Colorado Maternal and Child Health (MCH) Program

Summary of FY11 Local Health Agency Prenatal, Child/Adolescent and Children with Special Health Care Needs Objectives

Please note:  This information was compiled by MCH staff at CDPHE in an effort to summarize and share the focus areas and objectives that local health agencies are addressing in their FY 11 MCH Plan.  Each MCH Local Health Agency Plan is comprehensive in nature. Hence, for ease of use, only bulleted information is included here. 

	COUNTY
	PRENATAL
	CHILD AND ADOLESCENT
	CHILDREN WITH SPECIAL HEALTH CARE NEEDS

	Boulder

Primary Contact

Don Horton

dhorton@bouldercounty.org
303-678-6167


	· Increase interventions to enhance timing of pregnancies among key populations 

· Reduce proportion of subsequent pregnancies within the next two years among Genesis clients 

· Genesis program outreach to reduce teen pregnancies among siblings of teen parents
	· Child health promotion via health and safety assessments in child care sites using education,  inspection and follow up

· Child Health Liaison training 
	· Early outreach and ID of infants (and children) w/ DD ( target #’s revised). Add clarification to roles and referral process w/ community partners

· Partner w/Child Find nurses to enhance medical home

· Family Leaders w/ Exceptional Families provide perspective and promote medical home approach

· Added in 2010 – HCP will develop and implement a data management system capable of reporting on objectives
· Added in 2010 – 50% of referred breastfed infants discharged from Longmont Hospital NICU will receive consultation w/in 1 wk of discharge
· Deleted outreach to providers

	Broomfield

Primary Contact

Faith Eggleston

feggleston@broomfield.org
720-887-2212

	· Assess and educate pregnant women in pregnancy consultation program
	· With partners, implement best practice teen pregnancy prevention activities in Latina population

· Strengthen partnerships with other similar groups to impact teen pregnancy
	· Develop a web page directory for CSHCN

· Systems of care for families of CSHCN will be addressed and a plan developed to improve gaps in partnership with multiple partners

	Delta

Primary Contact
Pat Sullivan

psullivn@deltacounty.com
970-874-2183
	· Train prenatal providers on appropriate weight gain and smoking cessation using the Healthy Baby Campaign and the Baby and Me Tobacco Free program.

· Implement the Baby and Me and Tobacco Free program at the DCHD.
	· Complete a written assessment of the target population to determine, knowledge, attitudes, beliefs and current practices regarding Colorado’s Graduated Driver’s License law.
	· Provide care coordination services. Add  neurology clinics in 2011 to reduce unmet need

· Improve referral process with key partners

	Denver

Primary Contacts
Judy Shlay

jshlay@dhha.org
303-602-3714
Marti Potter

marti.potter@dhha.org
720-956-2057

Molly Benkert

mbenkert@dhha.org
720-956-2150
	Sexual health

· Implement a community-based bilingual preconception program in five community centers located in areas of moderate or high-risk for adverse birth outcomes.

· 4800 students will receive services from a Health Educator in a SBHC in an effort to increase contraceptive use.
	· Obesity prevention – Implement Safe Routes to School in nine DPS elementary schools.
· Health insurance –Maintain the percent of School-Based Health Center users without health insurance at 45% as measured by registration data.

· Dental health – Increase by 5% the proportion of second grade students who receive dental sealant services compared to the number of enrolled/eligible students at each school that Denver Health visits by September 30, 2011.
Injury prevention

· Conduct a needs assessment to understand the burden of and trends in preventable injuries and death among Denver County children aged 10-14 and 15 – 19.

