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Domestic Violence
Domestic violence affects families from all racial, ethnic, educational 
and socioeconomic backgrounds.  It can encompass various types of 
abuse, including physical assault and psychological or emotional abuse 
and is usually used as a method of maintaining control or power over 
a victim.1  Domestic violence is not incident-based, but rather is a 
pattern of ongoing victimization and coercive control.  Although both 
men and women can be victims of domestic violence, women typically 
experience more incidents of domestic abuse than men throughout the 
course of a lifetime.2  Nationally, nearly one in four women experiences 
violence perpetrated by a current or former spouse or boyfriend.3

Child Development and Domestic Violence
In the first few years of life, the brain is developing at a faster rate than at any other point in a human being’s lifetime.  In fact, 
research shows that 80 percent of brain development occurs before age three.6  During this time period, young children’s brains 
are building billions of cells and creating new connections that can affect their actions and reactions for the rest of their life.  The 
relationships children develop during these early years build the foundation for their social and emotional well-being later in life 
and can affect the likelihood that they will grow into trusting, confident adults.  Children who develop a secure attachment with a 
consistent caregiver during their formative years are more likely to have positive relationships with peers throughout their lives.  
When a partner is perpetrating domestic violence in the home, it can undermine the connection between mother and child with 
fear and insecurity. 7  
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Even when children are not the direct targets of violence in the home, they often become indirect victims of abuse by witnessing 
episodes of domestic violence and are sometimes injured or killed when they intervene in physically abusive acts in an effort 
to protect the abused parent.4  Family violence can have disastrous implications for a mother’s mental health, as well as a child’s 
development and long-term well-being.  Since domestic violence is often intergenerational in nature, witnessing domestic abuse 
may cause children to internalize abusive behaviors and negative attitudes.5  Programs that comprehensively address domestic 
violence through advocacy, counseling, education, and prevention are essential resources for victims of family violence. 

One of the most basic developmental building blocks for a child 
is his or her perception of the family as a safe and nurturing 
environment.  Witnessing abuse within the family can severely 
jeopardize the completion of this developmental step.  A child’s 
early years are a crucial time for developing healthy perceptions 
about appropriate family structures, and children exposed to 
domestic violence can develop unhealthy beliefs surrounding 
gender roles.  For example, research shows that children who 
repeatedly witness violence inflicted upon their mother may  
begin to believe that abuse of females is acceptable.8 
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Consequences for Maternal Health and Well-Being
Those who choose to abuse the mother of their child, do so at great cost to the mother and the child.   Victims of domestic 
violence incur serious costs to their health, safety and well-being.  Domestic abuse victims often experience adverse physical 
health consequences, such as broken bones, headaches and a variety of conditions brought on by chronic stress.13  In addition, 
the psychological ramifications of domestic violence can be extremely damaging to maternal mental health.   Psychological 
consequences of domestic abuse include depression, sleep disturbances, suicidal behavior and emotional detachment.14 

In addition to concerns about physical safety or mental well-being, a battered mother may worry about how to provide 
financially for her child should she leave a violent relationship.  It is not uncommon for a woman to be under the financial 
control of her abuser. For women who leave abusive relationships, a decline in standard of living is often an unavoidable reality.  
Leaving a violent family situation may require a mother and child to change homes, neighborhoods and schools, resulting in 
the disruption of a child’s friendships and peer networks.15  Furthermore, the more severe, recent or persistent the abuse 
experienced by a woman, the more likely she is to experience homelessness, to be on welfare and to have lower wages and 
lower economic well-being.16

Domestic Violence in Colorado
Each year, domestic violence affects 
thousands of families across Colorado.  
In 2009, the Colorado Bureau of 
Investigation received nearly 13,000 
reports of domestic violence incidents 
from victims.  Even more troubling is 
the connection between domestic 
abuse and child fatalities.  Between 
2000 and 2006, 19 Colorado children 
were killed during a domestic violence-
related incident.17,18  The Colorado 
Department of Human Services 2007 
Child Maltreatment Fatality Report, 
which reviews child fatalities in 
families involved with Child Protective 
Services, found that 70 percent of the 
families involved in the review had a 
history of domestic violence.19   

Exposure to Violence in the Home
 
Research has demonstrated that children who are exposed to fear and insecurity in the form of domestic violence often 
experience a variety of negative emotional responses, including anxiety, fear, depression, low self-esteem and aggressive behavior.9  
Children who experience particularly distressing episodes of domestic violence may develop more serious conditions, such 
as posttraumatic stress disorder (PTSD).  Children with PTSD often exhibit symptoms such as intense fear or sadness, 
repeating behavior associated with the trauma, difficulty concentrating or falling asleep and becoming overly emotional or 
irritable.10  These symptoms can last for years and may affect the child’s overall development and well-being, as they interfere 
with school attendance and performance.  Additional long-term effects of early exposure to domestic violence include an 
increased likelihood of engaging in violence and criminal behavior.11  

In addition to its implications for a child’s mental and emotional well-being, the cumulative effect of repeated episodes of 
family violence can have an equally negative impact on his or her physical health.  Research shows that children who have 
been abused or exposed to domestic violence are significantly more likely than their peers to be diagnosed with asthma or a 
gastrointestinal problem.  Studies suggest that these health problems are most likely an effect of the chronic stress experienced 
by children exposed to violence in the home.12
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Colorado has made commendable strides toward addressing this daunting problem.  In 2009, the Colorado Department of Human 
Service’s Domestic Violence Program provided funding to 47 domestic violence crisis centers throughout the state.  These 
crisis centers serve as a crucially important lifeline for victims of domestic abuse, offering confidential services 24 hours a day, 
seven days a week.  In 2009, crisis centers funded by the Domestic Violence Program in Colorado answered 75,962 emergency 
crisis phone calls – a 62 percent increase over 2008.20  While the services these centers provide to victims are invaluable, an 
increase in domestic violence incidents, coupled with a decrease in funding in recent years has hindered their ability to meet 
the needs of everyone seeking services.  In 2009, Colorado’s domestic violence crisis centers were forced to turn away 10,270 
individuals due to lack of capacity.21  This number has been on the rise every year since 2005. 

Domestic Violence: Best Practices
Domestic Violence Education and Advocacy Programs

 

Interventions that Preserve the Mother-Child Bond

Parent Supports
Establishing a safe, stable home environment during a child’s early years is essential to ensuring that he or she grows up with 
healthy attitudes toward relationships with peers and family members.  Unfortunately, these formative years mark the time 
when a child is most likely to witness an episode of domestic violence.  One study found that children under age five are 
more likely to live in a home where domestic violence occurs than children in any other age group.24  Parent supports like the 
Colorado Nurse Home Visitor Program, in which nurses work with low-income first time mothers in their homes to provide 
guidance on roles, risks and parenting skills until their child’s second birthday, can be important tools to help identify or prevent 
exposure to domestic violence during these crucial formative years.

Quality Child Care
Ensuring access to affordable, quality child care for mothers who are victims of domestic violence can provide respite time 
for a mother and serve as a consistent source of social and emotional support for a child.  Research shows that high-quality 
care may buffer children from family risk factors and that high-quality preschool has clear positive effects on at-risk children.25 

Increasing community capacity for quality child care and supporting programs that help families find and access child care are 
other thoughtful strategies for assisting mothers and children affected by domestic violence. 

