15-38, which seeks to reduce to 32 percent or fewer the 9 to 12'"- graders
who have engaged in a physical fight. In 2009, 42 percent of males and 22 percent of females
reported being in a physical fight in the previous 12 months.* In 2009, approximately 9 percent
of high school students reported being hit, slapped, or physically hurt on purpose by a
boyfriend or girlfriend in the past year; this rate was similar for males and females. In 2009, 25
percent of males and close to 8 percent of females reported carrying some type of weapon,
e.g., knife, gun, or club, at least once in the past 30 days. In comparison, Colorado high school
students report that a lower percentage carried a weapon on school property (at least one day
during the past 30 days before the survey). Specifically, 8 percent of the males and 3 percent of
the females in Colorado in 2009 carried a weapon onto school property.

In Colorado from 2006 to 2008 there were 87 deaths and 173 hospitalizations due to firearms
among youth age 15-19 years old.'® The Healthy People 2010 Objective 15-3 is to reduce the
rate of firearm deaths to 4.1 per 100,000. For adolescents, the rate was twice that at 8.1.
Furthermore, adolescent males are much more likely to be hospitalized or to die by firearms
than females. In 2006-2008, close to 84 percent of all firearm deaths and 90 percent of firearm
hospitalizations for 15-19 year olds were to males. The suicide death rate from firearms was
seven times higher for males (7.4) compared to females (1.0). It is also important to note for
adolescent males that the firearm-related suicide death rate (7.4 per 100,000) is higher than
the firearm-related hospitalization rate following suicide attempt (1.4). These data point to the
lethality of firearms as a means to suicide.

Young women are more likely than young men to be victims of sexual assault. In 2009 11

percent of female high school students in Colorado and 4 percent of males reported that they

been physically forced at some point in their lives to have sexual intercourse when they did not
4

want it.
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Section 4: Reproductive Health

Responsible sexual activity for adolescents (either abstinence from sexual intercourse or the
use of condoms and other birth control methods) prevents unintended pregnancy and sexually
transmitted diseases.

Teen Fertility

Healthy People 2010 Objective 9-7 proposes to reduce pregnancies to 43 per 1,000 females
ages 15 to 17. This goal includes pregnancies that result in live births, induced and spontaneous
abortions. The National Center for Health Statistics estimates that about half (55 percent) of all
pregnancies for this age group result in live births.?? Due to the difficulty in accurately
measuring abortions, the data commonly used to measure fertility are limited to birth
certificates.

Figure 60 illustrates a decreasing trend in the fertility rate of adolescents, (the number of live
births per 1,000 15-17 year olds), beginning in the 1990s and continuing to 2008 (the latest
available data).?® Since 2000, the fertility rate for all races dropped by 27 percent overall, 43
percent for White/Non-Hispanic females, 40 percent for Black/African American females, and
34 percent for White/Hispanic females. Beginning in 2007, the methods used to code ethnicity
changed, and a larger portion of births were coded as “ethnicity unknown,” which may in part
explain the drop in the fertility rate among White/Hispanic females between 2007 and 2008. In
the figure below for years 2007 and 2008, the top dashed line represents the estimated
White/Hispanic fertility rate if all births of unknown ethnicity are assumed to be of Hispanic
origin.

90.0

837 855
” -
500 | < N7 703 7ss X, . N

. K== K== 7 ~ P -
80.2 T 838\
X 799 803 | -
20.0 76.0 773 770 ~<. 666

' 74.3 737 726 728 S~ 61.9
G;N 69.6 N~ «
60.0

N
Ny
3 63.4 616
g 50.0 57.1 N\
! 535
8 \/ \M\ 52.8
o 483 . 473  47.0 36.7 35.9
o 40.0 G o) S50+
S 32.9
:| 36.0 <> > e 34.9 286 269 544 283
o 300 1325 347345 ¢ ‘\__‘\A 247
-4 333
a 312 314 307 300 93 — W
< T a2 259 e - ———
E 20.0 253 v 246 245 238 237
o 207 214 220 220 ,pg 221 214
19.2 177 170
10.0 : Y164
115 11.2
106 101 100 102 86 8.6
0.0 T T T T T T T T T T T T
1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008
== Al Races == White Non-Hispanic === Black White Hispanic (WH) = % = WHwith All Unknowns

*The White Hispanic rate beginningin 2007 is based on a new classification of race/ethnicity which understates Hispanic births
compared to births in earlier years. The dashed line shown assumes all births of unknown ethnicity are Hispanic.

Figure 60. Fertility Rates among Females Ages 15-17, by Race/Ethnicity, Colorado, 1991-2008
Source: Colorado Department of Public Health and Environment, Birth Certificate Data
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Unintended pregnancies are more likely to result in poor birth outcomes and the pregnancies of
young women ages 15 to 19 are more commonly unintended. From 2006 through 2008, 36
percent of pregnancies resulting in a live birth were intended for this age group, compared to
70 percent of pregnancies for women ages 25 to 34, and 77 percent for women ages 35 and
older.”*

Sexually Transmitted Infections

Sexually active adolescents are also at risk for sexually transmitted infections (STI) including
chlamydia and gonorrhea. Cases of these two STls are reported to the Colorado Department of
Public Health and Environment’s STI/HIV Surveillance Program. Between 2003 and 2007 (the
latest available data), there was a significant increase the incidence of both chlamydia and
gonorrhea cases in all age groups statewide. The number of chlamydia cases increased by 33
percent, and the number of gonorrhea cases increased by 22 percent (while the population
increased by only 4 percent). It is unknown whether this increase represents a true rise or an
increase in screening, especially among females.”> Eighty-two percent of cases of chlamydia
and 72 percent of cases of gonorrhea in adolescents occurred in females.

Chlamydia is the more prevalent of the two STls. In 2007, there were 5,389 cases of chlamydia

among Colorado teens ages 15-19, compared to 799 cases of gonorrhea. During the same time
period, over 97 percent of cases occurred among people of reproductive age (15-44), and while
the 15 to 19 year old age group comprised 17 percent of that population, they accounted for 31
percent of the chlamydia cases and 24 percent of the gonorrhea cases statewide.?®

Section 5: Access to Care

Health insurance increases access to health care. A Healthy People 2010 objective proposes to
increase to 100 percent the proportion of all people with health insurance. Data from the
National Survey of Children’s Health in 2007 suggest that 86 percent of Colorado youth ages 12-
17 years old have health insurance at any given time; 69 percent have private insurance and 17
percent have public insurance.®> Of those with any kind of health insurance, 74 percent
reported adequate insurance, that is, the insurance offered benefits that met the youth’s
needs and allowed the youth to see the desired health care provider with reasonable out-of-
pocket expenses. Fewer youth with special health care needs reported adequate insurance (61
percent).® In order to evaluate whether children with special health care needs were getting
the care that they needed, the National Survey of Children with Special Health Care Needs
asked about 15 specific health care services.” The questions asked if the service was needed,
and if needed, if the child received the service. Almost 82 percent of youth ages 12-17 years
old with special health care needs received needed services. Youth with special health care
needs often need referrals for specialist care or services; 72 percent of families with older
children with special health care needs reported that they had no problems getting the
referrals they needed.
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Medical Home

Beyond access to care, a medical home is a team approach to providing quality, comprehensive
primary health and related services. A medical home includes primary care and is “accessible,
continuous, comprehensive, family centered, coordinated, compassionate, and culturally
effective.”?” Over half of all Colorado youth ages 12-17 years old (53 percent) receive care in
what would be considered a medical home. Eighty-two percent did see a health care provider
for preventive medical care in the last 12 months, and 88 percent saw a dentist for preventive
dental care.?

One marker of quality health care for children with special health care needs is that families
receive family-centered care. Family-centered care includes the following approach by health
care providers:

e spending enough time with families
e listening carefully

e providing needed information;

e helping families to feel like partners
e being culturally sensitive

e usinginterpreters when needed

An estimated 66 percent of families of youth with special health care needs ages 12-17 received
family-centered care.’

School-Based Health Centers

Locating health services within schools can improve access to comprehensive medical and
mental health services for all children. School-based health centers complement services
provided by school nurses and include direct clinical services such as physical exams,
immunizations, mental health and substance abuse services, and care for acute illness, injury
and chronic disease.?® The centers also provide health promotion and disease prevention
programs for all students, not just those seen for direct services. The presence of school-based
health centers has been associated with decreased fertility rates among Black/African American
adolescents in Denver Public Schools.?