· Develop a work plan to implement a program to reduce preventable injuries and death among Denver County children aged 10–14 and 15-19.
	· Receive 50 new referrals (each year) and complete HCP Intake Interview to ID high-priority unmet needs

· 75% of CSHCN will have a reduction of high-priority needs from pre-care coordination to post-care coordination

· Develop and initiate a quality improvement plan to ID processes to ensure effective care coordination

· Reduce local systems barriers by collaborating with partners to strengthen medical home approach by:

(a) promoting community systems that are culturally diverse and 

(b) designing a community outreach tool, in collaboration with the state, to measure effectiveness of collaboration effort(s) and effective use of staff time

	El Paso

Primary Contact

Jonni Hulse

jonnihulse@epchealth.org
719-578-3226
	· Use FICMR Process to identify key factors influencing child death

· Develop and implement up to  six intervention strategies using FICMR

· Update and implement program outreach plan for families experiencing a loss

· Increase FICMR staff knowledge of best practice 
	· Train and assess knowledge of childcare providers about health and safety practices and standards

· Integrate health and safety into child care standards practices and policies into childcare settings

· Increase knowledge of child health best practices among providers
	· Maintain capacity of services for Level 1, 2 and 3 and TBI clients assisting families with a medical home approach. This includes updating a triage tool to identify those children with the highest level of health care needs based on current capacity

· Maintain community partnerships participating in collaborative efforts to improve systems of care for CSHCN and to increase awareness of medical home approach

· Increase skills in all HCP staff in both counties

	Jefferson

Primary Contact

Norma Tubman

ntubman@jeffco.us
303-271-5722


	· Increase early access to care for Medicaid eligible women

· Lead efforts to assure a sustainable network of medical assistance sites for enrollment in to CHP+ and Medicaid
	· Increase number of children enrolled in CHP+ and Medicaid

· Lead efforts to assure a sustainable network of medical assistance sites for enrollment in to CHP+ and Medicaid
	· Increase the % of CSHCN who have a medical home; this includes triage of all referrals including CRCSN to determine need for care coordination

· Increase collaboration with community partners and ID HCP’s role in developing community systems including medical home 

· Increase access to care through enrollment in and appropriate use of continuous health insurance

· Participate in skill building trainings

	Larimer

Primary Contact

Averil “Avie” Strand

astrand@larimer.org
970-498-6760
	· Increase the proportion of women receiving first trimester care

· Maintain support services to assure clients receive timely appointments 

· Maintain or improve the low birth weight rate among women enrolled in county Maternity Services      
	· Improve vaccination rates

· Improve the vaccination rates of providers who do vaccinations in Larimer County

· Promote the need for and information about the safety of immunizations to parents, child advocates and the community

· Increase the number of child care nurse consultants using CIIS
	· 413-500 families with CSHCN will receive Level 1, 2 and 3 care coordination (CC) services using a medical home approach; this includes offering CC to medical home providers, evaluating CRCSN follow up to determine any needed changes and writing quarterly Larimer Loop newsletter (with CCB)

· HCP team will improve access to resources by collaborating with community partners to assess barriers so families can find and use services easily

· 100% of HCP staff will improve their knowledge of individual discipline skills (nutrition, social work, nursing)

· Maintain access for CSHCN to pediatric neurology specialty clinics and assure coordination with primary health care w/in a medical home approach; this includes immunizations at specialty clinics

	Las Animas – Huerfano

Primary Contact

Cathy Montera

cmontera@la-h-health.org
719-846-2213 x17


	· 
	· Increase the knowledge of Las Animas and Huerfano Counties Head Start staff regarding early childhood healthy nutrition and physical activity. 
· Survey Early Headstart parents of 2-4 year olds to determine healthy nutrition and physical activity knowledge, attitudes and beliefs. Also to survey how best to communicate and engage parents with communication tools and possible family educational outreach activities.
	· 30% of children for whom contact was successful will complete HCP Intake Interview to ID high priority unmet needs

· 40% of CSHCN receiving Level 2 and 3 care coordination will demonstrate a reduction of their unmet needs at time of discharge or after 6 months of care coordination

· Reduce local systems barriers by collaborating with community partners to ID available resources and create a resource guide for CSHCN

	Mesa

Primary Contacts
Tami Roberts

tami.roberts@mesacounty.us
970-248-4101

Colleen Roahrig
colleen.roahrig@mesacounty.us
970-248-6944
	· 
	Injury prevention

· Educate parents about GDL laws 

· MCHD will offer twelve fit stations (one per month) during each year.
· MCHD will provide education and community resources around child passenger safety to parents of children under 13 years of age

· Maintain Child Fatality Review Committee

· MCHD staff will conduct research to increase their knowledge of causes for child and adolescent hospitalization rates related to transportation.

