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The Community Health Improvement department within University of Colorado Health's
northern region shares a commitment to optimize the health of the communities we are
privileged to serve. Vital to this effort are the strong collaborations we enjoy with our
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Our prOgramS raising healthy children.
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' Raising healthy childrenis a
Lari?e_r“c.tzunty community-wide goal

~ prioritized upon completion
Injury of the 2013 Community
prevention  Health Needs
| Assessment.

Physical
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e Nutrition

Over 2,300 northern Colorado 3rd
graders received bicycle safety
classroom education; 385 free
bicycle helmets were distributed.

In the Schools on the Move

Challenge, 68% of students /
reported increased physical activity

and 34% ate more fruits and veggies.

Two thirds of
participants in the
Enhance Wellness
program achieved
increased feelings
of self-efficacy

in managing their
chronic disease.

Mental and emotional
well-being

identified as a high priority health issue
in both Larimer and Weld Counties

Our programs

Powerful Tools
for Caregivers
participants
reported a

34% increase in
“feeling good
about their
caregiving role”
after completing
the class.

Of Healthy Harbors care coordination
services recipients, 75% became more
confident in managing their child’s

medical care.

Our programs fostering optimal health

and wellness.

Active community

Chronic disease prevention
environment

and management

CanDo’s Healthy Eating and
Active Living (HEAL)
Community-based initiatives focus
on optimal food environments, built
environments, school and worksite
wellness cultures.

The Center for Diabetes
We provide community-based classes to
educate individuals about pre-diabetes,
Type Il diabetes and gestational diabetes.

Living Well in Larimer County
This is a series of health promotion, health
maintenance and chronic disease self-

Healthy Kids Club’s run series
management programs for older adults.

Over 1,500 youth participated in fun runs
and walks held throughout the school year.

Enhance Wellness
In this evidence-based program, 56 percent
of participants reported decreased blood
pressure post program, while 33 percent
were able to decrease the number of
medications used regularly.
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Senior services staff and volunteers provide

education and guidance to

services to
home-bound
community members.
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Medicaid Accountable
Care Collaborative team
| uses a patient-centered

"\

Hispanic/Latino families
access and use preventative health services.
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care model to provide
community based care coordination
services for complex health issues.