During the 2008-2009 school year, 40 school-based health centers in Colorado were supported
through the Colorado Department of Public Health and Environment’s School-Based Health
Center Program; these included sites at eight elementary schools, one kindergarten through
eighth grade school, 14 middle schools, and 17 high schools. Mobile school-based clinics not
funded by this program were also available to five elementary, five middle, and one high school
in Arapahoe and Adams counties.®® Year-end data from the 40 programs funded show that
these programs served 23,635 students, approximately 3 percent of the total public school
population in Colorado. Each student averaged 3.5 visits during the school year. The majority
of students served were low-income (40 percent had Medicaid or Child Health Plan Plus) or
uninsured (35%).
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Appendix A — Data Sources,
Technical Notes, and Definitions

Data Sources

The following is a description of the data sources used in the Colorado MCH Health Status
Report. The majority of these data sources come from state and national population-based
surveys; however, some data come from state-level vital records, passive surveillance systems,
and other datasets maintained by either the Colorado Department of Public Health and
Environment or the Centers for Disease Control and Prevention.

Although the data presented in this report are specific to maternal, child, and infant health at
the state level, county and regional-level data are also available as part of the Maternal and
Child Health datasets located on the Colorado Department of Public Health and Environment
website: http://www.cdphe.state.co.us/hs/mchdata/mchdata.html.

Behavioral Risk Factor Surveillance System

The Behavioral Risk Factor Surveillance System (BRFSS) is sponsored by the Centers for Disease
Control and Prevention and is the world’s largest, ongoing telephone health survey system of
adults 18 years of age and older. Beginning in 1984, the BRFSS purpose is to collect data on
health risk behaviors, preventive health practices and health outcomes primarily related to
chronic disease and injury. Using random-digit-dialing, BRFSS surveyors collect data from each
state and the District of Columbia, Puerto Rico, the United States Virgin Islands and Guam.
BRFSS data are used to track changes in trends, develop and evaluate prevention programs, and
prioritize resources. For more information on BRFSS, visit: www.cdc.gov/brfss/.

There are a number of limitations of the BRFSS. Households without a land line phone are
unable to participate in the survey, and some individuals refuse to participate. Answers are self-
reported and are subject to the limitations of self-reported data collection. The physical activity
guestion asks about physical activity during leisure times and excludes physical activity
performed as part of an individual’s job. Questions specific to diabetes, high blood pressure and
high blood cholesterol require a clinical diagnosis and might exclude individuals who have a
condition but have not been diagnosed.

Colorado Birth Certificate

Information on Colorado births is collected from the Certificate of Live Birth. Data items are
presented as reported on the certificate. Completeness and accuracy of items on the birth
certificate may vary by facility and year. Data for all births that occurred within the state of
Colorado, resident and nonresident, are collected. Resident births are births to those
individuals who reported being residents of Colorado, even if the birth occurred to residents
while outside of Colorado. Interstate agreements allow for the exchange of vital information
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about births to Colorado residents that occurred in other states. County-specific data are for
births reported as occurring for residents of those counties.

Colorado’s birth registration system used the 1989 Revision of the U.S. Standard

Certificate of Live Birth (unrevised) for births through calendar year 2006; while births in 2007
through the present were registered using the 2003 Revision of the U.S. Standard Certificate of
Live Birth (revised). Data items that were collected using both the unrevised certificate and the
revised certificate are not directly comparable. For more information, visit
http://www.cdphe.state.co.us/hs/vs/.

Colorado Child Health Survey

The Colorado Child Health Survey (CHS) was initiated in 2004 to fill the health data gap in
Colorado that exists for children ages 1-14. The purpose of this study is to monitor health
conditions and behaviors among children. Topics include, but are not limited to, physical
activity, nutrition, access to health and dental care, behavioral health, school health, sun safety,
and injury. Parents with a child in the target age range are identified after completing the
Behavioral Risk Factor Surveillance System and, if willing to participate, they are called
approximately 10 days later to complete the CHS. Approximately 1,000 surveys are completed
each year. For more information on CHS, visit:
www.cdphe.state.co.us/hs/yrbs/childhealth.html.

Limitations of the CHS include the same selection and participant limitations as identified in the
BFRSS. Additionally, the CHS is conducted by proxy, meaning parents are responding to
questions specific to a child’s health and behaviors contributing to their health. Parents might
not accurately respond to questions about their child’s health and behaviors.

Colorado Child Fatality Review Prevention System

The Colorado Child Fatality Review Prevention System is a multidisciplinary group of
professionals representing public health, medicine, law and law enforcement, child welfare,
forensics, mental health, and other special interests related to the health and safety of children.
The committee has been reviewing all child deaths in Colorado since 1989 with the following
goals:

e To describe trends and patterns of child death in Colorado.

e Toidentify and investigate the prevalence of risk factors for child death.

e To characterize high-risk groups in terms compatible with the development of public
policy.

e To evaluate the service and system responses to children and families who are at high
risk and to offer recommendations for improvement in those responses.

e Toimprove the quality and scope of data necessary for child death investigation and
review.

Specific benefits have resulted from the child fatality review process. These include, but are not
limited to, a better understanding of how children are dying in Colorado, greater accountability
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among professionals, participation in the development of prevention strategies, statewide child
death investigation training, stimulation of policy assessment, and improvement in dialogue
with the media. The main limitation to the system is difficulty in maintaining updated case
reviews as comprehensive reviews of cases require an extraordinary amount of time and
commitment from the volunteer review team. The most recent cases include deaths in 2006.
For more information, visit: http://www.cdphe.state.co.us/ps/cfrc/.

Colorado Death Certificate

Death data are compiled from information reported on the Certificate of Death. Data items are
presented as reported. Information on the certificate concerning time, place, and cause of
death is typically supplied by medical personnel or coroners. Demographic information, such as
age, race/ethnicity, or occupation, is generally reported on the certificate by funeral directors
from information supplied by the available next of kin. Training of physicians, coroners, other
medical personnel, and funeral directors is conducted on an ongoing basis to maintain and
improve the quality of data supplied on death certificates.

Resident deaths are deaths to those individuals who reported being residents of Colorado, even
if the death occurred to residents while outside of Colorado. Interstate agreements allow for
the exchange of vital information about deaths to Colorado residents that occurred in other
states. County-specific data are for deaths reported as occurring for residents of those counties.
For more information, visit http://www.cdphe.state.co.us/hs/vs/.

Colorado Emergency Medical Services Ambulance Trip Report Information Exchange

The Colorado MATRIX (Emergency Medical Services Ambulance Trip Report Information
Exchange), maintained by the EMS and Trauma Data Program at the Colorado Department of
Public Health and Environment, contains information from patient care reports submitted by
pre-hospital transport agencies in Colorado. The variables included in the MATRIX are based on
the National Elements subset of the National Emergency Management System Information
System. Data collection in Colorado began in 2006 and currently 70% of the 196 ground
transport agencies in Colorado are submitting patient care information to the MATRIX. For
more information visit: http://www.nemsis.org/.

Colorado Hospital Discharge

The Colorado Hospital Association (CHA) compiles hospital discharge data from all acute care
and many specialty hospitals in Colorado. This database includes demographic, diagnostic,
procedural, payment and length of stay information on all inpatient admissions. Injury
hospitalizations are identified using specific codes from the International Classification of
Diseases, Version 9, Clinical Modification (ICD-10-CM). For more information regarding the
Colorado Health and Hospital Association and the hospital discharge dataset, please visit the
CHHA website at www.cha.com.

Colorado Oral Health Surveillance System
The Colorado Oral Health Surveillance System monitors the burden of oral disease among
Coloradans. This surveillance system is the result of a collaborative agreement between the
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Centers for Disease Control and Prevention and the Colorado Department of Public Health and
Environment. Colorado is one of thirteen states responding to the 2002 federal initiative to test
the feasibility of developing state oral health surveillance systems.

The population-based surveillance system collects, analyzes, and disseminates data to inform
and support oral health decision-makers in Colorado. With these data, oral disease patterns
can be monitored across Colorado’s demographic groups. When high-risk groups or behaviors
are identified, oral health programs and resources are targeted appropriately. Monitoring oral
disease patterns in the population will also identify when disease levels change and emerging
trends occur in the state. For more information, visit:
http://www.cdphe.state.co.us/pp/oralhealth/COHSS.html.

Colorado Violent Death Reporting System

The Colorado Violent Death Reporting System collects information on violent deaths (homicide,
suicide, deaths of undetermined intent, and unintentional firearm-related deaths) occurring
within Colorado. Data are collected from a variety of data sources including death certificate,
coroner/medical examiner reports, law enforcement investigations, crime lab information, and
firearm trace data. The purpose of this robust data collection is to provide a more complete
understanding of when, where, and how violent deaths occur. The type of information
gathered includes demographics of both the victim and suspect, circumstances preceding the
event, alcohol and/or drug use by the victim, the type of location of where the incident
occurred, the type of weapon used, and the relationship between the victim and suspect.
Colorado is currently one of 17 states funded to collect this data and all data are submitted to
the Centers for Disease Control and Prevention to provide a national look at the circumstances
surrounding violent death in the United States. For more information, visit:
http://www.cdphe.state.co.us/pp/injepi/cvdrs/index.html.