Sexual health

· Conduct a needs assessment about teen fertility among Latina teens ages 12 – 18;

· Conduct a needs assessment about adolescent STIs and create a plan to address the need;

· Increase percentage of teens in public schools receiving science-based curricula (unintended pregnancy)

· Maintain the Adolescent Sexual Health Coalition

· Provide information and suggestions to MCHD staff related to proposed sexual health activities, interventions, and strategies.    
	· 30% of children for whom contact was successful will complete HCP Intake Interview to ID high-priority unmet needs

· 30% of CSHCN receiving Level 2 and 3 care coordination will demonstrate a reduction of their unmet needs at time of discharge or after 6 months of care coordination

· Systems-building efforts will include: 

·  Developing a NICU parent support group

·  Discussing with partners low rate of evaluation completions for children referred to EI services, ID the causes, what strategies could raise completions and what resources are needed 

· (c) Offer family scholarships for participation to conference on children with social, emotional and behavioral needs 

	NECHD

Primary Contacts

Michelle Pemberton

michellep@nchd.org
970-522-3741 x1239

Sherri Yahn

sherriy@nchd.org
970-522-3741 x1242
	· 
	· Assess and then increase collaboration and coordination among vehicle occupant protection stakeholders in Morgan County

· Create a three year strategic plan to address child passenger safety for NE Coalition
	· Maintain specialty clinics. Provide improved coordination with primary health care w/in a medical home approach

· Increase care coordination services for CSHCN by 5% for Level 1, 2 and 3 along with community infrastructure and systems building through a medical home approach

· Collaborate w/ partners to assess barriers for CSHCN families and ID ways to improve services for families  

	Otero

Primary Contact

Kevin Harsh

kharsh@oterogov.org
719-383-3047
	· 
	· Complete a needs assessment of local teens and teen parents in La Junta to:

1. Identify their understanding of teen pregnancy, repeat pregnancies and strategies to reduce teen pregnancy and repeat teen pregnancies.

2. Provide feedback and direction on the development of a School Based Health Center in the La Junta School District.
	· Maintain care coordination

· 30% of children for whom contact was successful will complete HCP Intake Interview to ID high-priority unmet needs

· CRCSN notifications of those contacted will have a complete HCP Intake Interview

· Reduce system barriers by collaboration with key partners to implement the ABCD project to increase use of standardized screening tools and referrals

· Provide pediatric specialty care in collaboration with primary care by facilitating communication between them, ensuring a medical home

	Pueblo

Primary Contacts

Sarah Ruybalid

sarah.ruybalid@co.pueblo.co.us
719-583-4351
Marti Borden

marti.borden@co.pueblo.co.us
719-583-4431
	· Provide leadership to a coalition to agree upon a common message and a plan to impact teen and unintended pregnancy
	· Increase teen and parent knowledge of GDL, safe driving behaviors & parental role for safer teen driving 

· See Prenatal Objective also 
	· HCP and community partners will increase awareness of each other’s shared problems, goals and activities and resources and partner data and outcomes related to systems of care for CSHCN

· Maintain specialty clinics 

· Coordinate access to pediatric medical specialty care for Pueblo and surrounding areas including out-of- county CSHCN

	San Juan Basin HD

Primary Contact

Jennifer Harrison

jenny@sjbhd.org
970-247-5702 x226
	· Expand PE enrollment by making applications available

· Offer Title X services in one SBHC 
	· Offer comprehensive on site immunizations via SBHC