Efforts to Address Domestic Violence through the Judicial System
Providing training and education for judges and judicial officers on how to handle cases involving domestic violence is an 
important strategy for protecting victims from further abuse.  The National Judicial Institute on Domestic Violence offers 
three-day workshops that aim to help judges and judicial officers better understand the complexity of cases involving domestic 
violence.26   Participants in the workshop learn how to assess the dangerousness of perpetrators of domestic violence, draft 
orders of protection and assess the impact domestic violence has on cases involving custody or visitation.27  Additionally, 
several states around the nation have developed specialized domestic violence courts that aim to simplify the criminal justice 
process for victims of domestic violence.  Benefits of domestic violence courts include the use of court-mandated alcohol and 
drug treatment plans for offenders, when appropriate, mandatory participation in domestic violence treatment programs and 
increased familiarity with the complexities involved in domestic abuse cases, since many of the courts are presided over by a 
single judge.28  Increasing judicial awareness of domestic violence and its repercussions is a key strategy for improving outcomes 
of cases involving domestic violence.

Domestic violence programs are an important tool for abused parents attempting to navigate various systems and access resources 
to meet their needs.   Many of these programs provide financial literacy and empowerment services, as well as transitional housing.  
In addition, they offer support groups, counseling and therapy for adults and children affected by domestic violence.  Colorado’s 
Address Confidentiality Program, which helps survivors of domestic violence keep their addresses confidential from their former 
abusers after they have relocated, is recognized as a national model for domestic violence programs.22

While simply removing a child from a home where domestic violence is occurring may seem like a logical intervention, taking 
a child out of a domestic violence situation is not sufficient to ensure their safety and well-being.  In fact, experts caution that 
removing a child from a home where domestic violence has occurred is often more traumatic for the child than the violence 
itself and should not be viewed as the preferred solution to the problem in every case.  Research suggests that one of the key 
mitigating factors in whether or not a child will experience lasting negative effects from exposure to violence is a strong 
relationship with a positive adult role model.23  When feasible, interventions that address the source of the violence, while 
keeping intact the child’s bond with the non-abusive parent and primary attachment figure, are preferable to removing the child 
from the home altogether.  
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Maternal Depression 
Pregnancy and childbirth can be sources of excitement and joy for 
many new parents, but for some women, the hormonal fluctuations 
and lifestyle changes associated with pregnancy and being a new 
mother can feel overwhelming.  Although up to 85 percent of mothers 
may experience mood changes (sometimes referred to as the “baby 
blues”) for a short period of time after giving birth due to changes 
in hormone levels, for some women, troubling symptoms may 
persist for months, warranting a more serious diagnosis of depression.1,2   
In the 12 months following childbirth, women are 50 percent more 
likely to experience an episode of major depression.3  Furthermore, 
between seven and 12 percent of expectant mothers experience 
depression at some point during their pregnancy.4  Depression not 
only interferes significantly with a mother’s mental, physical and 
emotional well-being, it can have a number of detrimental effects on 
children’s healthy development as well.  Efforts to identify and treat 
maternal depression in its early stages are critical to ensuring the 
long-term health and safety of Colorado’s mothers and their children.

Defining Maternal Depression
The term maternal depression encompasses a broad spectrum of 
conditions, ranging from prenatal depression to postpartum depression 
or psychosis.  Maternal depression can vary widely in intensity, and 
symptoms may appear at any time during pregnancy or up to a year 
after giving birth.  When symptoms intensify or persist for more than 
one month after childbirth, a woman may be diagnosed with postpartum 
depression.  Affecting approximately 10 percent of child-bearing women, 
postpartum depression is often characterized by a sad or depressed 
mood, agitation, irritability, overwhelming anxiety, negative thoughts 
toward the baby and fatigue, among other symptoms.5    
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Risk Factors
A woman’s risk for developing maternal depression can depend on a number of factors, including previous depressive episodes 
or a family history of depression.  Other risk factors include the occurrence of stressful events such as a job loss or illness, 
the lack of a spouse, partner or supportive social network, financial stressors and substance abuse.8  Statistics also show that 
women under the age of 20 are particularly susceptible to developing postpartum depression.  Even women without these 
risk factors, however, can experience maternal depression as a result of common realities associated with being a new mother, 
including lack of sleep or hormonal changes.9  
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Consequences of Maternal Depression for Mother and Child
Early identification and treatment of maternal depression are crucially important to both maternal and child well-being.  
Not only does depression diminish a woman’s quality of life, but the effects of long-term exposure to maternal depression 
on children are well-documented and significant.  Research indicates that children whose mothers suffer from chronic 
depression are at risk for a variety of adverse long-term outcomes, including antisocial behavior, poor academic performance 
and chronic behavioral problems at home and at school.10,11 

Depression can have a major impact on a mother’s parenting skills and her ability to foster a secure mother-child bond.  
Studies show that mothers dealing with depression are less likely to engage in positive child safety and child development 
practices, such as using electric outlet covers and car seats and are more likely to employ harsh disciplinary methods with 
their children.12  Furthermore, the emotional unavailability that often goes hand-in-hand with depression may cause depressed 
mothers to limit their interactions with their children to those that are negative-based, like responding to crying, while 
failing to respond to opportunities for positive interaction.13  Because children are already developing important social and 
emotional skills at this early age, they may learn that negative interactions are the best way to attract attention from their 
caregivers, setting them up for behavioral problems later in life.

Research also suggests that infants with depressed moms may be less likely to engage in daily activities and may avoid interactions 
with their caregivers, which can have detrimental effects on their physical, emotional and language development.14  Even at 
age three, children of depressed mothers demonstrate poorer performance than children of non-depressed mothers on 
measures of school readiness, including verbal comprehension and language skills.15  These children also can have a more 
difficult time developing trust, relating to others and finding motivation to learn, all of which are basic skills needed to take 
advantage of early learning settings and programs.16 

Although mother-child interactions during the first few years of a child’s life are integral to healthy development, maternal 
depression may begin to impact a child’s development before he or she is even born.  Research suggests that mothers who 
experience high, constant levels of stress and anxiety early in their pregnancies are more likely to have children that exhibit 
behavioral problems including attention deficit disorder, hyperactivity, depression and aggression later in life, even after 
accounting for other influential factors like birthweight, parental education or smoking during pregnancy.17  These damaging 
effects can have long-term consequences for a child’s well-being, as research shows that older children who had mothers 
who were depressed during their early years of development faced increased likelihood of needing special education, being 
held back one or more grades and dropping out of school.18 

Maternal Depression in Colorado

A 2009 Colorado Department of Public Health 
and Environment report entitled Postpartum 
Depressive Symptoms among Colorado Women 
provides insight into risk factors and prevalence 
of postpartum depression among women in 
Colorado.  Utilizing data from the Pregnancy 
Risk Assessment Monitoring System (PRAMS), 
responses from 5,798 women between 2005-
2007 were analyzed to provide a comprehensive 
profile of maternal depression in Colorado.  
According to this report, nearly 10,000 Colorado 
women per year – more than one in 10 women 
giving birth – reported experiencing postpartum 
depressive symptoms.  

