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Letter froM tHe editors

Maternal and child health (MCH) populations include almost everyone: 
women, children, infants, youth, families, and fathers. MCH professionals create 
programs to serve the public’s health, develop policies to ensure access to health 
care and health-promoting environments, and conduct etiologic and behavioral 
health research. Amy Fine and Milton Kotelchuck, modifying the Institute of 
Medicine, National Academy of Sciences definition of children’s health, stated 
that MCH professionals define health “…as the extent to which individuals or 
population groups are able or enabled to develop and realize their potential; 
satisfy their needs; and develop the capacities that allow them to interact 
successfully with their biological, physical, and social environments.”

Since our first volume in 2000, every issue of Healthy Generations has 
reflected a specific population, health outcome, or social or environmental 
condition related to MCH work, ranging from fatherhood, early childhood 
mental health, war and poverty, reproductive health, and the health of military 
families. In this issue we forego our single-topic approach and demonstrate 
the diversity of research conducted by the multidisciplinary MCH-affiliated 
student, faculty, and community researchers who ask innovative questions 
about health conditions that have been largely ignored, intervene with 
vulnerable populations, examine toxic exposures, create health-promoting 
environments, and develop research designs collaboratively with the populations 
they study. We describe our colleagues in this volume as “MCH-affiliated” 
because, in addition to their service to the University’s MCH Program, many 
also align themselves with other medical, nursing, social sciences, and public 
health programs. Their interdisciplinary and multi-program affiliations 
only strengthen their dedication to the broad goals of MCH professionals, to 
eliminate health disparities and to optimize health across the lifespan, for all 
people.   

—Wendy Hellerstedt, MPH, PhD, and Julia Johnsen, MPH 
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by Jason Champagne, BS, Jamie Stang, PhD, MPH, RD, Tiffany Beckman, MD, MPH

The Good Heart Grocery Project
Improving Access to Quality Foods in the Yankton Sioux Community, South Dakota

The Yankton Sioux Reservation, in Charles 
Mix County, SD, is an example of historic 
land with natural beauty and contemporary 
problems. The 64-square mile reservation 
has some farmland, woodlands, rolling hills, 
and prairie. The Missouri River is on its 
southern border. Lake Andes is a small town 
of about 1,000 people (about 45% American 
Indian) near reservation headquarters in 
Marty, SD. The lake for which it is named 
encompasses nearly 5,000 acres when full of 
water, stretching 12 miles long by 1–1.5 miles 
wide in a quasi‐crescent shape. Originally 
carved out by a receding glacier during the 
Wisconsin glaciations, the shallow prairie 
lake goes dry during low precipitation, 
depending entirely on natural run-off.  

In sharp contrast to the natural beauty 
of the area, the built environment of the 
reservation near Lake Andes may be 
inadequate to sustain health because it lacks 
affordable, accessible grocery stores that sell 
healthy and fresh foods. Because of this, 
members of a local grassroots organization, 
the Brave Heart Society, and University of 
Minnesota researchers describe the area as 
a “food desert.” Unlike Lake Andes, which 
dries out and becomes desert-like through 
uncontrollable drought conditions, these 

collaborators know that built environments 
can change. They hope to improve access to 
healthy and fresh foods for Lake Andes area 
residents and, in doing so, decrease area rates 
of obesity and diabetes. Their Good Heart 
Grocery Project is ambitious: to develop a 
Native-run healthy food store to serve the 
residents of the Lake Andes area.  

What Is a “Food Desert”? 
The United States Department of Agriculture 
(USDA) defines food deserts as low-income 
census tracts where a substantial number 
or share of residents has low access to a 
supermarket or large grocery store. “Low 
income” areas may be defined as those with 
a poverty rate of 20% or higher. “Low access” 
means that at least 500 people and/or at 
least 33% of residents are more than one 
mile from a supermarket or large grocery 
store. In rural areas, like the Lake Andes 
area, the distance is more than ten miles.1 
The USDA estimates that approximately 23.5 
million Americans (6.5 million of whom 
are children) live in food deserts. Because 
of the association between food deserts and 
childhood obesity, one goal of First Lady 
Michelle Obama’s Let’s Move initiative is 
to eliminate the approximately 6,500 food 

deserts in the U.S. in the next six years.2

According to the USDA’s online food desert 
locator,3 the Lake Andes area serving the 
Yankton Sioux Reservation meets both food 
desert criteria of low income and low access:

■  70.6% of the population has low access 
(24% of children, 0-17, have low access);

■  27.1% of the population is both low 
income and has low access; and

■  8.1% of housing units have no vehicles  
and low access.

The almost 7,000 American Indians 
on the Yankton Sioux Reservation are 
geographically isolated and many are 
impoverished. They lack access to reasonably 
priced, local healthy food vendors. As is 
true in many food deserts, gas stations 
and convenience stores are important 
sources of food, stocking highly processed, 
energy-dense, nutritionally poor foods that 
have long shelf lives. Because they reside in 
a food desert, residents of the area have diets 
that are high in processed foods and thus 
high in fat, sugar, and salt.

“Everyone deserves access to fresh, 
nutrient-rich food,” said Jamie Stang, an 
advisor to the project. “This is one of many 
areas of the country where people cannot 

there are hundreds of indigenous 
American cultures, each of them 

distinct, all with rich histories. A 
common attribute among the varied 
American Indian cultures—expressed 
in the arts, writings, and experiences of 
American Indians—is a deep reverence 
for the earth and a connection to land. 
Contemporary life has challenged the 
connectedness of some American Indian 
people to the land, as the natural world 
has increasingly become a built world. 

tiffany Beckman, Jason Champagne, and Jamie stang
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easily access the foods they must have to 
optimize their health. If we don’t try to 
change these environments, we may as well 
admit that we are failing in public health,” 
she said. “We have the evidence and we 
know what will happen to people who 
over-consume salt, fat, and sugar: we will see 
high rates of obesity and related morbidity 
and mortality. As public health professionals, 
we have the capacity and the responsibility 
to act on this knowledge.”