Healthy Kids Colorado Survey

The Healthy Kids Colorado Survey is composed of two modules, the Youth Risk Behavior Survey
and Colorado Youth Survey. The Youth Risk Behavior Survey is detailed separately below. Both
surveys are administered to a representative sample of ninth through twelfth grade public
school students throughout Colorado. While the Youth Risk Behavior Survey assess behaviors
that are often established during childhood and early adolescence (tobacco use, diet, physical
inactivity, alcohol and drug use), the Colorado Youth Survey assesses risk and protective factors
(positive youth development). For more information, visit:
http://www.cde.state.co.us/cdeprevention/healthykidscolo.htm.

Healthy People 2010 and 2020

Healthy People 2010 is a set of health objectives for the Nation to achieve over the first decade
of the new century. It can be used by many different people, States, communities, professional
organizations, and others to help them develop programs to improve health. Healthy People
2010 builds on initiatives pursued over the past two decades. The 1979 Surgeon General's
Report, Healthy People, and Healthy People 2000: National Health Promotion and Disease
Prevention Objectives both established national health objectives and served as the basis for
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the development of State and community plans. Today, we are preparing for release of the
2020 objectives. Like its predecessors, Healthy People 2020 is currently in the broad
consultation process, built on the best scientific knowledge and designed to measure programs
over time.

For Healthy People 2010, there are two overarching goals: increase quality and years of healthy
life; and, eliminate health disparities. There are twenty-eight focus areas and 467 specific
objectives and some objectives have sub objectives specific to a population. And, for each
objective is a target to strive to reach. For more information on the objectives used for this
report visit Appendix B. For more information, visit:
http://www.healthypeople.gov/default.htm.

National Health and Nutrition Examination Survey

The National Health and Nutrition Examination Survey (NHANES) is a program of studies
sponsored by the Centers for Disease Control and Prevention. Beginning in the 1960s, the
survey’s purpose is to assess the health and nutritional status of adults and children in the
United States. NHANES is unique because it combines an interview with a physical examination.
The survey examines a nationally representative sample of about 5,000 people each year. Study
results are used to guide health sciences research. Results directly and indirectly impact
programs, services and policy. For more information on NHANES, visit:
www.cdc.gov/nchs/nhanes/about nhanes.htm.

National Immunization Survey

In 1994, the National Immunization Survey (NIS) was started to monitor childhood
immunization coverage. Sponsored by the National Center for Immunizations and Respiratory
Diseases, the NIS is conducted using a list-assisted random-digit-dialing telephone survey
followed by a mailed survey to the child’s provider. Eligible children are between 19 and 35
months of age living in the United States at the time of the interview. Data collected relate to
recommended vaccinations along with additional information on maternal breastfeeding.
Breastfeeding questions were added in 2001 for a sample of respondents and permanently
added in 2003. Along with identifying vaccination coverage rates and trends, data are further
used to estimate breastfeeding initiation and duration. For more information on the NIS, visit
www.cdc.gov/nis/.

The major limitation of the National Immunization Survey is the recall of breastfeeding
behaviors (frequency and duration), as many months or years might pass between
breastfeeding cessation and survey participation.

National Survey of Children’s Health

The National Survey of Children's Health is a national survey that was conducted by telephone
in English and Spanish during 2003-2004 and for a second time in 2007-2008. The survey
provides a broad range of information about children's health and well-being collected in a
manner that allows for comparisons between states and at the national level. Telephone
numbers are called at random to identify households with one or more children under 18 years
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old. In each household, one child was randomly selected to be the subject of the interview. The
survey results are weighted to represent the population of non-institutionalized children 0-17
nationally, and in each state. There are two limitations of this survey: 1) questions may vary
between survey years and limit analysis; and, 2) the survey is conducted once every four years.
For more information, visit: http://nschdata.org/Content/Default.aspx.

National Survey of Children with Special Health Care Needs

The National Survey of Children with Special Health Care Needs provides information about
children with special health care needs in all 50 States and the District of Columbia. In each
state, telephone interviewers screened at least 3,000 households with children to identify
children with special health care needs. In-depth interviews were conducted with the parents
of 750 — 850 children with special health care needs per state in 2001 and again in 2005-2006.
There are some limitations to this survey: 1) differences in questions between survey years may
limit analysis of trends over time; 2) the survey is only conducted every four years. For more
information, visit: http://cshcndata.org/Content/Default.aspx.

Pediatric Nutrition Surveillance System

Each month the Women Infant and Children program at the national level submits participant
data to the Pediatric Nutrition Surveillance System data set and this data is used to generate
annual reports by the Centers for Disease Control and Prevention. These data reports are
organized by clinic, county, local agency, and state. Some of the indicators found in the reports
include racial and ethnic distribution, age distribution, growth and anemia indicators,
breastfeeding, TV viewing, and smoking in household. Although these reports do provide an in-
depth look at behaviors related to nutrition and development, they are restricted to those
participants in the Women, Infant, and Children program. For more information, visit:
http://www.cdphe.state.co.us/ps/wic/nutritionsurveillance/nutritionsurveillance.html.

Pregnancy Risk Assessment Monitoring System

The Pregnancy Risk Assessment Monitoring System (PRAMS) is a surveillance project of the
Centers for Disease Control and Prevention. The goal of the PRAMS is to improve the health of
mothers and infants by reducing adverse outcomes such as low birth weight, infant mortality
and morbidity, and maternal morbidity. PRAMS provides state-specific data for planning and
assessing health programs and for describing maternal experiences that might contribute to
maternal and infant health. State-specific, population-based data are collected by mail
regarding maternal attitudes and behaviors before, during, and shortly after pregnancy.
Women are sampled using data from each state’s birth certificate file. For more information on
PRAMS, visit www.cdc.gov/PRAMS/index.htm.

Colorado is one of 38 states participating in the Pregnancy Risk Assessment Monitoring System,
a risk-factor surveillance system of behaviors and experiences before, during and after
pregnancy. Participants in this survey complete written (or telephone as needed) surveys within
four months of delivery. It also provides information on hospital best practices for
breastfeeding. A limitation of PRAMS data is that it provides estimates of breastfeeding

June 2010 | Colorado Department of Public Health and Environment


http://nschdata.org/Content/Default.aspx
http://cshcndata.org/Content/Default.aspx
http://www.cdphe.state.co.us/ps/wic/nutritionsurveillance/nutritionsurveillance.html
http://www.cdc.gov/PRAMS/index.htm

behavior early on in an infant’s life but not estimates of breastfeeding behavior past 20 weeks
(about 5 months).

Sexually Transmitted Infection and HIV Surveillance System

The Sexually Transmitted Infection and HIV Surveillance Program at the Colorado Department
of Public Health and Environment conducts surveillance and research to characterize and track
Sexually Transmitted and HIV infections in Colorado. The Registry Unit collects, compiles and
disseminates information on gonorrhea, syphilis, chlamydia, and HIV infection, and contacts
health care providers to ensure that clients receive adequate treatment. Staff members identify
disease outbreaks and coordinate the response by the Colorado Department of Public Health
and Environment, collaborating agencies, and health care providers. The program synthesizes
data from multiple sources to develop annual Colorado STI/HIV epidemiological profiles. These
reports are used to inform and guide the state STI/HIV programs, and are disseminated to care
providers, local health departments, community planning groups, researchers, and the public.
For more information, visit: http://www.cdphe.state.co.us/dc/HIVandSTD/surveillance.html.

Youth Risk Behavior Surveillance System

The Youth Risk Behavior Surveillance System (YRBSS) is a national school-based survey
supported by the Centers for Disease Control and Prevention. The goal of the YRBSS is to
monitor priority health-risk behaviors and health outcomes that contribute to death, disability,
and social problems among high school-aged adolescents. Started in 1991, the YRBSS is
conducted every two years in select public and private schools across the United States.

A main limitation of the YRBSS is poor survey response rates. Overall response rates in Colorado
were 49 percent in 2001, 32 percent in 2003 and 29 percent in 2007. Only in 2005 did the
Colorado YRBSS achieve an overall response rate of 60 percent, which is adequate for
generalizing to the entire Colorado adolescent population. Because of inadequate response
rates, prevalence estimates for adolescent overweight and obesity that are more recent than
2005 are not available and the trends since 2001 cannot be assessed. For more information on
the YRBSS, visit www.cdc.gov/HealthyYouth/yrbs/index.htm.

Technical Notes

The following are technical notes specific to the Colorado MCH Health Status Report. The goal
of these notes is to provide some context and explanation as to why certain surveillance
methods were chosen.