· Complete an pre-planning application for a SBHC
	· Maintain specialty clinics

· Raise knowledge and awareness of transition

· Maintain 100 children receiving Level 1, 159 children receiving Level 2, and 2 children receiving Level 3 care coordination and referrals to assist in facilitation of medical home

· Provide training for physicians on ASD or medical home, and provide training and a support group for families on seizure disorders. This will include a survey to families to evaluate their satisfaction and determine what needs to be changed

· Staff skill building

	Tri-County

Primary Contacts

Jeanne North

jnorth@tchd.org
303-846-6248

Lynn Trefren

ltrefren@tchd.org
303-363-3042


	· Increase access first trimester care among uninsured, Medicaid and CHP+ eligible women 

· To convene and participate in a community collaborative (CC) to increase the awareness of this health disparity and develop an action plan to improve birth outcomes in the target population.
	· Increase the proportion of children enrolled in health insurance 

· With partners, decrease barriers to enrollment in public funded insurance programs

· Increase documentation of immunization rates for children birth to four in licensed child care

· Work with early childhood councils on school readiness 
	· One Adams County school district will offer transition information, including a transition packet for youth 14-21

· Increase awareness about transition in schools

· Support family leaders and partner with them to improve systems for CSHCN and partner in decision making. Increase outreach to Spanish-speaking families 

· Identify strategies to contact primary care practices to discuss family leadership in their practices to facilitate the medical home approach 

· Use a medical home approach and maintain care coordination

· Continue to provide health care consultation to community health partners to promote continuity of care, ID gaps in services, and prevent duplication of services w/in a medical home approach

· Inform providers of care coordination services

· Maintain funding for skills training, including awareness of cultural diversity and health disparities among minority populations

· Evaluate need and promote access to health insurance and services for CSHCN including partners EI, LICC, ECC, ABCD

· Increase collaboration to ID gaps and solutions to improve access to mental health services

	Weld County

Primary Contact

Debbie Drew

ddrew@co.weld.co.us
970-304-6416
	· With partners, support the Healthy Baby Initiative

· Offer prenatal nutrition education classes and evaluate these efforts
	· Expand programming related to teen motor vehicle safety

· Increase knowledge about teen driver safety among youth by providing school based programming 

· Provide education to parents of teens regarding GDL and other
	· Maintain care coordination for ~300 children and families receiving Level 1 services, 60 children receiving Level 2 services, assist with the facilitation of a medical home approach

· Collaborate with community partners for easy-to-use services while promoting the medical home approach.  This will be measured by outreach to targeted agencies and referrals to HCP

· Staff will increase knowledge and skills related to care coordination and systems building 

	South Central 

Primary Contact

Sue Foster

suefoster@qwestoffice.net
719-480-3155
	· 
	· 
	· Maintain specialty clinics

· 30% of children and youth who are referred to HCP Specialty Clinics will complete HCP Intake Interview and will demonstrate a reduction of their unmet needs at time of discharge or after 6 months of care coordination

· EI transdisiplinary team will operate consistently under group guidelines and participate in problem solving. HCP staff will provide care coordination for all children enrolled in transdisiplinary team services as needed

· The Regional Office will reduce transition barriers for youth 14-21 years of age

· Evaluate Alamosa County’s infrastructure with new single HCP contract

	Northwest

Primary Contact

Beth Watson

ewatson@nwcovna.org
970-879-1632X7619
	· 
	· 
	· 50% of CSHCN in Routt and Moffat counties will demonstrate a reduction of their high-priority needs ID by the HCP Care Coordination Assessment after a minimum of 6 months of care or at discharge

· Address prevention of childhood obesity resulting in Type II diabetes in Hispanic school children in Craig

· Increase Steamboat High School students’ access to teen suicide prevention curriculum

· Increase early ID of eye and vision concerns in 6-12 month old infants in Routt and Moffat counties

· Increase ease of use of navigating systems for Hayden families and bring the family perspective to community systems

· Increase respite hours received by families in Grand County
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