Poor Health Grows  
in a Food Desert
“Obesity and diabetes are just some of the 
health disparities linked to a poor diet low 
in fresh fruits and vegetables. We can ask 
our patients to eat a healthy diet all we 
want, but if they lack access, it is pointless,” 
said Beckman. While there are no clear 
data, it is likely that American Indians are 
disproportionately more likely than other 
Americans to live in food deserts. American 
Indians make up about 1.5% of the U.S. 
population4 and are disproportionately 
isolated in urban or rural settings. According 
to the 2010 U.S. Census, 22% of the 5.2 
million American Indians lived on one 
of 334 American Indian reservations or 
off-reservation trust lands.4 In 2010, 28% of 
American Indians lived in poverty compared 
with 15% of the nation as a whole.4 Thus 
isolation and poverty—key conditions for a 
food desert—are common among American 
Indians. 

An additional concern about food quality on 
American Indian lands is that the population 
is generally young and growing at a faster 
rate than the total population.4 One-third 
of American Indians (and 36% of those on 

the Yankton Reservation) are younger than 
20 years old.5,6 There are limited data about 
the social, educational, and health status of 
American Indian children, but in a recent 
review, Sarche & Spicer7 concluded that they 
were less likely than other children to receive 
a high school diploma. They concluded from 
their review that educational challenges 
(e.g., reading and math skills) appear early, 
with American Indian children falling 
behind white peers as early as kindergarten 

to fourth grade. Health conditions, ranging 
from injuries, obesity, poor mental health, 
and dental caries, are more prevalent among 
American Indian children than white 
children, according to this review.  

According to 2010 U.S. survey data, the 
age-adjusted percentage of American 
Indians, aged 18 years and older, with 
diabetes in 2010 was 16.3%, twice that 
of the national average (8.8%); 40% were 
obese (compared with a national average of 
27%).8 Poor health conditions are directly 
linked to inadequate access to healthy foods, 
according to Champagne. “I am concerned 
that diabetes will become ‘normal’ for 
American Indians,” he said. “As diabetes 
occurs at younger ages, we may not be 
shocked that our children and our young 
people have it. But we should be shocked—
and outraged. This preventable and deadly 
disease could wipe us out.” Champagne is a 
graduate of Le Cordon Bleu, with a degree in 
community nutrition from the University of 
North Dakota. He is working on an MPH in 
Public Health Nutrition at the University of 
Minnesota in order to combine his culinary 
skills with food science to develop materials 
and interventions that will optimize the 
nutritional quality of the American Indian 

diet. “We need to delay or prevent the 
onset of diabetes and obesity in American 
Indians,” he said.  

Local, Sustainable,  
and Feasible Ways  
to Bring Nutritious Food  
to the Lake Andes Area
Local problems have local solutions, as the 
Brave Heart Society has demonstrated in its 
almost 20 years of participation in culturally 
based initiatives in the Yankton Sioux 
community. Despite its work to develop 
community and residential gardens, fresh 
and healthy food access remains an issue in 
the Lake Andes area. The Brave Heart Society 
and local community and tribal council 
members identified a key problem: the 
community does not have a venue for lower 
cost, higher quality foods that incorporates 
local, Native foods. They also identified 
a solution: a Native-owned grocery store 
and deli. The proposed grocery and deli 
would not only improve food access, but it 
would tie into existing food access efforts, 
like the gardening and cultural leadership 
revivals led by the Brave Heart Society. The 
grocery store and deli would thus not be an 
isolated enterprise, but rather woven into a 
larger vision and strategic plan to promote 
the health and social well-being of the 
community. The Good Heart Grocery Project 
is the product of this community-driven 
process to identify and solve a food access 
problem. 

The Good Heart Grocery Project
The University researchers, Brave Heart 
Society members, and local leaders have 
collaborated to meet three goals:

■  Design a community assessment on the 
proposed Good Heart Grocery & Eat 
Right Deli to provide baseline data for 
future evaluations and direction for the 
development of the grocery store;

■  Form a community coalition to ensure 
that a broad-based coalition will inform 
the health and nutrition services into the 
proposed retail venture; and

■  Produce a strategic plan for Good Heart 
Grocery & Eat Right Deli.

Community Assessment: Understanding 
the Environment and the People. 
The University team recently met with 
co-director Faith Spotted Eagle of the Brave 
Heart Society to assess food availability, cost, 
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and food quality in the community. The 
team visited food stores and paid particular 
attention to price, availability, and quality of 
both “healthy” and “unhealthy” food items, 
including fruits, vegetables, prepared and 
“take-out” foods, and beverages.  

The assessment of existing food vendors 
confirmed the need for an affordable grocery 
store that sold healthy and fresh foods in the 
area. “We saw differences in price, quality 
and promotion of foods and beverages 
between two grocery stores that were no 
more than one mile apart,” Champagne 
said. “The difference in fresh fruit prices 
was 150%. There was just no consistency in 
prices. What kind of options do residents 
have, especially those without transportation 
or those who may grocery shop once a 
month? Do they know that if they travel 
another mile food prices may be lower?” 

Champagne described one grocery store that 
placed highly processed, highly sweetened 
foods at eye level, above healthier food 
items. “As customers entered the store,” he 
said, “the first thing they would see is these 
processed foods. And fresh fruits were 
high-priced. You can understand someone 
buying fruit pies instead of fruit: they are 
more visible, they are better promoted, they 
cost less, and they will fill you up faster. 
People with few resources have to think how 
far their dollar will go.”  

The team also found that local gas stations 
sold ready-to-eat foods that were usually 
calorie-dense and often deep-fat fried. Such 
venues, located near Tribal residences, 
were most accessible to people who lacked 
transportation, such as children. “I don’t 
think I have ever seen so much fried food in 
one place,” Champagne said, after visiting 
the convenience stores in the Lake Andes 
area. “The fried food likely kept kids happy 
because it tasted good and parents happy 
because of its low cost,” he said. “The 
store also had quick service, so you can 
understand its appeal.” Champagne had 
other worries about food quality. “I visited 
a store in January 2012,” he said. “I saw 
frozen fried chicken with a use-by date of 
December 2012. All I could think is, how 
long do they hang on to this meat?” The 
team also noted that some products that 
had expired had been re-dated with new 
food labels. In addition, some of the foods 
available were very high in salt. “Can you say 
high blood pressure and stroke food?” asked 
Beckman in response to seeing some frozen 

fish that had nearly 4 grams of sodium for a 
2-ounce serving.