Race/ethnicity data

Race/ethnicity data are self-reported on population-based surveys. The Health Statistics Section
at the Colorado Department of Public Health and Environment uses different race/ethnic
categories for different age-specific surveys. Adult race/ethnic categories include non-Hispanic
White, non-Hispanic Black, Hispanic, Asian Pacific Islander, and Native American Alaskan Native.
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Among surveys of children, such as the Colorado Child Health Survey, race/ethnic categories
include non-Hispanic White, non-Hispanic Black, Hispanic, Asian, and other. It should be noted
that in some cases, the other category is omitted from figures. This omission is due to small
numbers, which make estimates unreliable. Interpretation of statistics with small numbers is
difficult since confidence intervals are large.

Population-based data and application of weights

This report uses data from many population-based surveys. A population-based survey is a
survey that is representative of the population being studied; in this case, it is the population of
Colorado. Although a survey sample is not strictly proportional to the population of the state, a
weight is applied to account for sample and population differences. Using weighting, survey
data are adjusted to reflect the population, and this enables public health officials to generalize
conclusions to the entire population of Colorado.

Rates

A rate is defined as the frequency with which an event occurs in a defined population over a
specified period of time. Rates are important for comparing experiences between populations
at different times, different places, and among different types of people.”™™ For this report, age-
specific rates* were predominantly used.

*Age-specific rates are defined as the number of people within an age group who have a
condition of interest per 100,000 people in that age group in the total population of interest
(Colorado, United States or a region of Colorado). Age-specific rates are not adjusted. Rather,
these represent rates specific to the age group of interest.

Statistical Significance

Confidence intervals can be used as a conservative test of statistical significance. A statistically
significant difference is noted when the confidence interval of one estimate is higher or lower
than the confidence interval of another estimate. In other words, one estimate is significantly
different than another if the two confidence intervals do not overlap.

Definitions

Adolescent: For the purposes of this report, unless otherwise noted, people in high school
(grades 9-12) are considered adolescents.

Adult: For the purposes of this report, unless otherwise noted, people ages 18 years and older
are considered adults.

Body mass index (BMI): BMI estimates used within this report are crude estimates of body fat
based on an individual’s height and weight. BMI is calculated as weight in kilograms divided by
height in meters squared (or as weight in pounds times 703 divided by height in inches

XXiX

Last, John M. A Dictionary of Epidemiology. New York, NY. Oxford University Press, 2001.
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squared). BMI categories differ for adults (20 years of age and older) and children (ages 2 to 20
years of age). The four BMI categories for adults are underweight (less than 18.5), healthy
weight (18.5-24.9), overweight (25.0-29.9), and obese (30.0 or greater). Among children, BMI
is based on sex-specific growth charts, and the four categories of BMI are underweight (less
than fifth percentile), healthy weight (5"-84"™ percentile), overweight (8594 percentile),
and obese (95" percentile or greater).

Child: For the purposes of this report, unless otherwise noted, people ages 1-14 years are
considered children.

Demographic: A characteristic describing social or vital statistics about a human population,
such as size, growth, density, and distribution.

Epidemic: The occurrence of cases of an illness, health condition, health-related behavior or
health-related event in excess of what is normally expected within a population for a given
time.

Epidemiology: The study of the distribution of a disease or physiological condition in human
populations and of the factors that influence this distribution.

Infants: For the purposes of this report, individuals less than one year of age are considered
infants.

Moderate or vigorous physical activity: This report defined moderate or vigorous physical
activity as 30 minutes or more per day of moderate activity for five or more days per week or
20 minutes or more per day of vigorous activity for three or more days per week.

Neonatal Infant Mortality: Death of an infant less than 28 days old. Presented as a rate per
1,000 live births, the neonatal infant mortality rate is calculated using the following: numerator
is the number of deaths of infants less than 28 days of age and the denominator is the number
of live births for that specified year or time period.

Physical inactivity or physically inactive: This report defined a physically inactive person as one
who reported having had no leisure-time physical activity in the past 30 days at the time of
survey.

Postneonatal Infant Mortality: Death of an infant ages 28 days to less than one year of age.
Presented as a rate per 1,000 live births, the numerator is the number of deaths of infants 28
days to less than one year of age and the denominator is the number of live births for that
specified year or time period.

Prevalence: Prevalence is defined as the proportion of individuals in a population who have a
disease, condition, or attribute of interest at a specified time. Prevalence can also be defined as
the number of events in a given population in a specified period.

The Health Status of Colorado’s Maternal and Child Health Population | Appendix A



Appendix B — Selected Healthy People 2010 (HP 2010) and
Healthy People 2020 (HP 2020) Objectives

HP 2010
Objective

Proposed HP
2020 Objective

Access to Health Services

Change from HP

O
(7]
s
©
-
(]
o

2010

Modified

Archived

Objective text

Chapter

universally recommended vaccines
among young children.

1-1 AHS HP2020-1 Increase the proportion of persons 1,2,5
v with health insurance.

1-5 AHS HP2020-3 v Increase the proportion of persons 1
with a usual primary care provider.

Diabetes

(Developmental) | N/A Decrease the proportion of pregnant 3

5-8 women with gestational diabetes.

Disability and Secondary Conditions

6-2 DSC HP2020-2 Reduce the proportion of children and 5

v adolescents with disabilities who are
reported to be sad, unhappy, or
depressed.

N/A DSC HP2020-17 Reduce the proportion of people with 5
disabilities who report on non-fatal
unintentional injuries that require
medical care.

Educational and Community-Based Programs

7-1 ECBP HP2020-1 v Increase high school completion. 1

Family Planning

9-1 FP HP2020-1 Increase the proportion of pregnancies 2

v .
that are intended.

9-3 FP HP2020-6 Increase the proportion of females at 2

risk of unintended pregnancy who
v used contraception at most recent
sexual intercourse.

9-7 FP HP2020-8 v Reduce pregnancy rates among 6
adolescent females.

Heart Disease and Stroke

12-9 HDS HP2020-13 Reduce the proportion of persons in 3

v h . )
the population with hypertension.
Immunization and Infectious Diseases
14-22 IID HP2020-18 Achieve and maintain effective 5
v vaccination coverage levels for
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Change from HP

2010
T E 3
S | & 2
HP 2010 Proposed HP % 3 '§
Objective 2020 Objective NGINC < Objective text Chapter
Injury and Violence Prevention
15-3 IVP HP2020-3 v Reduce firearm-related deaths. 6
15-13 IVP HP2020-22 v Reduce unintentional injury deaths. 6
15-17 IVP HP2020-25 v Reduce nonfatal motor vehicle crash- 6
related injuries.
15-19 IVP HP2020-8 v Increase use of safety belts. 6
15-20 IVP HP2020-15 v Increase age-appropriate vehicle 5
restraint system use in children.
15-24 IVP HP2020-10 Increase the number of States and the 5
v District of Columbia with laws
requiring bicycle helmets for bicycle
riders.
15-32 IVP HP2020-2 v Reduce homicides. 6
15-33 IVP HP2020-29 v Reduce nonfatal child maltreatment. 5
15-33 IVP HP2020-30 v Reduce child maltreatment deaths. 5
15-38 IVP HP2020-13 v Reduce physical fighting among 6
adolescents.
Maternal, Infant and Child Health
16-1 MICH HP2020-15 v Reduce fetal and infant deaths. 4
16-2 MICH HP2020-1 v Reduce the rate of child deaths.
16-3 MICH HP2020-2 v Reduce deaths of adolescents and
young adults.
16-6 MICH HP2020-5 Increase the proportion of pregnant 3
v women who receive early and
adequate prenatal care.
16-9 MICH HP2020-6 Reduce cesarean births among low-risk 4
v (full-term, singleton, vertex
presentation) women.
16-10 MICH HP2020-7 Reduce low birth weight (LBW) and 4
very low birth weight (VLBW).
16-11 MICH HP2020-8 Reduce preterm births. 4
16-12 MICH HP2020-17 (Developmental) Increase the 3
v proportion of mothers who achieve a
recommended weight gain during their
pregnancies.
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HP 2010
Objective

16-13

Proposed HP
2020 Objective

MICH HP2020-9

Change from HP

O
(7]
s
©
-
(]
o

2010

Modified

Archived

<

Objective text
Increase the percentage of healthy full-
term infants who are put down to
sleep on their backs.

Chapter

16-15

MICH HP2020-20

Reduce the occurrence of neural tube
defects.

16-16

MICH HP2020-21

Increase the proportion of pregnancies
begun with the recommended folic
acid level.

2,4

16-17

MICH HP2020-10

Increase abstinence from alcohol,
cigarettes, and illicit drugs among
pregnant women.

2,3

16-19

MICH HP2020-12

Increase the proportion of mothers
who breastfeed their babies.

16-20

MICH HP2020-22

Ensure appropriate newborn blood-
spot screening and follow-up testing.

N/A

MICH HP2020-23

Decrease postpartum relapse of
smoking among women who quit
smoking during pregnancy.