Significant differences were observed in the prevalence of postpartum depressive symptoms based on the mother’s race, 
ethnicity, age, educational attainment and income, among other factors.19  Young, minority and low-income mothers in Colorado 
were significantly more likely to report experiencing symptoms of postpartum depression, as were unmarried women and 
those with less than a high school education.
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Maternal Depression: Best Practices
Building Awareness

Unfortunately, stigma around mental health issues still exists and can be even greater for women who fear that speaking out 
about their condition may result in losing custody of their child.  Educating new and expectant mothers and their families about 
the signs and symptoms of maternal depression is key to creating awareness of the problem and reducing stigma.  Prenatal, 
perinatal and well-child checkups present strategic opportunities for health care providers to conduct screenings, referrals and 
follow-up assessments of new mothers and educate them about common warning signs associated with maternal depression.  
In addition to these clinical settings, early childhood programs, home visitation programs and offices that administer benefits 
through the Special Supplemental Nutrition Program for Women, Infants and Children (WIC) present additional opportunities to 
reach out to new mothers and their families with information about maternal depression and offer links to treatment resources 
in the community.

Encouraging the Use of Screening Tools

Although postpartum depression is one of the most common complications associated with pregnancy and childbirth, fewer 
than half of the cases in the United States are recognized.20  Efforts to improve health care providers’ understanding of the 
importance of screening for maternal depression at multiple points throughout pregnancy, as well as after childbirth, are 
essential to ensuring the condition is identified and treated in its early stages.  Integrating a short, validated screening tool, such 
as the two-question screener developed by the U.S. Preventive Services Task Force, into routine prenatal, postpartum or 
well-child visits is a simple, effective practice that can assist health care providers in detecting maternal depression.21  To achieve 
this, primary health care providers must first be educated and trained about the prevalence and symptoms of maternal depression.  

Prioritizing At-Risk Populations

Although depression affects women from all racial, ethnic and 
socioeconomic backgrounds, some women are more likely to 
develop postpartum depression than others.  Since young, low-
income and minority women represent particularly high-risk 
populations, programs to screen and treat these groups are of 
particular importance.  Colorado’s Prenatal Plus Program, which 
targets Medicaid-eligible pregnant women and encourages healthy 
lifestyle choices during pregnancy, addresses maternal depression 
among high-risk women with a protocol that includes education  
and regular screening for maternal depression during pregnancy 
and up to 60 days after giving birth.  For women who indicate 
that they have experienced postpartum depressive symptoms, 
the program provides referrals to mental health treatment services 
and programs in the community.22  Programs like this are key 
to helping caseworkers and other providers recognize depression 
among high-risk groups and ensuring that women receive appropriate 
treatment that will benefit themselves and their children.
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Expanding Access to Treatment

Even when mothers are diagnosed with some form of maternal depression, many of them face significant obstacles in 
receiving treatment, such as financial limitations, lack of health insurance or a shortage of programs or services in their 
community that are designed to address maternal depression.  As a result, many mothers may feel like they are forced to 
cope with the challenges associated with depression on their own.  Seeking to address this problem, Mental Health America 
of Colorado offers a support group through its A Mother’s Wings program for mothers experiencing symptoms of depression 
free of charge.  Increasing the number of community supports like these can go a long way in ensuring mothers who are 
diagnosed but are unable to afford treatment can access resources to help them overcome their depression.  
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Healthy Pregnancies
A woman’s behaviors during pregnancy can have a significant influence 
on her baby’s healthy development.  Women who smoke or drink 
alcohol during pregnancy, go without prenatal care or suffer from 
poor nutrition are more likely to experience complications during 
pregnancy or childbirth, and their babies are at increased risk for 
developing a number of health problems.  Regular prenatal care presents 
a key opportunity to inform expectant mothers about healthy behaviors 
during pregnancy and recognize risk factors associated with the leading 
causes of infant mortality in the U.S. and Colorado.

Low Birthweight
The average weight for a newborn baby in the United States is about seven pounds.1  Approximately one in 12 U.S. babies, 
however, is born with low birthweight, classified as weighing less than five pounds, eight ounces at birth.2  The complications 
associated with low birthweight are numerous and can be severe.  According to the Centers for Disease Control, complications 
related to low birthweight are a leading cause of infant mortality in the United States.3  Low birthweight also puts newborn 
babies at increased risk for a variety of acute health complications after birth, including respiratory distress syndrome and heart 
problems.  Very low birthweight babies (those born weighing less than three pounds, four ounces) may suffer from long-term 
neurological and developmental disabilities.4  
 
The two primary reasons babies are born with low birthweight are premature 
birth (defined as a birth taking place before 37 full weeks of pregnancy) or a fetal 
growth restriction – a problem that occurs when a baby does not grow in the 
womb at a normal rate.5,6  A number of risk factors increase the likelihood that 
a woman will give birth to a low birthweight baby, including smoking, drinking 
or using illicit drugs during pregnancy, inadequate maternal weight gain during 
pregnancy or chronic maternal health problems such as high blood pressure or 
diabetes.7  Additionally, women giving birth to multiples are more likely to have a 
low birthweight baby than women with single-baby births.  Research shows that 
more than half of multiple birth babies are born with low birthweight, compared 
to six percent of single birth babies.8 

Research has uncovered a number of disparities in the prevalence of low-weight births among women from different racial, 
socioeconomic and educational backgrounds.  The low-weight birth rate among black women is particularly troubling, for a variety 
of reasons that researchers have yet to comprehend.  In 2009, the rate of low-weight births for black women in the U.S. was 
nearly twice as high as the rate for non-Hispanic white women.9  Low-income women, women under the age of 17 and women 
lacking education also face an increased risk of giving birth to a low birthweight baby.10  

Nationally, low birthweight babies represented 8.2 percent of all live births in 2008.11  In the same year, low birthweight babies 
represented 8.9 percent of all live births in Colorado, giving the state the 12th highest rate of low-weight births in the country.12   
Consistent with the national trend, the percentage of low birthweight babies among black women in Colorado is 
disproportionately high, with nearly 15 percent of all live births in 2008 resulting in low birthweight babies.13
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One factor that may contribute to the relatively high number of low-weight births in Colorado is altitude.  Research indicates 
that living at higher altitudes can increase the probability that a woman will give birth to a baby with low birthweight.  In fact, 
each 1,000 foot increase in altitude between 3,000 feet and 11,000 feet above sea level is associated with a decrease of about 
one ounce of weight at birth.14 

In addition to variations based on race and ethnicity, geographical differences in low-weight births also are observed throughout 
Colorado.  Between 2007 and 2009, only 30 percent of Colorado counties met the Healthy People 2020 target of 7.8 percent 
low-weight births or less.15,16

 

Source: Centers for Disease Control and Prevention, National Center for Health Statistics.