Because of Champagne’s experience as a chef 
in large venues, he was interested in food 
offerings in the casino in Lake Andes, given 
that casinos are major entertainment venues 
and food sources for residents and visitors. 
“It seemed that about 75% of the food in 
the casino buffet was deep-fried. I couldn’t 
help but think about the potential to offer 
healthier alternatives,” he said. “People in 
the food industry [like those in the casino] 
should know how to enhance flavors without 
using salt or fat.”   

In addition to understanding the food 
environment, the team has surveyed 
residents as a basis for future evaluation 
and to ensure that the needs and desires of 
the community inform future development 
of the grocery store and deli. The survey 
questions are based on topics identified 
through interviews with local community 
members and tribal leaders. The team also 
incorporated questions and constructs from 
the Food Sovereignty Tool.9 Food sovereignty 
is defined as “that state of being in which 
all community residents obtain a safe, 
culturally acceptable, nutritionally adequate 

diet through a sustainable food system that 
maximizes community self-reliance and 
social justice.”9 Thus, the survey included 
baseline measures of food security, food 
access, health status, demand for healthy 
food, desire for Native foods, and average 
household food expenditures. The team 
hopes to analyze their survey data in 
summer 2012.

A Collaboration  
Builds on Community  
and University Strengths
The Good Heart Grocery Project identified 
that establishing a locally owned grocery 
store and deli that sells locally grown 
and traditional foods would address the 
health needs of the community and build 
on community strengths. Brave Heart 
Society has established a strategy and local 
leadership team to develop the grocery 
store. The study team is also assessing the 
feasibility of developing a walk-in clinic, 
community education offerings, and cooking 
classes, as well as a mobile grocery store to 
reach elders and others not able to travel to 
the grocery store. 

The project has also provided an opportunity 
for the University of Minnesota team to 
deepen their skills as community-based 
participatory researchers and train 
promising future public health professionals. 
Beckman is committed to developing the 
talents of American Indian students in 
MCH and nutrition and is thus mentoring 
Champagne as he works on this project as 
part of his final MPH research project. “I 

work on another project to teach American 
Indians how to arrange food on a plate so 
it is attractive, how to control portion sizes, 
and how to create flavorful food without 
salt and fat,” Champagne said. “I think we 
need more American Indians trained in 
nutrition because we understand the cultural 
importance of food and family meals. We 
can change some cultural habits without 
invading the culture. While some cultural 
foods are unhealthy, like fry bread, our 
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original diets focused on lean meats, fresh 
fruits and vegetables. There is nothing in our 
culture that promotes soda pop with every 
meal. It is all about access to drinkable water 
and healthy foods. Fast food is not Native 
food. It is just cheap and accessible food.” 

“Jason is one example of how an American 
Indian health professional in training can 
have significant impact on health disparities,” 
Beckman said. “We need to promote future 
public health leaders and enhance their 
ability to do meaningful collaborative work. 
It is important to have people from our 
community in these training pathways, since 
we understand the cultural significance of 
food and how it fits into the fabric of health 
and disease. We also respect that food is 
medicine of the most natural kind and that 
good nutrition can have a substantial impact 
on health disparities.”

For More Information

http://www.ers.usda.gov/Publications/
AP/AP036/, the 2009 ERA/USDA report 
to Congress, Access to Affordable and 
Nutritious Food—Measuring and 
Understanding Food Deserts and Their 
Consequences
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The project receives funds from the University 
of Minnesota Healthy Foods, Healthy Lives 
Institute and is directed by Faith Spotted 
Eagle, from the Brave Heart Society, and 
Tiffany Beckman, an MCH graduate and 
endocrinologist from the Medical School at 
the University of Minnesota. In addition to 
Beckman (member of the Leech Lake Band 
of Ojibwe), other University collaborators 
are MCH-affiliated faculty member and 
nutritionist Jamie Stang, and Le Cordon 
Bleu-trained chef and MPH nutrition student 
Jason Champagne (member of the Red Lake 
Band of Chippewa). 

Dr. Tiffany Beckman is a member of the Leech Lake 
Band of Ojibwe. She is an Assistant Professor of 
Medicine and is a faculty member in Food Science 
and Nutrition. She is also a graduate of the University 
of Minnesota’s MPH program in Maternal and Child 
Health. She is the first American Indian to become a 
board certified endocrinologist. Her work focuses on 
diabetes and obesity. She is the co-director of the Good 
Heart Grocery Project. 

Jason Champagne is a member of the Red Lake Band 
of Chippewa. He has a Bachelor of Science degree in 
community nutrition from the University of North 
Dakota and is a graduate of the Le Cordon Bleu. 
He is a student in the Coordinated Master’s Program 
at the University of Minnesota, which provides both 
a Master of Public Health degree in Public Health 
Nutrition and the didactic course work and supervised 
practice components for registration eligibility and 
entry into dietetics practice. He is a recipient of the 
Shakopee Mdewakanton Sioux Community Endowed 
Scholarship. He is also a Ronald E. McNair Scholar. 
Mr. Champagne is a staff member for the project 
and will use some of the project data for his master’s 
project. 

Dr. Jamie Stang is an Associate Professor of Public 
Health Nutrition and Maternal and Child Health at 
the University of Minnesota. She serves as an advisor 
to the Good Heart Grocery Project. Having grown 
up in a frontier area bordered by two American 
Indian reservations, Dr. Stang has a strong interest in 
community-based participatory research that aims to 
prevent diabetes in American Indians.
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Policies that provide public support for programs and interventions 
that promote positive mental health as well as prevent, diagnose, 
and treat mental health disturbances in young children are 
essential to establishing the social conditions that enable families 
and communities to create nurturing, supportive contexts where 
children’s mental health can flourish. In May 2011, The Center for 
Leadership Education in Maternal and Child Public Health convened 
a symposium of public health and allied professionals to explore these 
issues and possible solutions. 