N/A

MICH HP2020-24

Increase the percentage of women
giving birth who attend a postpartum
care visit with a health worker.

N/A

MICH HP2020-26

Increase the percentage of employers
who have worksite lactation programs.

N/A

MICH HP2020-27

Decrease the percentage of breast-fed
newborns who receive formula
supplementation within the first 2 days
of life.

N/A

MICH HP2020-27

Increase the percentage of live births
that occur in facilities that provide
recommended care for lactating
mothers and their babies.

Mental Health and Mental Disorders

18-2

MHMD HP2020-2

Reduce the rate of suicide attempts by
adolescents.

18-7

MHMD HP2020-6

Increase the proportion of children
with mental health problems who
receive treatment.

Nutrition and Weight Status

19-1

NWS HP2020-1

Increase the proportion of adults who
are at a healthy weight.

19-2

NWS HP2020-2

Reduce the proportion of adults who
are obese.

2,5,6
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HP 2010
Objective
19-3

Proposed HP
2020 Objective

NWS HP2020-5

Change from HP
2010

T | ©

° | O °
S | & =
- Bl
[} et
c | 2 <

AN

Objective text
Reduce the proportion of children and
adolescents who are overweight or
obese.

Chapter
5,6

19-14

N/A

Reduce growth retardation among

low-income children under age 5 years.

19-5

NWS HP2020-6

Increase the contribution of fruits to
the diets of the population aged 2
years and older.

3,5

19-6

NWS HP2020-7

Increase the variety and contribution
of vegetables to the diets of the
population aged 2 years and older.

3,5

19-12

NWS HP2020-3

Reduce iron deficiency among young
children and females of childbearing
age.

19-14

NWS HP2020-4

Reduce iron deficiency among
pregnant females.

Oral Health

21-1

OH HP2020-6

Reduce the proportion of children and
adolescents who have dental caries
experience in their primary or
permanent teeth.

21-2

OH HP2020-7

Reduce the proportion of children,
adolescents, and adults with untreated
dental decay.

21-8

OH HP2020-10

Increase the proportion of children
who have received dental sealants on
their molar teeth.

21-10

OH HP2020-3

Increase the proportion of children and
adults who use the oral health care
system each year.

2,5

Physical Activity and Fitness

22-1

PAF HP2020-1

Reduce the proportion of adults who
engage in no leisure-time physical
activity.

22-2,22-3 and
22-4

PAF HP2020-6

Increase the proportion of adults that
meet current Federal physical activity
guidelines for aerobic physical activity
and for muscle strength training.

22-6 and 22-7

PAF HP2020-7

Increase the proportion of adolescents
that meet current physical activity
guidelines for aerobic physical activity
and for muscle-strengthening activity.
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Change from HP

2010
HP 2010 Proposed HP % 3 '§
Objective 2020 Objective € | 2 < Objective text Chapter
22-10 PAF HP2020-4 Increase the proportion of adolescents 6
v who spend at least 50 percent of
school physical education class time
being physically active.
22-11 PAF HP2020-8 Increase the proportion of children and 6
v adolescents that meet guidelines for
television viewing and computer use.
22-14 PAF HP2020-10 v (Developmental) Increase the 3
proportion of trips made by walking.
22-15 PAF HP2020-11 (Developmental) Increase the 3
v proportion of trips made by bicycling.
Sexually Transmitted Diseases
25-11 N/A Increase the proportion of adolescents 6
v | who abstain from sexual intercourse or
use condoms if sexually active.
Substance Abuse
26-6 SA HP2020-4 Reduce the proportion of adolescents 6
who report that they rode, during the
v previous 30 days, with a driver who
had been drinking alcohol.
26-10 SA HP2020-6 v Reduce past-month use of illicit 6
substances.
26-11 SA HP2020-7 Reduce the proportion of persons 6
v engaging in binge drinking of alcoholic
beverages.
26-13 N/A Reduce the proportion of adults who 2
v S . -
exceed guidelines for low-risk drinking.
Tobacco Use
27-2 TU HP2020-6 v Reduce tobacco use by adolescents.
27-9 N/A Reduce the proportion of children who 5
v’ | areregularly exposed to tobacco
smoke at home.
27-10 TU HP2020-11 Reduce the proportion of nonsmokers 5
v
exposed to secondhand smoke.

Further information can be found on the Healthy People website:
http://www.healthypeople.gov/Default.htm.
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PoOTENTIAL MCH PRIORITIES

The following issues have been identified as potential priorities by Colorado-based experts in Maternal and Child Health (MCH) for
the following target populations: early childhood (0-8 years), including children with special health care needs; children and
adolescents (9-21 years), including children with special health care needs; and women of reproductive age (15-44 years).

Early childhood (0 — 8 years), including children with special health care needs

Potential MCH Priority

Example Indicators of Success

Prevent obesity among the early childhood population

Decreased rate of overweight and obesity among infants and children;
increased rate of fruit and vegetable consumption; increased rate of
physical activity levels; increased rate of appropriate pregnancy weight gain.

Improve oral health among the early childhood
population

Reduced rate of dental caries; reduced rate of untreated tooth decay;
increased sealant rates; increased dental utilization rates.

Increase system capacity to provide mental health
services and supports for the early childhood
population

Increased numbers of children screened for social-emotional concerns;
Increased utilization rates of mental services; number of early childhood
mental health specialists.

Improve screening, referral and follow-up rates
related to developmental, physical and oral health for
the early childhood population

Increased rates of developmental screening, screening/referral for Part C
Early Intervention, and newborn metabolic/hearing screening; increased
utilization of billing codes for developmental screening.

Increase comprehensive, coordinated care through a
medical home approach (physical, mental, oral, and
preventive health focus) for the early childhood
population

Increased percent of children with a primary care provider; increased
Medicaid utilization related to medical homes; increased health care
utilization rates.

Increase health and safety in early learning and
school settings

Increased number of early learning environments with child care health
consultants; improved child care provider health measures.

Increase parent engagement and leadership at the
program, community and policy levels.

Increased numbers of family members who participate in leadership training
opportunities; increased rate of parents who feel like a partner in their
child’'s care

Children and adolescents (9 - 21 years), including ¢

hildren and youth with special health care needs

Potential MCH Priority

Example Indicators of Success

Improve sexual health among youth

Reduced teen fertility rates; reduced rates of STD/HIV; increased use of
contraception; reduced incidence of partner/dating violence; increased
exposure to comprehensive sexuality education.

Colorado Department of Public Health and Environment
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Improve access to behavioral health services for
children and youth

Decreased rates of depression; decreased rates of suicide; increased
numbers of children and youth screened and receiving mental health
services; increased percentage of school-based health centers that provide
behavioral health services.

Build a coordinated, integrated system of services
and initiatives for youth

Improved inter/intra agency collaboration.

Increase utilization of health services for children and
youth

Increased rates of Medicaid utilization for oral, behavioral and physical
health.

Prevent substance use/abuse among youth

Decreased tobacco initiation rates; reduced substance use rates for alcohol,
tobacco, and other drugs.

Prevent/reduce overweight and obesity among
children and youth

Increased rates of body mass index in the healthy weight category;
increased fruit and vegetable consumption; increased physical activity
levels.

Improve teen motor vehicle safety

Decreased rates of teen motor vehicle fatality; decreased hospitalization;
increased seat belt usage; increased adherence to graduated driver’s
license laws.

Increase implementation of positive youth
development strategies

Increased connections of youth with caring adults; increased number of
peer mentors; increased numbers of opportunities for youth community
engagement

Women of reproductive age (15 - 44 years)

Potential MCH Priority

Example Indicators of Success

Promote healthy behaviors during the preconception
period among all women of reproductive age

Decreased tobacco use prior to pregnancy; increased multivitamin and/or
folic acid intake, increased number of women receiving preventive health
check-ups.

Decrease unintended pregnhancy among women of
reproductive age

Reduced rates of unintended pregnancy.

Decrease tobacco use during pregnancy

Reduced rate of smoking during pregnancy; increased utilization of the
QuitLine program by pregnant women and women of reproductive age.

Improve systems and infrastructure for addressing
mental health for women of reproductive age

Decreased rates of depression (including postpartum); lower rates of
suicide; increased numbers of women screened and receiving mental health
services.

Decrease low birth weight among infants

Reduced low birth weight rates.

Promote healthy weight among women of
reproductive age

Increased rates of body mass index in the healthy weight category among
women of reproductive age.