Source: Colorado Children’s Campaign. 2011 KIDS COUNT in Colorado!
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Alcohol Use Before and During Pregnancy 
Drinking alcohol during pregnancy can increase the risk of preterm delivery and stillbirths, hinder fetal growth and cause a 
number of fetal alcohol spectrum disorders (FASD), including fetal alcohol syndrome (FAS).17  Newborns affected by FASD 
exhibit abnormal facial features, small head size, shorter than average length, low body weight, vision and hearing problems and 
poor coordination.18  Later in life, a child may exhibit behavioral health problems associated with FASD, including hyperactive 
behavior, difficulty paying attention and poor reasoning or judgment skills.19  Children with fetal alcohol syndrome – the most 
severe condition on the FASD spectrum – may suffer from severe mental retardation, learning disabilities or heart, lung and 
kidney defects.20 

Because there is no safe amount of alcohol that can be consumed during pregnancy, early identification of potential alcohol use 
during pregnancy is essential to reducing a baby’s FASD risk.  Research suggests that a woman’s level of alcohol use level prior 
to becoming pregnant is a strong predictor of alcohol use during pregnancy.  The Centers for Disease Control and Prevention 
reports that many women of childbearing age who drink alcohol before becoming pregnant continue to drink during the early 
weeks of pregnancy because they do not realize that they are pregnant.  In fact, only about 40 percent of women realize that 
they are pregnant at four weeks of gestation, a critical period for organ development, and one in 20 women reports drinking 
excessively before finding out about her pregnancy. 21,22 

Experts agree that monitoring the consumption of alcoholic beverages among women of childbearing age is important in order 
to reduce the number of alcohol-exposed pregnancies and children born with FASD.23  According to the 2009 Behavioral Risk 
Factor Surveillance Survey, 10.6 percent of Colorado women ages 18-44 reported binge drinking (classified as having four or 
more drinks on any occasion) during the last 30 days.  More troubling is the fact that in 2009, 10.5 percent of Colorado women 
reported drinking alcohol during the last three months of their pregnancy.24  

Though it can be difficult to ascertain exactly how many children are affected by FASD, Colorado is one of four states that 
received funding from the Centers for Disease Control to establish a population-based fetal alcohol syndrome surveillance 
program.  According to the most recent data available, it is estimated that 0.3 cases of fetal alcohol syndrome occur for every 
1,000 live births in Colorado.25 

Smoking and Secondhand Smoke Exposure During Pregnancy 
It has been well-established that smoking and secondhand smoke exposure during pregnancy threaten the health of a mother 
and her unborn baby.26,27  Smoke from tobacco contains at least 250 toxic chemicals, including 50 that are known carcinogens, 
and tobacco use is the leading cause of preventable death in the United States and in Colorado.28  Women who smoke while 
pregnant face an increased risk of various pregnancy complications, including premature birth, giving birth to a baby with low 
birthweight and stillbirth.  Furthermore, babies born to mothers who smoke during pregnancy are more likely to have birth defects 
such as a cleft lip or palate and are up to three times more likely to die from Sudden Infant Death Syndrome (SIDS).29,30  

While it is imperative for women to abstain from smoking while they are pregnant in order to lessen the probability that these 
complications will occur, research also demonstrates the importance of not exposing a baby to cigarette smoke after he or 
she is born.  Studies have shown that babies exposed to secondhand smoke face a heightened risk of developing a number of 
respiratory problems, including asthma, pneumonia, ear infections and slow lung growth.31 

Data indicates that women from certain populations are more likely to smoke during pregnancy than their peers.  For example, 
women on Medicaid are three times more likely to smoke during their third trimester than women covered by private insurance.  
American Indian and non-Hispanic white women also report disproportionately high levels of smoking during pregnancy.32   
Utilizing screening tools and developing interventions targeted to these high-risk populations is particularly important in 
preventing birth defects among these groups.
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Promoting Healthy Behaviors During Pregnancy: Best Practices
Regular Prenatal Care

Timely, high-quality prenatal care throughout pregnancy is essential to making sure expectant mothers know how to take care 
of themselves and their babies.  Early and regular prenatal care has also been shown to reduce the incidence of low-weight 
births and pre-term deliveries.34  

During prenatal care visits, health care providers will perform regular checkups to monitor a baby’s growth, educate women on 
healthy behaviors during pregnancy and perform tests to detect any potential complications as early as possible.  The recommended 
frequency of prenatal care exams during pregnancy are:

•  Once per month for weeks four through 32;

•  Twice a month for weeks 32 through 36; and 

•  Once weekly for weeks 36 to birth. 

Women who are older than 35 or have been identified as 
having a high-risk pregnancy should see their health care 
provider more often.35  

Given its importance to the health of expectant mothers 
and their babies, ensuring that women access prenatal care 
early in their pregnancies is essential.  In 2009, however, 
only 77.7 percent of pregnant women in Colorado received 
early prenatal care – a slight increase over the previous 
year. 36  

According to the Colorado Department of Public Health 
and Environment, the most common barrier to receiving early 
prenatal care was a financial limitation or lack of health 
insurance.37  Adequate health coverage for pregnant women 
is essential to ensuring they do not go without the regular 
prenatal care that is vital to their health and the health of 
their babies.  Research shows that uninsured women are 
more likely than women with insurance to delay the initiation of 
prenatal care past the first trimester.38  Efforts to improve 
access to health coverage among pregnant women are central 
to making sure expectant mothers can obtain timely 
prenatal care.

In recent years, Colorado has fared better than average with respect to the percentage of pregnant women reported to have 
smoked during the last three months of their pregnancy.  According to the Pregnancy Risk Assessment Monitoring System, the 
number of women reporting no tobacco use during the last three months of their pregnancy has remained at or near 90 percent 
from 2000 through 2008.  In 2008, nearly 92 percent of Colorado women reported abstaining from smoking during their last 
trimester, placing the state third out of 29 states that collected data in this category.33 
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Screening for Alcohol Use during Pregnancy

Although the consequences of alcohol use during pregnancy can be severe or even fatal for a child, alcohol-related birth defects 
are entirely preventable.  Women who are pregnant, trying to become pregnant or suspect they may be pregnant should abstain 
completely from alcohol to eliminate the risk of giving birth to a child with FASD.  Moreover, research calls for timely screening 
and interventions designed to target women who may be at risk for alcohol-exposed pregnancies.  A handful of screening tools, 
including T-ACE and TWEAK, have been determined to be effective at identifying pregnant and nonpregnant women with risky 
drinking behaviors and are simple to administer in a clinical setting.39 

Smoking Cessation Programs for Pregnant Women

Smoking cessation programs can serve as valuable supports for expectant mothers 
trying to give up smoking.  In Colorado, pregnant women qualify for a free service 
through Colorado QuitLine, which provides personal coaching calls and text messages 
from a qualified trainer during pregnancy and after the baby is born, a reward card 
that can be used to purchase items for the mother or her baby and various other 
services designed to support pregnant women in their effort to quit smoking.40 

Source: Colorado Children’s Campaign. 2011 KIDS COUNT in Colorado!