This event was intended for academic, public health, policy, and 
community practice professionals, advanced graduate students, and 
those with an interest in early childhood mental health promotion. 
Participants addressed the critical question of how we can best 
translate the science of early brain development into messages (across 
disciplines, communities, and cultures) that effectively communicate 
the evidence in support of such policies and practices. Additionally, 
this symposium emphasized and explored culturally relevant strategies 
for identifying and addressing the social emotional needs of young 
children across cultures and economic circumstances.

Keynote speakers included:

■  Robert Anda, MD, MS, Centers for Disease Control and Prevention

■  Atum Azzahir, Powderhorn/Phillips Cultural Wellness Center

■  Diane Benjamin, MPH, FrameWorks Institute

■  Ed Ehlinger (pictured at right), MD, MS, Commissioner  
of Health, State of Minnesota

■  Megan Gunnar, PhD, University of Minnesota, Institute  
of Child Development

■  Wendy Hellerstedt, MPH, PhD, University of Minnesota, 
Epidemiology and Community Health

■  Jim Koppel, MSW, Assistant Commissioner of Health,  
State of Minnesota

■  Tony LookingElk, Urban Health Advisory Committee,  
City of Minneapolis

■  Art Rolnick, University of Minnesota, Human Capital  
Research Collaborative 

■  Donald Warne, MD, MPH, Sanford Health System 

 
 

This event was sponsored by the Center for Leadership Education 
in Maternal and Child Public Health at the University of Minnesota 
through support from the Health Resources and Services 
Administration (HRSA), U.S. Department of Health and Human 
Services. Co-sponsors include the Minnesota Community Foundation’s 
Project for Babies, the Center for Excellence in Children’s Mental 
Health and the Human Capital Research Collaborative, both at the 
University of Minnesota.

2011 Public Health Symposium 
on Early Childood Mental Health

early childhood experiences—and the environments in which they occur—strongly affect the healthy development of 
every child. Dramatic advances in our understanding of early brain development, the critical importance of social 

environments that stimulate and nurture, and the consequences when such environments are absent or inconsistent 
have taught us that the developmental trajectory toward positive mental health begins early and affects health across the 
lifecourse. We know what can and MUST be done to ensure that ALL infants and young children receive what they need 
from their caregiving environments to develop into happy, healthy individuals, both physically and emotionally, and to 
optimize their opportunities for happiness and physical and emotional health.

Translating the science of early experiences into culturally informed policy and practice

Videos are available. You can visit http://www.epi.umn.edu/mch/
index.php/Page/View/eCMH-2011 for archived video recordings of 
presenters from the two-day session.   
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Intimate Partner Violence— 
A Significant Public Health 
Problem 
Anyone can be a victim of violence, but 
women—especially poor women—are more 
likely to experience IPV.1–3 In 2010, the 
National Intimate Partner Violence Survey 
found that nearly 1 in 3 women in the U.S. 
will experience physical or sexual violence 
by an intimate partner in their lifetime.3 
Women are more likely than men to report 
adverse physical or emotional outcomes as 
a result of experiencing violence.4 Survivors 
suffer from increased rates of depression, 
anxiety, and post-traumatic stress disorder 
(PTSD) compared to those who don’t 
experience IPV.5 Those who experience 
IPV are also more likely to use more health 
services than those who do not,6 making 
efforts to mitigate the effects of IPV doubly 
beneficial—serving both the individual 
and reducing the cost burden on an already 
over-extended health care system.  

Community-based Organizations 
Community-based organizations have 
long led the charge in providing treatment 
and advocacy services to survivors of 
IPV. Despite ongoing struggles to balance 
overwhelming need with shrinking 
budgets, these organizations continue 
to seek best practice approaches to help 
survivors reclaim their lives and health. 
The integration of mind-body modalities 
is not new to the ever-innovating domestic 

violence field, but designing new models, 
testing them, and building the evidence 
evaluating effectiveness of these approaches 
might be.

Is Yoga Mainstream 
“Technology”? 
The National Center on Complementary and 
Alternative Medicine (NCCAM) describes 
yoga as a mind-body practice that combines 
physical postures, breathing techniques, and 
meditation or relaxation. Yoga is used by 
many to improve fitness, promote relaxation, 
and address specific health conditions.7 For 
some it is a spiritual practice. Using data 
from the 2007 National Health Interview 
Survey (NHIS), NCCAM estimated that 
during the year preceding the survey more 
than 13 million adults and 1.5 million 
children in the U.S. had used yoga,7 making 
it one of the most popular complementary 
and alternative medicine (CAM) modalities7  
and suggesting that this once “alternative” 
practice has become a mainstream 
technology in so far as it is a widely accepted 
and used tool available to anyone interested 
in it. 

Assessing the Role of Yoga  
in Stress Reduction
The Trauma Center, a program of the 
Justice Resource Institute in Brookline, MA, 
conducted a randomized control study to 
evaluate the effectiveness of a short-term 
yoga program as a complementary treatment 

for chronic PTSD. The study included 
64 18–58 year-old women with chronic 
PTSD who had not responded to previous 
treatment for the condition. Participants 
were assigned to either a 10-week 
trauma-informed yoga class (intervention 
condition) or to a general women’s health 
education class (control condition). 
The study found statistically significant 
reductions in PTSD symptoms in the yoga 
group with 52% of participants no longer 
meeting the criteria for PTSD, compared 
to a 21% reduction in the control group.8 
They also found statistically significant 
decreases in affect dysregulation and 
increases in tension reduction activities in 
the yoga group.8 Clark and her community 
collaborators in Minnesota are working on 
how to best align assessment measures and a 
yoga intervention protocol with those used 
in Massachusetts, with particular interest 
in how the intervention was crafted to best 
serve the needs of IPV survivors.