Colorado Department of Public Health and Environment
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RESULTS FROM THE MATERNAL AND CHILD HEALTH
STAKEHOLDER SURVEY: PRIORITIES

Response Rate: 65% (172 / 265 invited respondents)

Table 1:
Respondent Characteristics

Proportion (Frequency)

Type of Agency

Local public health agency

Colorado Department of Public Health and Environment
Other State department

Private, non-profit organization

Other

Role in Organization

Local public health agency director

Local agency MCH/CSHCN program director or program staff
State department program director or program staff
Private, non-profit agency director or staff

Other

Participated in MCH Expert Panel / Advisory Group
Yes

No

Working with MCH Populations*

Early childhood (0-8 yrs)

Children and adolescents (9 -21 yrs)

Children with special health care needs (CSHCN)

Women of reproductive age (15-44 yrs)

Number of Years Working in Field of MCH

58.1% (97)
21.0% (35)
3.6% (6)
7.2% (12)
10.2% (17)

19.8% (33)
27.5% (46)
24.0% (40)
6.6% (11)
22.2% (37)

21.8% (36)
78.2% (129)

73.2% (120)
75.6% (124)
57.3% (94)
73.2% (120)
Mean = 15.3 years

*Proportions > 100% because respondents were able to select more than one answer

Colorado Department of Public Health and Environment
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MCH STAKEHOLDERS, STATE AND LOCAL,
INVITED TO COMPLETE PRIORITIES SURVEY

Name

Organization

Aakko, Eric
Adamson, Kelli
Aduddell, Michael
Albanese, Bernadette
Anderson, Stephanie
Anselmo, Theresa
Antuna, Amy
Archer, Linda

Auer Bennett, Eileen
Aukema, Abigail
Babler, Shirley
Bailey, Anne Marie
Baker, Nancy
Bakulski, Mandy
Barr, Emily

Barta, Jean

Bates, Patricia
Beam, Rita

Beaman, Charity
Beard, Kelly
Belew-LaDue, Brene
Benkert, Molly
Betts, Ingrid

Bindel, Lynn
Bongiovanni, Bob
Borden, Marti
Bradrick, Cynthia
Braga, Anne-Marie
Bravo, Melanie
Breitzman, Shannon
Briokering, Terri
Brown, Jacqueline
Brown, Renee
Brunk, Tammy
Brunson, Diane
Buckland, Kandace
Burford, Nina
Burns, Jennifer

Colorado Department of Public Health and Environment
Cheyenne County Public Health Agency

Mesa County Health Department

El Paso County Department of Health and Environment
Northwest Colorado Visiting Nurse Association
Colorado Department of Public Health and Environment
Weld County Dept of Public Health and Environment
Colorado Department of Public Health and Environment
Assuring Better Child Health & Development

Denver Health and Hospital Authority

Colorado Department of Public Health and Environment
Gilpin County Public Health and Environment

Crowley County Public Health Agency

Colorado Department of Public Health and Environment
The Children's Hospital

Clear Creek County Public Health and Environment
Prowers County Public Health

Tri-County Health Department

Jackson County Public Health Agency

Delta County Health Department

Grand County Public Health

Denver Health and Hospital Authority

Elbert County Health and Environment

Colorado Department of Public Health and Environment
Colorado Department of Public Health and Environment
Pueblo City-County Health Department

Larimer County Health Department

Colorado Department of Public Health and Environment

Boys & Girls Club/Girls Inc. of Pueblo County & Lower Arkansas

Colorado Department of Public Health and Environment
San Juan County Public Health Service
Prowers County Public Health

Gunnison County Department of Health and Human Services

Eagle County Public Health Agency

University of Colorado Denver

El Paso County Department of Health and Environment
Consultant, Formerly of Tri-County Health Department
Rocky Mountain Youth Pediatric Clinics

Colorado Department of Public Health and Environment
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Name

Organization

Burton, Ginger
Chavez, Natalie

Clement-Johnson, Andrea
Clinkenbeard, Crystal

Connor, Karen
Cooper, Lori
Costin, Debbie
Crain, Renay
Crook, Deborah
Crosthwait, John
Crotser, Judy
Dacey, Jane
Daniluk, Patricia
Davies, Jill
Davis, Julie
DeLeeuw, Karen
Dodge, Kristin
Donkle, Karen
Dubiel, Heather
Edgar, Connie
Eggleston, Faith
Ellis, Susan
Emerson, Kristy
English, Jo
Esquibel, Jose
Febbraro, Gina
Federico, Steve
Ferguson, Janice
Figaro, Sarah
Finn, Jean

Ford, Patsy
Forsyth, Jessica
Foster, Nina
Foster, Sue

Fox, Dianna
French, Don
Gabella, Barbara
Gallegos, Glenda
Gallegos, Jon
Gallegos, Vivian
Garcia, Mary

Colorado Department of Health Care Policy and Financing
Conejos County Public Health Nursing Service

Larimer County Health Department

Oral Health Awareness Colorado!

Montrose County Department of health and Environment
Montezuma County Public Health Agency

Colorado Association for School-Based Health Care
Kiowa County Public Health Agency

Summit County Public Health Department

Northeast Colorado Health Department

Colorado Department of Public Health and Environment
Boulder County Public Health

Colorado Department of Public Health and Environment
University of Colorado Denver

Colorado Department of Public Health and Environment
Colorado Department of Public Health and Environment
Weld County Dept of Public Health and Environment
Bent County Public Health Agency

Colorado Department of Public Health and Environment
Conejos County Public Health Nursing Service
Broomfield City-County Public Health and Environment
Chaffee County Public Health Department

Mesa County Health Department

Colorado Department of Public Health and Environment
Colorado Department of Public Health and Environment
Colorado Department of Public Health and Environment
Denver Health and Hospital Authority

Rocky Mountain Health Plan

Pueblo City-County Health Department

Colorado Department of Public Health and Environment
San Juan Basin Health Department

The Children's Hospital

San Juan County Public Health Service

South Central HCP Regional Office

Mesa County Health Department

Delta County Health Department

Colorado Department of Public Health and Environment
Delta County Health Department

Colorado Department of Public Health and Environment
Costilla County Public Health Agency

Las Animas-Huerfano Counties District Health Department

Colorado Department of Public Health and Environment
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Name

Organization

Gawlik, Diana "Di"
Geiser, Julie
Gibbs, Jane
Givray, Deborah
Glantz, Namino
Golden, Tammy
Gonzales, Melinda
Guccione, Amy
Hadleydike, Karen
Hansen, Michelle
Hardin, Jodi
Hardy, Tara
Harris, Michelle
Harrison, Jennifer
Harsh, Kevin
Henry, Linda

Hill, Anne

Hills, Kimberly
Hillyard, Ginger
Holloway, Steve
Horton, Don
Hubbard, Martha
Hudson, Lisa
Huffman, Margaret
Hulse, Jonni
Hunsaker-Ryan, Jill
Hunt, Cerise
Hutson, Rachel
Imus, Kelly
Ireland, Lynn
James, Dawn
Johnson, Mark
Johnson, Mark
Jones, Kristy
Jordan, Rebecca
Kelly, Anna

Kelly, Glenna
Kent, Helene
Kinsella, Emily
Kinzie, Kay
Kissler, Aaron

El Paso County Department of Health and Environment
Alamosa County Public Health Department

Healthy Women, Healthy Babies

University of Northern Colorado

Boulder County Public Health

Boulder County Public Health

Colorado Association for School-Based Health Care
Jefferson County Public Health

Grand County Public Health

Colorado Department of Public Health and Environment
Colorado Department of Public Health and Environment
Hinsdale County Public Health Agency

Broomfield City-County Public Health and Environment
San Juan Basin Health Department

Otero County Health Department

Weld County Dept of Public Health and Environment
Pueblo City-County Health Department

Boulder County Public Health

Larimer County Health Department

Colorado Department of Public Health and Environment
Boulder County Public Health

Teller County Public Health Department

Mesa County Health Department

Colorado Department of Public Health and Environment
El Paso County Department of Health and Environment
Colorado Department of Public Health and Environment
Colorado Department of Public Health and Environment
Colorado Department of Public Health and Environment
Weld County Dept of Public Health and Environment
Colorado Department of Public Health and Environment
Kit Carson County Health and Human Services

Gilpin County Public Health & Environmental Services
Jefferson County Public Health

Rocky Mountain Center for Health Promotion and Education
Colorado Department of Public Health and Environment
Healthy Women, Healthy Babies

Kaiser Permanente

Healthy Women, Healthy Babies

Colorado Department of Public Health and Environment
The Children's Hospital

Clear Creek County Public and Environmental Health

Colorado Department of Public Health and Environment
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Name

Organization

Kleckner, Susie
Klein, Chandra
Klingler, Greta
Koehler, Bonnie
Kurth, Pam

Kwerneland, Carolyn

Landa, Tiffany
Langan, Sarah
Lasseter, Alyssa
LeBailly, Adrienne
Lee, Annie

Lehman, Betty
Leiferman, Jenn
Leifert, Alison
Leslie, Jill

Liss, Mary Sue
Little, Laurel
Lloyd-Cumley, Mary
Long, Kim

Lujan, Yvette
Mand]l, Christine
Marks, Megan
Marshall, Julie
Martin, Mary
Martindale, Dan
Martinez, Flora
Martinez, Maryanne
Matthews, Kathleen
Matthews, Scott
Mattson, Mel