Nurse Home Visitor Programs

Colorado’s Nurse Home Visitor Program is an important tool for educating first-time mothers about healthy behaviors 
during pregnancy.  First-time mothers with incomes at or below 200 percent of the federal poverty level are eligible to 
receive services through the program during their pregnancy and until their child’s second birthday.  Women enrolled in 
the program receive weekly or bi-weekly home visits from trained nurses who provide information on topics ranging from 
prenatal health care to the importance of abstaining from smoking and drinking during pregnancy.41
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Special Supplemental Nutrition Program for Women, Infants and Children (WIC)

The Special Supplemental Nutrition Program for Women, Infants and Children (WIC) is a federally-funded program that provides 
nutrition education, supplemental healthy foods and health care referrals to low-income pregnant or postpartum mothers, 
infants and children who are deemed to be at nutrition risk.  Since the foods a woman eats during pregnancy serve as the 
main source of nutrients for her baby, promoting healthy eating habits among expectant mothers – especially those at risk for 
poor nutrition – is essential to healthy child development.42  Additionally, counseling expectant mothers on healthy eating and 
expanding access to nutritious foods can help ensure that women experience healthy, appropriate weight gain during their 
pregnancy.
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Family Structure and 
Unintended Teen Pregnancy
Family structure and maternal age at birth can have a significant influence 
on the physical, mental and economic well-being of mothers and their 
children.  Children born to single mothers in poverty are more likely 
to face unemployment as adults, drop out of high school and 
encounter barriers to accessing quality health care.  Children of teen 
mothers also face an increased risk of a number of adverse long-term 
outcomes, including becoming teen parents themselves.  Although the 
number of Colorado children living in single-parent families is below 
the national average and Colorado has seen a decline in teen pregnancy 
rates in recent years, these two issues remain important ones for the 
state to address.  Efforts to prevent unintended teen pregnancies, 
help teen mothers finish their education and provide support for 
low-income single mothers as they work to achieve self-sufficiency 
are important tools for ensuring the long-term health and well-being 
of Colorado mothers and their children.

Births to Single Mothers 
Characteristics of the typical American single mother have changed 
significantly in recent years.1  In 2010, 40 percent of single mothers 
in the U.S. were over the age of 40, and most worked outside of the 
home.2  Still, since single mothers are more likely than married mothers 
to live in poverty, the consequences of single motherhood can be 
significant for some mothers and children.  Single mothers are more 
likely to have low educational attainment and see their earning 
potential decrease.3  Additionally, since children born to single parents 
often live in households with only one income, there is a strong 
correlation between single-parent families and childhood poverty.  In 
fact, more than six out of 10 children who have experienced persistent or 
long-term poverty live in single-parent families.4  Because these families 
are less likely than two-parent families to have a full-time worker in 
the home, and because female workers often receive lower wages 
than their male counterparts, households headed by women are more 
likely to be poor than other households.5     
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Some single, working mothers depend on supports like food stamps, child care assistance, Temporary Assistance for Needy 
Families (TANF) or state and federal medical assistance programs in order to meet their needs and the needs of their children.   
Eligibility for these programs is primarily based on a family’s annual income; thus, if a woman’s earnings increase even slightly, she 
can find herself suddenly ineligible for many of these safety net programs.  Unfortunately, these increased earnings often are not 
enough to offset the value of the benefits received through these programs, and single mothers may find themselves suddenly 
unable to afford child care services, health insurance or nutritious food – a phenomenon known as the “cliff effect.”6  
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According to the American Community Survey three-year estimates for 2007-2009, 182,326 Colorado families were 
female-headed households with no husband present, and of those households, 26.3 percent had annual incomes below the 
federal poverty level, defined as a family of four earning $22,050 or less a year.5  From 2000 to 2009, the percentage of 
Colorado children living in single-parent families has remained just below the national average at 28 percent.  Still, in 2009, 
one in four children born in Colorado was born to an unmarried mother.

Unplanned Teen Motherhood
According to the Centers for Disease Control, teen pregnancy rates in the United States are considerably higher than in 
most other developed countries.6  The National Campaign to Prevent Teen and Unplanned Pregnancy reports that nearly 
thirty percent of teen girls in the U.S. will get pregnant before they reach the age of 20.  Although steady declines in the 
birth rate among U.S. adolescents ages 15-19 were observed between 1991 and 2005, the teen birth rate has been on the 
rise again in recent years, jumping from 40.5 live births per 1000 adolescent females to 42.5 live births per 1000 adolescent 
females.7  

Unintended teen pregnancy can have drastic implications for maternal and child well-being right from the start.  For example, 
many young parents may not have the knowledge or opportunity to access adequate prenatal care, which is instrumental 
in providing guidance on healthy habits and behaviors during pregnancy.  As a result, teens are more likely than women in 
their twenties to be at risk for complications like high blood pressure, anemia and premature labor.  Pregnant teens also 
are more prone to engage in risky behaviors than older expectant mothers, such as smoking during pregnancy.8  These risk 
factors contribute to a higher rate of premature births among teen moms, which is associated with heightened risk of low 
birthweight, sudden infant death syndrome (SIDS) and complications resulting from underdeveloped organs, among other 
health problems.9  According to one study, the average child of a teen mother will use nearly $145 more per year in public 
health care dollars than children born to mothers in their early twenties.10 

A wealth of research has examined the relationship between unplanned teen parenthood and long-term outcomes for the 
children of young mothers.  Young women who become mothers unexpectedly at a young age often are already living in families 
with fewer resources and in communities with fewer supports.  Unexpectedly becoming a teen parent can exacerbate this 
lack of financial and social resources, resulting in a number of long-term consequences that perpetuate the cycle of poverty. 
For example, daughters of teen mothers are more likely to become teen mothers themselves.  It is estimated that delaying 
a birth until age 20 or 21 reduces the likelihood that a daughter will become a teen mother by 60 percent.11  Sons of teen 
mothers face their own risks.  When compared to boys born to mothers in their early twenties, sons of teenage mothers 
were more than twice as likely to spend time in prison.12  According to one estimate, delaying a birth until age 20 or 21 
could reduce the likelihood that a male would be incarcerated by more than 10 percent and would reduce the average 
number of years he would spend incarcerated by more than 13 percent.  As a result, the prison population in the U.S. would 
decrease by an estimated four percent.13 

Source: Colorado Children’s Campaign. 2011 KIDS COUNT in Colorado!
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In addition to the negative repercussions for children born to teen mothers who were not planning a pregnancy, having children 
at an early age can have dire consequences for a young girl’s future.  Teenage girls who unexpectedly become mothers often 
struggle to complete their education, due to the variety of new challenges they must face, including health, housing and child 
care issues.14  Various studies have indicated that teen pregnancy is the number one reason teenage girls drop out of high 
school, finding that almost half of female dropouts surveyed cited becoming a parent as a major contributing factor in their 
decision to leave school.15,16  Lack of educational attainment among teen mothers places them and their children at a significant 
economic and social disadvantage, as teen parenthood is associated with a 20 percent reduction in a girl’s adult income.17

In recent years, Colorado has seen a decline in the number of births to adolescent girls ages 15 to 19.  Although this decline is 
promising, Colorado’s teen fertility rate remains troubling.  