Minnesota Partnership Project 
A collaborative partnership between the 
University of Minnesota and the Domestic 
Abuse Project (DAP) in Minneapolis, MN, 
was developed to test the feasibility of a 
12-week yoga intervention to improve the 
mental health and coping skills of women 
involved in group therapy following IPV. 
According to Clark, the university-based 

for survivors of intimate partner violence (IPV), building capacity to use  
self-directed “technologies” such as meditation, breathing, or physical 

movement, offers an opportunity to restore confidence and mind-body 
connectedness and improve overall mental health and functioning. One MCH-
affiliated faculty member, Cari Clark, ScD, is exploring how yoga can be used to 
strengthen the coping capacity of survivors of domestic violence.

by Julia Johnsen, MPH

Yoga: A Tool to Strengthen  
  the Mental Health and Coping Skills of Violence Survivors?
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principal investigator for the project, the 
long-term goal of this collaborative effort 
is “to develop a novel, evidence-based 
group therapy approach that monitors and 
improves IPV survivors’ mental health and 
coping skills.” The intervention includes 
group yoga activities designed to enhance 
the capacity of survivors to cope with the 
common mental health sequelae that follow 
IPV. The primary aims of this feasibility 
project are to assess whether incorporating 
yoga-based skills into group therapy will 
be accepted and perceived as meaningful 
and safe by women. The goal of creating a 
safe environment where women have the 
opportunity to connect to their bodies seems 
achievable, but for survivors of violence, 
the mind-body connection is anything but 
simple—or safe.

The intervention will incorporate elements 
of trauma-informed yoga into a 12-week 
aftercare group therapy program. The yoga 
curriculum will be designed for clients 
of all physical ability levels, requiring no 
previous yoga experience. Exercises will be 
low impact, consisting of light stretching, 
movement, and holding postures for short 
periods of time. Over the course of the 
12-week aftercare program, the investigators 
will assess: self-report measures of stress, 
depression, anxiety, PTSD, hopelessness, 
emotion regulation, coping self-efficacy, 
reactions to study participation, acceptance 
of yoga, and the frequency of the self-care 
practice at home.

What Makes Yoga  
a Compelling Intervention? 
Angie Lewis-Dmello, MSW, Supervisor 
of Youth Services at DAP and the 
community-based principal investigator 
for this project, describes the potential 
for a yoga-based intervention to support 
the “integration of [a women’s] cognitive 
self with her physical self which can help 
survivors integrate how they think about 
trauma, how trauma is held in their bodies” 
as one of the most compelling pieces of this 
research. Clark was drawn to the project 
because of her commitment to translating 
science into relevant community-based 
health interventions. She was drawn to DAP 
because “the organization’s commitment to 
research is a valuable asset in a community 
partner.” Being able to contribute to the 
literature on the efficacy of using yoga as an 
intervention strategy is important to both 
organizational partners. “Finding, designing 

and testing models that are feasible is key,” 
says Clark. Deena Anders, MPA, Director of 
Planning and Evaluation at DAP, states that,  
“Bringing a model to DAP that explores a 
new, integrative approach to group therapy 
is so valuable to us.” 

The investigators are designing an 
intervention model that is based on 
established practices used by therapists 
at DAP: the home practice will integrate 
strategies to develop a “body awareness,” 
mindfulness, breathing, and movement. 
Clark, Lewis-Dmello, and Anders agreed 
that an intervention that took extra time 
out of women’s lives (e.g., required them to 
attend an additional class), took additional 
facilities or cost, was “off the table,” and 
didn’t make sense for the population they 
serve.  

This project is funded through a one-year 
pilot grant from the University of Minnesota 
Clinical and Translational Science Institute’s 
(CTSI) Office of Community Engagement 
for Health. This pilot grant is intended to 
foster research, build collaboration, and 
strengthen existing research relationships 
between the community and University 
members; it promotes projects that involve 
reciprocal and equal university–community 
partnerships. This project meets those aims 
by aligning DAP’s 30 years of experience 
providing community-based services with 
the research expertise of University of 
Minnesota collaborators. 

The Possibility of Partnership—
Permission to Measure What 
Might Matter? 
According to Lewis-Dmello the theoretical 
orientation of DAP doesn’t allow for 
assessment of mental health issues. “DAP 
recognizes that, as victims and survivors, 
women get labels tacked on to them, and 
these labels persist—in the courts, in future 
settings with other providers, or they are 
internalized,” says Lewis-Dmello. DAP 
doesn’t use some standard assessment 
tools because of its deep commitment to 
promoting the full recovery of survivors, 
free from the often unintentional 
re-victimization they experience as a result 
of the labeling that comes from assessments 
designed to diagnose and treat. Instead, 
DAP chooses to work with symptoms, but 
not diagnoses.

The current project allows for assessment 
without the long-term impact of labeling. 

For example, DAP will not bill insurance 
companies for assessments or for treatment 
that may be associated with a particular 
diagnosis (e.g., depression, anxiety, PTSD). 
DAP staff view the ability to use assessments 
(by trained therapists) as an opportunity to 
help them better understand the population 
they are supporting and the co-occurring 
conditions survivors may present, while 
remaining committed to a theoretical 
orientation that doesn’t label survivors with 
specific diagnoses.

Finding Answers to Difficult 
Questions
Clark and DAP colleagues have not 
identified effective evidenced-based 
models for group-based interventions that 
incorporate yoga skills (versus full yoga 
sessions or classes). They are working to 
create one. At present, they are tackling the 
issues that arise when trying to conduct high 
quality, translational science in a complex 
community setting. Overcoming the many 
challenges inherent in the task will result 
in an intervention that is well-suited to the 
study population, setting the stage for a 
larger trial to examine the model’s success 
at improving survivor mental health and 
coping. 