McClain, Patricia "Trish"

McDonnall, Donna
McNeely, Heidi
Meisner, Mary
Melinkovich, Paul
Mewes, Peggy
Miller, Diane

Miller, Diane

Mohan, Margaret

San Juan Basin Health Department

Larimer County Health Department

Colorado Department of Public Health and Environment
Delta County Health and Human Services Department
Tri-County Health Department

Jefferson County Public Health

Las Animas-Huerfano Counties District Health Department
San Juan Basin Health Department

Colorado Department of Public Health and Environment
Larimer County Health Department

Colorado Department of Health Care Policy and Financing
Autism Society of Colorado

Colorado School of Public Health

Mesa County Health Department

U.S. Department of Health & Human Services

Elbert County Health and Environment

Garfield County Public Health

Weld County Dept of Public Health and Environment

Rio Blanco County Department of Public Health and Environment

South Central HCP Regional Office

Colorado Department of Public Health and Environment
Family Voices

Rocky Mountain Prevention Research Center

Colorado Department of Public Health and Environment
El Paso County Department of Health and Environment
Colorado Department of Public Health and Environment
Costilla County Public Health Agency

Colorado Department of Public Health and Environment
March of Dimes Colorado

Colorado Department of Public Health and Environment
Northeast Colorado Health Department

Custer County Public Health Agency

Tri-County Health Department

Garfield County Public Health Service

Denver Health and Hospital Authority

Montrose County Department of Health and Human Services
Moffat County Public Health Agency

(Northwest Colorado Visiting Nurse Association, Inc.)

Routt County Public Health Agency
(Northwest Colorado Visiting Nurse Association, Inc.)

Colorado Department of Health Care Policy and Financing
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Name

Organization

Montera, Cathy
Morrison, Gaye
Mulch, Kindra
Murphy, Carol
Myers, Lindsey
Neil, Misti
Nelson, Lorene
NepsKky, June

Nevin-Woods, Christine

North, Jeanne
0'Connell, Joan
O'Fallon, Molly
Orr, Kathy
Oswald, Rebecca
Oys, Rachel
Pappas, Jennifer
Park, Lorri
Patrick, Kathy
Patterson, Shana

Pemberton, Michelle

Perry, Patricia
Peterson, Karen
Phillips, Robin
Plummer, Yvette
Podratz, Alana
Poniers, Andrea
Potter, Marti
Procell, Lynn
Randolph, Mary
Reynolds, Joni
Ritter, Richard
Roahrig, Colleen
Roberts, Cheryl
Robinson, Anne
Robinson, Gina
Robinson, Kelli
Rodriguez, Sara
Roth, Linda
Rubin, Christina

Ruttenber, Margaret

Ruybalid, Sarah

Las Animas-Huerfano Counties District Health Department
Weld County Dept of Public Health and Environment

Kit Carson County Health and Human Services

Hinsdale County Public Health Agency

Colorado Department of Public Health and Environment
Larimer County Health Department

Otero County Health Department

San Miguel County Department of Health and Environment
Pueblo City-County Health Department

Tri-County Health Department

University of Colorado Denver

Colorado Community Health Network

El Paso County Department of Health and Environment
Otero County Health Department

Eagle County Public Health Agency

The Children's Hospital

Autism Society of Colorado

Colorado Department of Education

Colorado Department of Public Health and Environment
Northeast Colorado Health Department

Rio Grande County Public Health Agency

Denver Health

Park County Public Health Department

Denver Metro Community Parent Resource Center (CPRC)
El Paso County Department of Health and Environment
Colorado Department of Public Health and Environment
Denver Health and Hospital Authority

Pueblo City-County Health Department

Dolores County Public Health Agency

Colorado Department of Public Health and Environment
Otero County Health Department

Mesa County Health Department

Ouray County Public Health Agency

Eagle County Public Health Agency

Colorado Department of Health Care Policy and Financing
South Central HCP Regional Office

Colorado Department of Public Health and Environment
Cheyenne County Public Health Agency

Teller County Public Health Department

Colorado Department of Public Health and Environment
Pueblo City-County Health Department

Colorado Department of Public Health and Environment
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Name

Organization

Sanchez, Jessica
Sanford, Lauren
Satkowiak, Linda
Savoie, Karen
Scanlon, Jody
Schoenthaler, Celeste
Scott, Hilda
Scott, Steve
Scully, Sarah
Shlay, Judy
Shupe, Alyson
Smartt, Sherry
Smith, Cassidy
Sobeck, Linda
Stack, Lynda
Stager, Ann
Stark, Liz

Stenmark, Sandra
Stewart, Maren
Stoll, Jeff

Strand, Averil (Avie)
Sullivan, Pat
Talkington, Kathie
Talmi, Ayelet
Thornton, Michelle
Tolliver, Rickey
Torpy, Lynne
Trefren, Lynn
Tregillus, Liza
Trierweiler, Karen
Troyer, Mary
Trujillo, Robin
Trujillo, Tara
Tubman, Norma
Tuttle, Brenda
Tyson, Judy
Underwood, Nettie
Urbina, Chris
Vahling, Jason

Van Iwarden, Kenneth

Colorado Community Health Network

Youth Partnership for Health

Qualistar Early Learning

University of Colorado Denver

Boulder County Public Health

Colorado Department of Public Health and Environment
Mineral County Public Health Agency

Colorado Adolescent Maternity Program (CAMP)
Boulder County Public Health

Denver Public Health

Colorado Department of Public Health and Environment
Denver Health and Hospital Authority

Colorado Department of Health Care Policy and Financing
Boulder County Public Health

Montrose County Department of health and Environment
El Paso County Department of Health and Environment
Pitkin County Public Health Agency

(Community Health Services, Inc.)

Kaiser Permanente

Live Well Colorado

Broomfield Health and Human Services Department
Larimer County Health Department

Delta County Health Department

Mesa County Health Department

University of Colorado Denver

Colorado Department of Public Health and Environment
Colorado Department of Public Health and Environment
Colorado Department of Public Health and Environment
Tri-County Health Department

San Juan Basin Health Department

Colorado Department of Public Health and Environment
Bent County Public Health Agency

Baca County Public Health Agency

Colorado Children's Campaign

Jefferson County Public Health

Larimer County Health Department

Lake County Public Health Department

Larimer County Health Department

Denver Health and Hospital Authority

Colorado Department of Public Health and Environment
Alamosa County Public Health Department

Colorado Department of Public Health and Environment
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Name

Organization

Van Zet, Angela
VanWyk, Bethany
Vellinga, Gloria
Vettese, Rebecca
Vieira, Della
Vogt, Richard
Wadhwa, Sandeep
Wallace, Lindy
Wallace, Mark
Watson, Beth
Watters, Kathy
Westberg, Lynn
White, Cathy
Wilford, Kori
Williams, Judi
Wilmoth, Ralph

Wilson Ball, Michelle

Wooten, Marti
Worrall, Carol
Yahn, Sherri

Yale, Andrew
Ybarra, Esperanza
Zaborek, Robin
Zayach, Jeff
Zeiset, Zack

Tri-County Health Department

Eagle County Public Health Agency

Colorado Department of Public Health and Environment
Fremont County Public Health Agency

Saguache County Public Health Agency

Tri-County Health Department

Colorado Department of Health Care Policy and Financing
Colorado Department of Health Care Policy and Financing
Weld County Dept of Public Health & Environment
Northwest HCP Regional Office

Colorado Department of Public Health and Environment
San Juan Basin Health Department

Colorado Department of Public Health and Environment
Larimer County Health Department

San Juan Basin Health Department

Colorado Department of Public Health and Environment
Summit County Public Health Department

Lincoln County Department of Public Health

Gunnison County Department of Health and Environment
Northeast Colorado Health Department

Denver Public Health

Colorado Department of Public Health and Environment
Autism Society of Colorado

Boulder County Public Health

Chaffee County Public Health Department

Colorado Department of Public Health and Environment
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FY2011-2015 MCH NEEDS ASSESSMENT PROCESS
DE-BRIEF QUESTIONS

Objective Questions:

1. Inthinking about the MCH Needs Assessment (NA) process for 2011-2015 and your role as a
steering committee member, what do you remember?

2. What caught your attention most about the process?
Reflective Questions:

3. What about the process was really clear and what was most confusing? What was the most:
exciting? boring? anxiety-producing?

4. What was easy? What was difficult?

5. What seems the most critical? What are you the most doubtful about?
Interpretative Questions:

6. What is the importance of this process? What difference will it make?

7. What (if any) insights are beginning to emerge?

8. Was this process beneficial to you personally in your job? Why or why not?

9. What other things do we need to consider and/or what questions did this raise for you?

10. What kinds of changes will we need to make? What kind of decisions do we need to make?
What values are we holding here?

