
 
Colorado Maternal and Child Health Priority on Developmental and Social Emotional Screening 

Local Logic Model  

Overarching Goal:   Optimal health and well-being for the Maternal and Child Health (MCH) population in Colorado 

 

INPUTS 
 OUTPUTS  OUTCOMES  IMPACT 

 Strategies Participation  Short Term 
1-3 years  Medium Term 

4-6 years  Long Term 
7-10 years 

 
 
 
Maternal and 
Child Health Block 
Grant 
 
Prevention 
Services Division 
staff 
 
ABCD TA Team 
 
ABCD State Team 
 
Early Childhood 
Councils 
 
Community 
Centered Boards 
 
Local public health 
agencies 
 
Community-based 
coalitions/partner- 
ships 

 

Mobilize and/or contribute 
to and support local 

partnerships to promote 
and coordinate 
standardized 

developmental screening. 

Local Health Agencies, 
Early Childhood Councils, 

Community Centered 
Boards, School 

Districts/Child Find, Primary 
Care Providers/Medical 

Coalitions and Professional 
Organizations 

 

Active, engaged local partnerships exist 
to develop a system of care from 

screening through early intervention. 
 

Community partners understand their 
roles in developmental screening and 

referral systems. 

 

Communities have coordinated 
systems for screening, referral, 

early intervention that are 
accessible to families. 

  

  
 
 
 
 
 
 
 
 
 
 
 

Improved 
Developmental and 

Social Emotional 
Screening and 

referral rates of all 
children birth to 5 

 
As indicated by: 

 
All Colorado 

children age birth to 
five are screened 
comprehensively, 

early and 
continuously and 
receive timely and 

appropriate referrals 
and services. 

 
 
 
 
 
 
 
 

 

Utilize ABCD training and 
technical assistance 

resources and expertise 
to provide well defined, 
organized outreach and 
technical assistance to 

primary care providers to 
implement standardized 

screening and refer 
appropriately. 

Local Health Agencies, 
Early Childhood Councils, 

Community Centered 
Boards  

Pediatricians and Family Practice 
Providers are partners in community 

efforts and receive community-specific 
outreach and technical assistance in 
implementing pediatric screening and 

referral.  

  

 

Clearly define a 
community referral 

process or developmental 
screening with key 

partners including but not 
limited to primary care 
providers, Community 

Centered Boards (Early 
Intervention), and Local 

Health Agencies. 

Local Health Agencies, 
Early Childhood Councils, 

Community Centered 
Boards, School 

Districts/Child Find, Primary 
Care Providers/Medical 

Coalitions and Professional 
Organizations 

 
A community roadmap exists and guides 

community screening and referral 
systems building efforts. 

 

 

 

Sustainability for existing 
ABCD community: 
1) Provide parent 
awareness/education/ 
messaging, OR 
2) Develop community 
capacity to provide 
relevant trainings, OR 
3) Aggregate local data to 
inform systemic needs. 

Local Health Agencies, 
Early Childhood Councils, 

Community Centered 
Boards, School 

Districts/Child Find, Primary 
Care Providers/Medical 

Coalitions and Professional 
Organizations  

 
1) Families understand the importance 
of early development and intervention. 
OR 
2) Community has the capacity to 
provide relevant trainings to support 
ongoing community needs (turnover, 
new screening entities, etc.). OR  
3) Local data are aggregated to inform 
ongoing systemic needs. 

 
Communities are building their  

own infrastructure to meet 
ongoing needs for developmental 
screening and referral systems. 

 

    



 

 
Social-emotional 
screening for existing 
ABCD community: 
Clearly define a 
community referral 
process for social-
emotional screening with 
key partners including but 
not limited to primary care 
providers, Community 
Centered Boards (Early 
Intervention), Local Health 
Agencies, and Community 
Mental Health Centers. 
 
(Note: It may also be 
appropriate to leverage 
community ABCD 
activities to address the 
Pregnancy-Related 
Depression Priority.) 

 
Local Health Agencies, 

Early Childhood Councils, 
Community Centered 

Boards, Community Mental 
Health Centers, Other 
relevant agencies and 

coalitions 

 

 
Active, engaged local partnerships exist 

to develop a system of care from 
screening to services for child social-

emotional concerns. 
 

Community partners understand their 
roles in child social-emotional screening 

and referral systems. 
 

Barriers to child social-emotional 
systems have been identified. 

 

 
Communities have addressed 

systemic barriers to maternal and 
child mental health systems and 
have initiated social-emotional 

and pregnancy-related depression 
screening. 

 

 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
LOGIC ASSUMPTIONS EXTERNAL FACTORS 

State and local public health have a role in increasing standardized screening within a 
medical home. 
Increasing screening utilizing a medical home approach supports coordinated, high 
quality care. 
 
There are integrative opportunities for this priority with the Medical Home priority and the 
Pregnancy-Related Depression priority. 

Contributions of external partners, such as other state agencies; private foundations; 
individual/youth/family advocacy organizations; provider organizations; and other participants of the 
Medical Home Coalition and Medical Home Community Forum, etc.  
 
Federal funding for the MCH Block Grant 
 
Health Care Reform 
  
American Academy of Pediatrics recommends standardized developmental screening as best practice 
and should be a standard of care. 

     
EVALUATION FOCUS - OUTPUTS EVALUATION FOCUS - OUTCOMES 

Data demonstrates the percent of children who are receiving 3 
screens by age 3 
Data demonstrates the percent of children who failed a screen 
received timely and appropriate follow-up 
Data demonstrates the percent of providers who routinely screen 
children using a standardized screening tool 
 

Increase developmental and social emotional screening and referral rates for all children ages birth to 5 (MCH priority #3) 
Increase parent knowledge on the importance of screening, referral, evaluation and early intervention. 

 
Background and Context The primary focus for this logic model is local partners and agencies. 
 
This logic model outlines local-level strategies to impact MCH priority #6 and will serve as a roadmap for the state-level action plan. 
 
A local-level logic model and action plan will be developed to by March 2012 for the local MCH planning process.  