Family Structure and Teen Motherhood: Best Practices
Teen Pregnancy Prevention Efforts

Given the severity of the short- and long-term outcomes associated with unplanned teenage pregnancy, developing programs 
designed to reduce the number of teen pregnancies in Colorado is essential to improving the overall health and well-being 
of our state.  A number of interventions have been shown to reduce the incidence of pregnancies among teenage 
girls.  Age-appropriate, comprehensive sex education programs that include information on abstinence, contraception and 
safer sex practices have seen demonstrated success in reducing the number of unintended pregnancies among teenage 
girls.18  Additionally, family planning services that address the unique needs of adolescents and school-based teen outreach 
programs designed to prevent adolescent risk behavior have also been shown to be effective interventions for reducing 
unintended pregnancies among teen girls.19 

Parenting Supports for Teen Mothers

In addition to efforts to prevent teen pregnancy, there exists a need for programs to support teens who have already 
become parents in finishing their education.  Earning a high school diploma is an accomplishment that can guard teen moms 
and their children from the risk factors that so often perpetuate the cycle of poverty.   Some small-scale programs that 
provide educational support and child care resources for young parents have experienced considerable success at lessening 
the staggering dropout rate among this group, helping to ensure a brighter future for teen parents and their children.20  
The Colorado Nurse Home Visitor Program is another important support for young mothers.  Through this program, 
low-income, first-time mothers can receive home visits from a trained nurse who will counsel them on healthy behaviors 
during pregnancy, caregiving for newborns and child health and development.21
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Mitigating the Cliff Effect

Eligibility for many work support programs is determined by a family’s annual income.  Thus, as a woman moves up the 
economic ladder and earns a wage increase, she may suddenly lose important benefits, such as child care subsidies or public health 
insurance for her children – perhaps leaving her family worse off than before the increase in wages.  Gradually reducing 
benefits as income increases, rather than immediately terminating benefits once a certain income level is reached, could 
help mitigate this effect and facilitate a smoother transition from safety net programs to self-sufficiency for single, working 
women and their children. 
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Social Determinants of Health
Health outcomes are determined by more than biological factors or 
access to quality health care.  Also at play is a concept known as 
social determinants of health, which recognizes that the environmental 
conditions present in a community can have a major impact on the 
health of its residents.   Poverty, in particular, is a social condition 
with significant influence on maternal and child health, since it touches 
nearly all aspects of a family’s life.  Living in an impoverished community 
can impact the quality of a family’s housing, the availability of nutritious 
foods and access to safe, open areas where children can play.  
Consequently, it is important to take these environmental factors into 
consideration when developing policies and programs designed to improve 
the health of mothers and children in Colorado.

Environmental Impacts on Health
The environment of a community can be thought of in three ways: the physical environment, which includes the actual structures 
in a community (e.g., houses, buildings and open spaces like parks); the social environment, characterized by the strength and 
quality of the relationships among a neighborhood’s residents; and the service environment, which includes resources such as 
hospitals, schools and grocery stores.1  

A growing body of research indicates that 
the most influential factors in determining 
health outcomes are based on these 
environmental conditions – not on genetics 
or health care access.  Some studies 
attribute up to 60 percent of premature 
deaths in the U.S. to environmental and 
social conditions and preventable 
behaviors.2  Other research has indicated 
that the socioeconomic environment of a 
community has a demonstrable effect 
on the behaviors of its residents, including 
the likelihood that they will smoke, the 
makeup of their diets and the degree to 
which they engage in safe reproductive 
behaviors.3 
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Poverty and Health
Perhaps more than any other social or environmental 
factor, poverty impacts a child’s ability to grow 
up healthy and strong.  According to the National 
Center for Children in Poverty, children who 
grow up in impoverished communities are at 
increased risk for numerous adverse health 
outcomes, including lead poisoning, low birthweight 
and asthma.  Additionally, children from poor 
families are less likely to access health insurance, 
see a dentist or visit a primary care physician for 
a well-child checkup.8   

The physical environment of a community can influence 
behaviors related to health in a number of ways.  For 
example, the proximity of a neighborhood to a busy highway 
or factory may affect the air quality for residents, discouraging 
them from walking or playing outside with their children.  On 
the other hand, parks, open spaces and pedestrian or bicycle 
paths may encourage a family to be physically active.  These 
valuable community resources do not exist in many low-
income neighborhoods, where the threat of violence often 
represents an additional deterrent to outdoor activity.  

Aspects of a community’s service environment can also 
exert significant influence on the health of its residents.  For 
example, many low-income communities lack grocery stores 
where families can purchase fresh produce and lean meats, 
which impacts their ability to access the nutritious foods 
essential to their child’s healthy development.  One study found that low-income neighborhoods had 30 percent fewer 
supermarkets than higher-income communities.4  While impoverished communities are often short on supermarkets, they 
are typically overflowing with unhealthy options such as fast food restaurants and liquor and convenience stores.5,6   For 
families without access to a car or adequate public transportation, these retail outlets may represent their only options for 
purchasing food to feed their children.

Access to supermarkets in low-income areas is a significant problem in Colorado.  Data indicates that the state ranks 37th in 
the nation for supermarket density, with the lowest concentration of supermarkets in rural areas in Northeastern Colorado, 
Northwestern Colorado and Southern Central Colorado and in urban areas in Northeast and West Central Denver.7 

How Poverty is Measured

How to determine whether or not a family lives in poverty has 
become a contested issue in recent years.  Most government 
programs, including Medicaid and the Child Health Plan 
(CHP), determine eligibility using a standard called the federal 
poverty level (FPL), which was originally calculated by multiplying 
the price of a “thrifty food basket” for a given family size by three 
and is updated each year using the Consumer Price Index.  According 
to the 2010 poverty guidelines, a family of four is considered to be 
living in poverty if their annual income is at or below $22,050.9

2010 Federal Poverty Guidelines
Persons in Family 

or Household

1
2
3
4

100 Percent of 
Federal Poverty Level

$10,830
$14,570
$18,310
$22,050

200 Percent of 
Federal Poverty Level

$21,660
$29,140
$36,620
$44,100

250 Percent of 
Federal Poverty Level

$27,075
$36,425
$45,775
$55,125
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When the federal poverty level was originally adopted by the Office of Economic Opportunity in 1965, the average American 
family spent about a third of their after-tax income on food.10  Now, however, food represents a much smaller proportion 
of the average family’s budget, resulting in calls for an improved standard by which to measure poverty.  One proposed 
alternative to the federal poverty level is the Self-Sufficiency Standard.  The Self-Sufficiency Standard quantifies the amount of 
income necessary to meet basic needs without the help of public subsidies like Medicaid or supplemental nutrition programs 
and includes expenses associated with working, such as child care and transportation, in its calculations. Unlike the federal 
poverty level, the Self-Sufficiency Standard varies across geographic areas, taking into account wide differences in cost of 
living.  According to this measure, in 2008, an adequate annual income for a family with one adult, one preschooler and one 
schoolage child living in Denver County would be $41,523.11  This is more than double the current federal poverty level for 
a family of three. 