“The route to better health is knowledge 
that is based on sound research and 
programmatic practice. The CTSI funding 
allows our collaborators to explore an 
innovative question relevant to a vulnerable 
population,” says Clark. “Building on the 
strength of a true university–community 
partnership, this project has the potential 
to contribute to the development of a novel 
therapeutic model that is safe, effective, 
and replicable by other domestic violence 
organizations throughout the nation.”
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For More Information

Trauma Center at Justice Resource 
Institute:  
http://www.traumacenter.org/index.php

The National Center for Complementary and 
Alternative Medicine (NCCAM), National 
Institutes of Health, is the U.S. Government’s 
lead agency for scientific research on the 
medical and health care systems, practices, 
and products that are not generally 
considered part of conventional medicine, 
including yoga. http://nccam.nih.gov/
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Increasingly, their brother and son Jonathan 
Ceballos, who works at El Colegio, began 
to notice changes in the mother–daughter 
relationship. “They both put aside time for 
this,” he says. “It was a good opportunity for 
them to work together, and I could see my 
sister and mother getting closer.”

Strengthening the bonds between Latina 
mothers and daughters is the kind of 
outcome that helps demonstrate the benefits 
of Project Wings programs, currently 
involving communities in Minnesota and 
Mexico. MCH-affiliated Carolyn Garcia, 
PhD, MPH, RN, an Assistant Professor at the 
University of Minnesota School of Nursing, 
and Rosa Maria Aguilera, researcher from 
the National Institute of Psychiatry in 
Mexico, serve as co-principal investigators 
for the bi-national project.

The Power of Voice
Through Project Wings, Garcia and 
Aguilera are applying an arts-based program 
to improve the connections between 
adolescents and their family members and 
offer community members an innovative 
way to articulate their experiences.

For several years, Garcia wanted to develop 
a project with photovoice, a process where 
a group uses photography in a structured 
way to express their voice on a specific 

issue and, in some cases, influence policy. 
In 2009, after building a relationship with 
El Colegio, she launched a pilot photovoice 
project at the school to promote healthier 
relationships between Latina mothers and 
daughters. Stronger mother–daughter bonds 
may enhance the health of Latina girls, a 
population disproportionately at risk for 
serious mental health issues, including 
depression and suicide.

“Photovoice offers an opportunity not only 
to focus on relationships with families, but 
also with other people in the community,” 
says Garcia. “You can see changes at the 
individual level and changes between family 
members. At another level, it can inform 
policy.”

Bonding in Minnesota
It is early on a Saturday morning in fall 2010 
at El Colegio, but the room is full of five 
adolescent–parent pairs who are ready to 
begin this different kind of family project.

The pairs are expressing their experiences 
as Latino immigrants through photography 
as part of Project Wings. In this session, the 
parent-and-child pairs are reviewing the 
photos that they took.

The daughter in one pair urges her mother 
to include the photo that she likes, and the 
two begin to sort through the rest of their 
options. As they move through the sessions, 
the pairs share the stories that are behind the 
photographs that they took.

every Saturday for eight weeks, 
12-year-old Kaily Ceballos and 

her mother Norma Gaona, along with 
four other parent–adolescent pairs, 
gathered at the El Colegio Charter 
School in south Minneapolis where 
they reviewed and discussed their 
assignments to document, through 
photos, the impact of immigration on 
their lives.

Strengthening the Bond:
 Arts-based Program Helps Improve Communication  
  between Latino Adolescents and Their Families

by Darlene Gorrill
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In several cases, those stories are filled with 
sadness. One parent explains the struggles 
of finding work in a new country, while 
another shares the tragic details of her aunt 
who was killed as she tried to emigrate to 
the U.S. Much of the conversation, though, 
focused on cultural traditions, ranging from 
food to celebrations to other aspects of life.

“When one of the parents described 
emotional memories, it was sad and 
happy at the same time,” says Blanca 
Raniolo-Olivares, Director of Community 
Outreach and Parent Engagement at El 
Colegio, who helped recruit families for the 
pilot and for Project Wings.

An enthusiastic supporter of photovoice, 
Raniolo-Olivares saw firsthand every week 
the positive interactions and powerful 
discussions that took place.

“The discussions were so dynamic,” she says. 
“They would go back-and-forth in talking 
about a photo and the reasons why they 
selected the ones for discussion. You could 
see the difference in the relationships. They 
worked together, and everyone was learning 
from each other.”

Their Project Wings photos revealed several 
themes. The importance of family values 
and education were emphasized. Families 
also shared a desire to keep their traditions, 
culture, beliefs, and customs alive. The 
group presented their photos during a public 
exhibition at the school that attracted more 
than 50 families, community members, and 
the Spanish-speaking media.

Project Wings involved and engaged parents, 
their children, and families. “It really helps 
build a community,” says Raniolo-Olivares. 

Expression in Mexico
Photovoice participants in Mexico 
documented the struggles of families with 
members who emigrate to the U.S. including 

the “feelings of loneliness, nostalgia, and 
the fear of family disintegration,” says 
Aguilera. “The project both helps define 
the main problems of the community, 
including generational conflicts and lack of 
government support,” she says, “while at the 
same time identifying some of its strengths, 
such as festivals and traditions.

Emigration can place a strain on the family 
relationships. “Family disintegration caused 
by emigration to the U.S. produces homes 
where grandmothers are left with the 
responsibility of raising grandchildren,” 
she says. “The relationship between 
grandparents and grandchildren is often 
complicated because the generational 
perspectives are not mediated by the parents, 
who are now in the U.S.”

As a result, both grandmothers and 
granddaughters complain about neglect- 
grandmothers because they receive no 
financial or emotional support to raise their 
grandchildren and grandchildren because 
they feel misunderstood by both parents and 
grandparents.

Photovoice helped the participants express 
their feelings. “The project allowed them to 
share their experiences related to emigration 
of family members within their community 
and also helped increase interest in activities 
that encourage youth participation,” 
Aguilera says.

Next Steps
Project Wings will complete the final 
Minnesota group involving Latino parents 
and adolescent boys in Summer 2012, 
with an exhibit held in Bloomington, 
Minnesota. Carolyn Garcia can be contacted 
for details at garcia@umn.edu. Immediate 
next steps include developing a website to 
share the bi-national photovoice results 
representing the themes from all groups in 
both countries, and developing a network 
of adult and young adult photovoice 
facilitators who can serve as resources for 
other organizations, agencies, and projects in 
which photovoice methods are being used.