Decisional Questions:

11. When we do this again, what parts of the process would we retain? What would we change?
Consider the following:

e Structure — Conceptual Framework & Guiding Principles; Steering and Advisory
Committees, Expert Panels.

o Logistics — Meeting schedules, timelines, length of entire process.

o Data collection processes: Health Status Report, Stakeholder survey, Capacity
assessment process.

e Final Prioritization Process

e Communication/Collaboration

12. What have you learned? What do you see as the next steps?

Colorado Department of Public Health and Environment
Colorado MCH Needs Assessment FY 2011-2015



Colorado MCH Needs Assessment FY 2011-2015 | Appendix G

ISSUE PAPER TEMPLATE

Colorado 2010 MCH Needs Assessment

Prioritization Template
(Please limit your response to 2-3 pages)

Issue under consideration

Provide data to support the need to address the issue (severity or numbers of the
MCH population affected). Include health equity data, if available.

Describe effective interventions / strategies to address the issue.

Describe the MCH public health role in implementing these interventions/strategies.

Describe the state and local capacity within MCH that exists to implement these
interventions / strategies (capacity is broadly defined to include financial, human, and material
resources; policies and protocols; technological resources enabling information management and data
analysis; knowledge, skills, and abilities of Title V staff and/or other individuals/agencies accessible to the
Title V program; partnerships, communication channels, and other types of collaborations with public and
private entities)

Describe how MCH can impact this issue (Is it within the MCH sphere of influence?)

What population-based measures could be used to demonstrate the MCH impact on
the issue?

When facing competing priorities, why do you consider addressing this issue to be a
good use of MCH resources?

Additional comments

1 Colorado Department of Public Health and Environment
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PRIORITY SETTING GRID

Potential Priority #1: Prevent obesity among the early childhood population

DECISION: Keep as a potential priority.

STATE CAPACITY SCORE: 2.8 (Some to Adequate) Structural Resources = 2.0
Data Information Systems = 2.5
Competencies/Skills = 3.2
Organizational Relationships = 3.0

GRID:
[
Feasibility
Impact
Priorities Survey
Proportion (Frequency) Rank (Frequency)
. Priority 1 Priority 2 Priority 3 L
Obesity (n=163) (n=162) (n=160) All Priorities
All respondents 35.0% (57) | 17.9% (29) | 13.1% (21) One (107)
Local agencies 34.8% (32) | 19.8% (18) 10.1% (9) One (59)
Capacity Survey
Potential Priority & Current Capacity
Capacity Factors Proportion (Frequency)
Well Most Frequent
None (1) Some (2) Adequate (3) Established (4) Response
Obesity
Structural Resources 29.2% (7) 37.5% (9) 25.0% (6) 8.3% (2) Some
Data/Information Systems 8.3% (2) | 45.8% (11) 45.8% (11) 0.0% (0) Some/Adequate
Competencies/Skills 8.3% (2) 33.3% (8) 45.8% (11) 12.5% (3) Adequate
Organizational Relationships | 0.0% (0) 25.0% (6) 50.0% (12) 25.0% (6) Adequate

DISCUSSION NOTES:

Increasing prevalence of obesity is obvious. There are best practices on obesity practices in child care.
This is an issue that is “upstream.” For this issue, Breastfeeding is a potential outcome. Strategies for this
issue can also apply to other issues. There is a role for both programs and policy.

1 Colorado Department of Public Health and Environment
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2011-2015 Colorado MCH Priorities with State and National Performance Measures

The following nine (9) issues have been identified as priorities for the Maternal and Child Health Block grant for the following target
populations: early childhood (birth-8 years), including children with special health care needs; children and youth (9-21 years), including
children and youth with special health care needs; and women of reproductive age (15-44 years).

Colorado MCH Priorities State Performance Measures National Performance Measures

SPM 1: Percentage of sexually active women and men
ages 18-44 using an effective method of birth control to

1. Promote preconception health among prevent pregnancy. (BRFSS)

women and men of reproductive age

with a focus on intended pregnancy and SPM 2: Percentage of live births to mothers who were

healthy weight. overweight or obese based on BMI before pregnancy.

(Birth certificate)

SPM 3: Percent of mothers reporting that a doctor,
2. Improve screening, referral and nurse, or other health care worker talked with them about | _
support for perinatal depression. what to do if they felt depressed during pregnancy or

after delivery. (PRAMS)

SPM 4: Percent of parents asked by a health care

provider to fill out a questionnaire about development,
communication, or social behavior of their child ages 1
through 5. (Child Health Survey - CH169) = NPM 12 - Percent of newborns who have been
screened for hearing before hospital discharge.

3. Improve developmental and social
emotional screening and referral rates

for all children ages birth to 5. SPM 5: Percentage of Early Intervention Colorado

referrals coming from targeted screening sources. (Early
Intervention Colorado)

= NPM 11 — The percent of mothers who

4. Prevent obesity amona all children SPM 6: Percentage of live births where mothers gained breastfeed their infants at 6 months of age.
a. es birth to 5 y 9 an appropriate amount of weight during pregnancy = NPM 14 — Percent of children, ages 2 to 5 years,
9 ' according to pre-pregnancy BMI. (Birth certificate) receiving WIC services that have a BMI at or

above the 85" percentile.

SPM 7: Percent of parents reporting that their child (age
1 through 5) first went to the dentist by 12 months of age | =
(Child Health Survey - CH63a)

5. Prevent development of dental caries
in all children ages birth to 5.

Colorado Department of Public Health and Environment
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The following nine (9) issues have been identified as priorities for the Maternal and Child Health Block grant for the following target
populations: early childhood (birth-8 years), including children with special health care needs; children and youth (9-21 years), including

children and youth with special health care needs; and women of reproductive age (15-44 years).

Colorado MCH Priorities

State Performance Measures

National Performance Measures

6. Reduce barriers to a medical home
approach by facilitating collaboration
between systems and families.

NPM 3 — The percent of children with special
health care needs age 0 to 18 who receive
coordinated, ongoing, comprehensive care within
a medical home. (National CSHCN Survey)
National Outcome #2 — All Children will receive
comprehensive, coordinated care within a
medical home.

7. Improve sexual health among all
youth ages 15 -19.

SPM 8: Percentage of sexually active high school
students using an effective method of birth control to
prevent pregnancy (YRBS).

NPM 8 — The rate of birth (per 1,000) for
teenagers aged 15 through 17 years.

8. Improve motor vehicle safety among
all youth ages 15 - 19.

SPM 9: Motor vehicle death rate for teens ages 15-19
yrs old.

9. Build a system of coordinated and
integrated services, opportunities and
supports for all youth ages 9-24.

SPM 10: The percentage of group members that invest
the right amount of time in the collaborative effort to build
a youth system of services & supports. (Wilder
Collaborative Factor Inventory)

NPM 6 — The percentage of youth with special
health care needs who received the services
necessary to make transitions to all aspects of
adult life, including adult health care, work, and
independence. (National CSHCN Survey)
NPM 8 — The rate of birth (per 1,000) for
teenagers aged 15-17 years.

NPM 16 — The rate (per 100,000) of suicide
deaths among youths 15-19.

Colorado Department of Public Health and Environment
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	The overall goal of the process focused on identifying a set of specific priorities that could be acted upon at some depth so that results, even preliminary ones, would be achievable and evident in five years.  Strategies employed to achieve results were to be evidence-based/ promising practices or interventions grounded in sound public health theory or research and consistent with the mission and scope of Colorado’s MCH program. A clear MCH public health role needed to exist for an issue to be considered as a potential priority. The process focused on meaningfully involving multiple state and community stakeholders/partners to enhance collaboration, while looking for opportunities to coordinate and integrate MCH efforts externally and internally across the MCH continuum. To this end, the needs assessment has served as a catalyst, fostering an integration of work activities across all MCH-related programs at the CDPHE.
	The MCH Needs Assessment Steering Committee with the leadership of the MCH Director established the overall strategic direction and methodology for the needs assessment while providing the ongoing project management and oversight for the process. The process focused on identifying a set of specific priorities that could be acted upon at some depth so that results, even preliminary ones, would be achievable and evident in five years.  Strategies employed to achieve results were to be evidence-based/ promising practices or interventions grounded in sound public health theory or research and consistent with the mission and scope of Colorado’s MCH program.  A clear MCH public health role needed to exist for an issue to be considered as a potential priority. The process involved multiple state and community stakeholders/partners to enhance collaboration, and looked for opportunities to coordinate and integrate MCH efforts across the MCH continuum. The needs assessment served as a catalyst, fostering an integration of work activities across all MCH-related programs in CDPHE. Colorado employed a strategic planning process to examine how these new priority areas could be incorporated into the existing MCH scope of work.  
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