Colorado has experienced a dramatic rise in child 
poverty over the last decade.  While the childhood 
poverty rate in Colorado currently remains below 
the national average, between 2000 and 2009 the 
number of children living in poverty in Colorado 
more than doubled, rising faster than in any other 
state in the nation.12 In 2009, 210,000 children, or 
one of every six children in Colorado, were living 
in poverty.  Of those children, nearly half (95,000) 
were living in extreme poverty, defined as a family 
of four making $11,000 or less a year.  Research 
indicates that even short episodes of poverty 
can have long-term ramifications for children’s 
physical, emotional and cognitive development.13 

Poor Housing, Poor Health
Clean, safe and affordable housing helps families establish a stable foundation for building their lives and contributing to the 
success of a community.  For low-income families who are unable to obtain quality living accommodations, poor housing can 
lead to poor health for a variety of reasons.  For example, research has found that children who live in run-down housing are 
more likely to be exposed to lead, which can cause learning disabilities and lower intelligence later in life.  In addition, asthma 
triggers, such as mold, dust mites or rodents, are more common in substandard housing.14  Risk factors like these may contribute 
to the heightened rate of asthma observed among low-income children.15 

When a family is unable to secure any type of housing, health problems are even more prevalent and damaging.  Not surprisingly, 
research shows that children who are homeless are more likely to experience physical and mental health problems and 
developmental issues than are other children.  Children living in families who lack stable housing are more likely to be in poor 
health, to use emergency rooms to access health care and to go without needed immunizations.16  Moreover, homelessness and 
other poverty-related issues are intertwined, in that a family doesn’t often find itself homeless without also suffering from lack 
of adequate clothing, health care or food.  One study found that homeless children were three times as likely as other children 
to have experienced an episode of hunger.17 

Colorado has seen a dramatic rise in the number of homeless students in recent years.  In 2010, more than 18,400 homeless 
students were enrolled in Colorado public schools – a 53 percent increase since the 2006-2007 school year.18 

Source: Colorado Children’s Campaign. 2011 KIDS COUNT! in Colorado.
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Influencing the Community Environment: Best Practices
Cooperation Among Public Agencies
Collaboration among public agencies with diverse focuses represents a key strategy in developing a seamless approach to 
community health.  Promoting partnerships between agencies with a health-specific concentration and those specializing 
in issues such as housing, transportation, urban development or parks and recreational facilities is important, as all of these 
issues can indirectly impact health outcomes.  Engaging leaders from each of these areas can help communities take a 
multi-faceted approach to encouraging healthy behavior among their residents.

Public-Private Partnerships
Public-private partnerships that establish financial incentives, such as subsidies for community gardens or low-interest business 
loans for supermarkets committed to locating in underserved neighborhoods, can also contribute to a community’s health 
by reducing barriers to accessing healthy, nutritious foods.  For example, New Orleans recently launched the New Orleans 
Fresh Food Retailer Initiative (FFRI), a program that will offer forgivable or low-interest loans to grocery stores in exchange 
for locating in low-income neighborhoods and devoting significant shelf space to fresh produce.19  Endeavors like FFRI can 
benefit communities in a number of ways, increasing access to healthy foods while also creating employment opportunities 
in the high-poverty neighborhoods where they are most needed.
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Nutrition
Adequate consumption of nutritious, wholesome foods is essential 
to the healthy development of young children.  Unfortunately, many 
households throughout the U.S. and Colorado struggle to put sufficient 
food on the table.  According to the United States Department of 
Agriculture, the percentage of American families who reported 
experiencing uncertainty over having enough food at some point during 
the year reached its highest level in 2009.1  Meanwhile, in 2009, Colorado’s five 
major food banks experienced overwhelming demand and distributed 
25 percent more food than in 2008.2  Even when children in food-
insecure households do consume adequate quantities of food, often 
times the food they eat is low on nutrients and high on calories and 
fat, contributing to an unprecedented epidemic of childhood obesity 
across the country.  Efforts to increase access to healthy, nutritious 
foods, especially among low-income families, are essential to improving 
the health of Colorado’s children.

Hunger and Food Insecurity
The number of individuals and families who experience hunger is often quantified using a measure known as food insecurity.  
A family that is food-insecure is one that experiences uncertainty as to whether they will be able to acquire sufficient food to 
meet the needs of each family member.3  According to the National KIDS COUNT Program, 19 percent of U.S. households with 
children reported being food-insecure at some point during the previous 12 months between 2006 and 2008.4  Of all household 
types, single women with children were most likely to suffer from uncertainty about having sufficient food, with 36.6 percent 
of female-headed households reporting food insecurity in 2009.5  

Prolonged episodes of hunger can be devastating to a young child’s healthy growth and development. Basic nutrition is key 
to healthy physical and mental development and is particularly important during the earliest years of growth. Children from 
households unable to provide adequate nutrition face a heightened risk of health problems such as stunted growth, anemia and 
a weakened immune system.6  Furthermore, research demonstrates that children who experience hunger are significantly more 
likely to exhibit behavioral, emotional and academic problems, including aggression and anxiety, than their peers.7  

In Colorado, 20 percent of children – one in five Colorado 
kids – lived in households that reported experiencing food 
insecurity between 2006 and 2008.  This number increased 
by more than 60 percent since the three-year averages 
calculated from 2001 to 2003.8  As a result of this increase, 
the rate of food insecurity among Colorado kids has now 
surpassed the national average of 19 percent.

Healthy Moms, Healthy Kids: 
A Series on Maternal and Child Health in Colorado

April 2011



2

Childhood Overweight and Obesity
One of the biggest threats to the immediate and long-term health 
of Colorado’s children is overweight and obesity.  Children who 
are overweight or obese are at significant risk for developing 
numerous health problems – many of which may persist into 
adulthood.  Research has shown that children who are overweight 
or obese are 52 percent more likely to receive a new diagnosis 
of asthma than children at a healthy weight.  Even more troubling, 
studies indicate that obese children are more than twice as likely as 
their healthy-weight peers to die before the age of 55.9  Overweight 
and obesity among children and adolescents has also been linked to 
risk factors for cardiovascular disease, including elevated cholesterol 
levels and high blood pressure.10  

A concerning development associated with the increase in childhood 
overweight and obesity is the rapid growth observed in the number 
of diagnoses of Type 2 diabetes among children and adolescents in 
recent years.  The consequences of Type 2 diabetes are dire and 
can include blindness, limb amputations, heart disease or kidney 
failure.  Formerly known as “adult-onset” diabetes, Type 2 diabetes 
has become increasingly prevalent in Americans under age 20 since 
the mid-1990s, as rates of childhood obesity have increased 
significantly.11  Current data indicates that 3,700 Americans under 
age 20 are diagnosed with Type 2 diabetes each year, and many 
more are suspected to have a condition known as pre-diabetes, 
which may develop into Type 2 diabetes unless significant lifestyle 
changes are made.12   

In addition to physical repercussions, being overweight or obese 
can have psychological consequences for children and adolescents.  
Studies have found that overweight children and teens often are 
targets for bullying and social exclusion, which can lead to low 
self-esteem and poor academic and social functioning.13 

Childhood overweight and obesity is determined using a child’s 
body mass index (BMI), which measures weight in relation to height.  
According to the Centers for Disease Control and Prevention, children 
and adolescents ages two to 19 with BMI values at or above the 
85th percentile and less than the 95th percentile are considered 
overweight, and children with BMI values above the 95th percentile 
are obese.14 