For participants, the benefits of photovoice 
projects continue. “The whole family learned 
more about their history, their traditions, 
and culture through the story that they and 
their photos told,” says Jonathan Ceballos. 
His mother and sister still are taking photos. 
“Not only is there the opportunity to grow as 
a family, there is the opportunity to grow as 
themselves,” he says.

This article originally appeared in School of Nursing 
Magazine (Fall/Winter 2011), reprinted with 
permission. The full issue is available at:  
http://www.nursing.umn.edu/magazine/home.html
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Women’s Health:

Understanding Vulvodynia
“Vulvodynia (VVD) is an under-recognized, debilitating, and stigmatizing 

condition,” said Bernard Harlow, an MCH-affiliated faculty member 
and Head of the Division of Epidemiology and Community Health, School of 
Public Health at the University of Minnesota. “Up to 10% of the adult female 
population may develop it over their lifetime,” he said. “The sad thing is we 
believe that nearly 40% of sufferers never seek treatment. This is really a hidden 
disease. Women don’t tell their doctors, they don’t tell their friends, they don’t 
tell their partners. They just suffer in silence.” Harlow said. “Women’s health 
researchers have also been relatively silent,” he continued. “VVD is not on our 
radar. We don’t know its epidemiology, its causes, or its treatment.”   

Harlow and another MCH-affiliated 
faculty member, Ruby Nguyen, are 
conducting a population-based study to 
gather etiologic information in order to 
understand possible treatments and even 
prevention of VVD. “We are studying 
whether a specific pathway—altered 
immune-inflammatory response (IIR)—is 
important to the development of VVD,” 
Nguyen said. “We are also intrigued about 
the apparent race differences in VVD. 
While whites and African-Americans have 
a similar prevalence, it appears that VVD 
may be higher in Hispanic women,” she 
stated. Nguyen said there are many possible 
explanations for race differences, ranging 
from race-specific variation in reporting the 
condition to race-specific variation in the 
exposure to known or unknown risk factors 
associated with the condition. 

What is vulvodynia? The International 
Society for the Study of Vulvovaginal 
Disease (ISSVD) defines VVD as “chronic 
vulvar discomfort, most often described as 
burning pain or pain on contact occurring 
in the absence of relevant visible findings or 
a specific, clinically identifiable, neurologic 
disorder.” The classification of VVD is based 
on the site of the pain, whether it is specific 
to a region of the vulva or painful through 
the entire region, and whether the pain is 
spontaneous, provoked, or a mixture of 

both.1 Onset can be acute or gradual, and 
pain can be constant or intermittent. The 
pain can be specific in one area or diffuse.2 

VVD is often accompanied with other 
conditions. About half of those with VVD 
may have skin conditions, allergies, or 
bowel problems; about one-third may have 
urological conditions; about one-quarter 
may have chronic pelvic pain; and about 
15% may have bone pain. VVD may be a 
neuropathic disorder in which the sensory 
nerves to the vulva are hypersensitive.3,4 This 
hypersensitivity may extend beyond the 
vulva to areas such as the upper arm, shin, 
and thumbnail suggesting an indication of 
central sensitization involving the spinal 
cord and central nervous system.3 

Christin Veasley, Executive Director of the 
National Vulvodynia Association (NVA) 
adds that “it’s important to note that 
there is a growing body of evidence that 
women with vulvodynia are more likely to 
suffer from other pain conditions such as 
painful bladder syndrome, fibromyalgia, 
temporomandibular disorders, chronic 
fatigue syndrome, among others.” She 
continues that “this is important because 
many women and clinicians look at these as 
“separate” when they in fact may not be. In 
a subgroup of women this may be a disorder 
of the central nervous system.”

In addition to physical pain, VVD causes 
extreme psychological stress for a woman 
and her partner, especially if a woman’s 
report of pain is considered to be an excuse 
to avoid intimate physical relations.5 

An NIH-funded study of 100 women with 
vulvodynia found that: 

■  75% felt “out of control” of their bodies;
■  50% felt “out of control” of their lives 

because of vulvar pain;
■  60% report that VVD compromised their 

ability to enjoy life; and
■  60% stopped having sexual intercourse 

because of the pain.6

How common is vulvar pain and VVD?  
Several U.S. studies suggest that the 
lifetime prevalence of unexplained vulvar 
pain in women in the U.S. is estimated 
to be between 16-28%.6–8 Although a 
large proportion of women identified in 
the general population with vulvar pain 
symptoms would likely meet the clinical 

by Julia Johnsen, MPH, and Wendy Hellerstedt, MPH, PhD
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criteria for VVD, the true prevalence of 
this disorder is unknown since clinical 
confirmation is required for a definitive 
diagnosis. Harlow and Stewart found that 
40% of women who suffer from vulvar 
pain failed to seek treatment.7 If 25% of the 
women with vulvar pain met the clinical 
criteria for VVD, that would mean that 
several million women in the U.S. have VVD.  

What causes VVD?   There is no single 
known cause of VVD, but it has been 
hypothesized that a range of conditions, 
from genetic, infectious, psychological, 
hormonal, environmental, and neuropathic 
could be etiologic.9 Harlow and Nguyen 
are especially interested in the potential 
for an immunologic etiology. Biological 
markers that indicate an altered 
immune-inflammatory response are more 

commonly observed in women with VVD 
compared to those without VVD, Nguyen 
said. “For example,” Harlow said, “an 
infection or some other environmental 
assault may trigger a prolonged immune 
response that, in some women, may lead to 
the proliferation of nerves within the vulvar 

region. This would cause symptoms well after 
the visible signs of infection or inflammation 
are gone.” 