While Colorado’s childhood obesity rate remains below the 
national average, the state is experiencing an alarming growth in its 
childhood obesity rate.  As of 2007, 27 percent of children under 
18 – one in four Colorado kids – were overweight or obese.15  
According to the National Survey of Children’s Health, Colorado 
has the second fastest-growing rate of overweight and obese children 
in the nation.
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Links Among Obesity, Hunger and Poverty
A growing body of research indicates that a correlation exists among the issues of poverty, hunger and obesity.  A link 
between poverty and hunger may seem obvious, but the link to obesity may seem counter-intuitive, as poverty and hunger 
appear to be problems of scarcity while obesity appears to be a problem of abundance. However, research shows a distinct 
connection between a family’s socioeconomic status and their child’s likelihood of being overweight or obese across 
many demographic groups.16  Low-income families often face barriers to accessing healthy, nutritious foods, such as the 
lack of neighborhood full-service supermarkets that sell fresh produce and lean meats.  In addition, families with limited 
resources may choose processed, high calorie foods over fresh foods because of their lower cost.17   

In recent years, Colorado has been trending in the wrong direction in all three areas.
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Childhood Nutrition: Best Practices
Making Nutrition a Part of the Conversation with Health Care Providers

Regular checkups present a strategic opportunity for health care providers to monitor a child’s nutritional well-being and weight 
and promote healthy eating habits and balanced diets among families.  In addition, health care settings specifically designed to 
address the needs of children at risk for food insecurity are particularly important for preventing nutritional deficiencies and 
developmental problems.  For example, Hunger Free Colorado operates the Sprout Clinic, a medical clinic serving babies and 
children from birth to three years old that are undernourished.  Families who visit the Sprout Clinic receive consultations from 
pediatricians, dieticians and social workers working together to help families access the resources that are integral to a child’s 
healthy growth and development.  Clients of the clinic also receive free, supplemental nutritious food through the program’s 
Food Pharmacy.18 

Improving Supplemental Nutrition Assistance Program (SNAP) Participation

The Supplemental Nutrition Assistance Program, often referred to as SNAP and formerly known as food stamps, is a federally-
funded program designed to mitigate the effects of food insecurity on children.  Through the SNAP program, low-income families 
receive electronic benefits that can be used like cash at most supermarkets.  SNAP is an essential support for many families 
who otherwise would not be able to afford food, assisting 31 million Americans per month in 2009.19  By expanding low-income 
families’ food budgets, SNAP helps make all foods, including fresh produce and other healthy items, which tend to be more costly, 
easier to access.  Research shows that participation in SNAP is associated with a substantial improvement in dietary quality, with 
participants consuming fewer snack foods and fats, sugars and sweets than nonparticipants.20,21 

Colorado’s rate of SNAP enrollment among eligible families is currently the second-lowest in the country, with only 41.8 percent 
of people qualified for the program actually receiving benefits in 2009.22  A variety of factors contribute to this low rate of 
participation, including inefficiencies in program administration, access and outreach.23  Experience in others states has shown that  
improved outreach and enrollment strategies are crucial to increasing participation in SNAP among eligible families and 
protecting Colorado’s kids from the adverse health outcomes associated with hunger and food insecurity.  

Supporting Special Supplemental Nutrition Program for Women, Infants and Children (WIC)

The federal WIC program is another important resource for promoting healthy nutrition among low-income pregnant women, 
mothers, infants and children up to age five.  WIC is instrumental in helping low-income pregnant women achieve a balanced 
diet and encouraging appropriate weight gain during pregnancy by providing services such as nutrition counseling and education, 
supplemental nutritious foods and screenings and referrals to other health and social services.  Evaluations of WIC have found 
that women who participate in the program have improved birth outcomes, such as fewer premature births, and increased 
likelihood of receiving prenatal care.24  

WIC serves another important role in improving maternal and child 
health by promoting breastfeeding for new mothers.  Breastfeeding 
is associated with a number of positive health outcomes for 
mothers and children, including a reduction in a child’s risk of 
becoming overweight or obese.  Studies show that for each month 
a child is breastfed (up to nine months), the likelihood of being 
overweight decreases by four percent.25 

Like many safety net programs in Colorado, WIC has seen increased 
participation in recent years, likely due to the impacts of the recession 
on Colorado families.  In 2009, the program served 105,888 pregnant 
women, infants and children – a nine percent increase over 2008.26  

Colorado’s WIC Program
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Expanding Access to Healthy, Nutritious Foods in Schools

Promoting the availability of nutritious foods is important in helping children develop healthy eating habits.  Given their high 
participation rates, especially among children from low-income families who may struggle with food insecurity, the National 
School Breakfast and School Lunch Programs present a strategic opportunity to increase children’s access to healthy, balanced 
meals that aid in their healthy development.  In Colorado, school meal programs serve nearly 400,000 children each year.27  

In 2010, the U.S. Congress passed the Healthy, Hunger Free Kids Act which increased funding for school meal programs and 
directed the USDA to establish, for the first time, nutritional content standards for all foods served in schools. Implementation 
of the Healthy, Hunger Free Kids Act provides Colorado a great opportunity to expand access to subsidized meals to kids in 
schools and improve the nutritional quality of the meals these children receive. 

Increasingly, schools across the U.S. are supplementing their school meal programs with farm-to-school programs – an inventive 
way to expose children to fresh, healthy foods grown in their own communities.  These programs may be particularly influential 
on the eating habits of children from low-income families who often face more barriers to accessing fresh produce.  A handful 
of school districts across Colorado have already developed partnerships with local farmers, and this number will likely increase 
as the Colorado Farm to School Project, launched in 2010, continues to explore ways to develop farm-to-school networks 
throughout the state.28   

Culinary training programs for school food staff represent another innovative approach that works hand-in-hand with farm-to-
school programs to improve the nutritional quality of school lunches.  Programs such as the Cook for America Culinary Boot 
Camps teach school food staff about healthy recipe and menu development, as well as techniques for cooking food from scratch 
to provide more wholesome options for children who eat school meals.29 
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Promoting Participation in the Summer Food Service Program

Research indicates that hunger among children spikes during the 
summer months, when children are out of school and do not 
receive meals through the National School Lunch and School 
Breakfast programs.30  The Summer Food Service seeks to 
remedy this problem by providing free, nutritious meals to 
children in low-income areas during the summer months.  Site 
locations can include libraries, faith-based organizations, summer 
camps and youth programs such as Boys & Girls Clubs.31  The 
Campaign to End Childhood Hunger in Colorado, a collaborative 
initiative of organizations concerned about hunger among Colorado’s 
children, has made the Summer Food Service Program a priority, 
developing initiatives aimed at increasing awareness of these 
programs to help guarantee that children continue to receive 
adequate, nutritious meals throughout the summer months.  As a 
result of these initiatives, the number of meals served through 
the Summer Food Service program increased by 26 percent from 
2009 to 2010, jumping from 767,800 meals in 2009 to 970,000 
meals in 2010.32
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