The Immunological Response and Risk 
of Vulvodynia study at the University of 
Minnesota.  Identification of pathogenic 
mechanisms and of the exposures associated 
with VVD are critical to the prevention 
and treatment of VVD. While women 
are encouraged to seek care for VVD to 
minimize the physical and psychological 
symptoms, current therapies often do not 
eliminate vulvar pain symptoms.  

To examine whether altered 
immune-inflammatory responses are 
associated with VVD, Harlow and Nguyen 
are conducting a community-based 
case-control study. They are conducting 
mailed screenings of women 18–40 years 
of age who have used community-based 
clinics within the Minneapolis/St. Paul 
metropolitan area that offer services 
regardless of insurance within the past 
two years. Those suspected to be currently 
experiencing vulvar pain are asked to come 
to one of several clinical diagnostic centers 
to confirm the presence of VVD. Women of 
similar ages with no history of vulvar pain 
are asked to serve as a comparison group. 
Once confirmed, women with and without 
vulvodynia are asked to provide medical 
VVD information and biological samples 
that will be used to try to understand 
both the cause of the condition and the 
pathological nature of the condition as well.  

Over the past two years, Harlow and Nguyen 
sent screening surveys to approximately 
25,000 women and nearly 14,000 have been 
returned. Of those, 607 women (about 5%) 
were identified as possibly having VVD (i.e., 
defined for this study as having unexplained 
vulvar pain within the past 6 months). All of 
the 607 women were invited to participate in 
a clinical assessment.

Of the 151 women who responded to their 
invitation to participate in the study and 
have had a clinical visit, 80% were diagnosed 
with vulvodynia, suggesting a 6-month point 
prevalence of 3.5%. Harlow and Nguyen note 
that this is likely a conservative estimate, as 
this study does not capture women who have 
experienced vulvar pain in the more distant 
past (i.e. not within the past 6 months). 

The next steps for the study will be to 
continue to recruit potential cases  
and controls and to begin to conduct 

preliminary analyses to determine whether 
environmental exposures, as well as 
psychological trauma, influence the risk of 
vulvar pain onset.  

Harlow and Nguyen hope to learn more 
about what distinguishes women who do 
and do not go on to develop this debilitating 
condition. They feel their work is responding 
to the needs of women who have been silent 
or untreated for too long. “We have heard 
from so many study participants and their 
comments are both heartbreaking and 
reinforcing,” Harlow said. Harlow shared 
some comments that women have emailed to 
the study staff:

“It’s been surprisingly hard to adjust to this  
diagnosis emotionally. It’s upsetting to me 
that I had this for so long and didn’t know the 
pain I was feeling wasn’t normal, plus I feel 
embarrassed to talk with people about it.”

“Because of my participation and subsequent 
discussion with my friends about the study 
I found quite a few friends also have some 
symptoms. So I think the study will help 
a lot of women know that the pain is not 
something they have to live with and maybe 
someday develop treatments to help others. 
I think I mentioned this already, but until 
you contacted me I thought that the pain 
was normal and everyone felt the same pain. 
Considering that I am a nurse and most of my 
friends are nurses I think you will find that 
vulvodynia affects a lot of women.”

 Harlow and Nguyen agree that this kind of 
feedback confirms the need for this research. 
They are passionate about learning what 
factors can be modified to reduce the burden 
of this condition that affects so many women 
during the prime of their lives.

 
“We need to know more about the factors 

that increase the risk of VVD  
for women. In order to identify and 
evaluate treatment options, we need 
to better understand the causes and 

mechanisms of VVD. Without evidence 
generated by quality research, we have 

nothing more than compassionate  
care to provide women.”   

  –Christin Veasley, executive director, 
National Vulvodynia Association 

dAtA MoMeNt

What is the difference between point 
prevalence and lifetime prevalence?

Point prevalence of a specific condition 
includes all affected individuals in 
the population of interest at a specific 
point or period in time. The numerator 
includes all new and pre-existing 
cases during that time period. The 
denominator includes the total number 
of individuals (affected and not affected) 
in the population of interest. 

Lifetime prevalence includes all those 
who have had the disease or condition of 
interest.
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“There is a lack of evidence regarding the effectiveness of any set of treatment options.  
Treating symptoms is a trial and error process for women with vulvodynia.”  

  –Bernard Harlow

tHe NAtioNAL VuLVodYNiA AssoCiAtioN (NVA) 
www.nva.org

Where can clinicians, researchers and 
those suffering from vulvodynia go for 
information on vulvodynia? The NVA is a 
national nonprofit created in 1994. It funds 
research projects and investigators, as 
well as maintains a database of resources 
for clinicians and women with vulvodynia. 
The NVA works to provide education and 
support resources to affected women that 
enables them—and their clinicians—to 
make informed choices about their treatment 
options. Its Executive Director, Christin 
Veasley, is not only a powerful advocate but 
also a former vulvodynia sufferer. Testifying 
before a U.S. Senate committee in Feburary, 
2012, Veasley described how “pain exhausts, 
depletes and drains you in every capacity—
physically, emotionally, spiritually and 
financially…[Having vulvodynia] feels like 
my life and spirit are being sucked dry, and I 
have to fight to remain an active participant 
in my own life.”

Building an evidence base. NVA emphasizes 
the need for a coordinated, interdisciplinary 
approach to vulvodyina research, treatment 
and education. One specific NVA interest 
is understanding the relationship between 
vulvodynia and other disorders (e.g., 

fibromyalgia, chronic fatigue syndrome). As 
part of the Chronic Pain Research Alliance 
the NVA partners with other national 
organizations to leverage clinical, research 
and educational resources toward building 
a more complete evidence base about the 
etiologic mechanisms that may underlie 
many chronic pain conditions. 

More than 50% of the NVA’s budget supports 
research. According to Veasley, it has two 
funding streams. One stream funds pilot 
research projects about vulvodynia risk 
factors, etiological mechanisms, modifying 
factors, and treatment effectiveness with 
the intent to establish preliminary data to 
secure larger research funds elsewhere. 
The other stream of funding is for a career 
development award to support young 
investigators who are interested in vulvodynia 
research and/or clinical care. Ruby Nguyen, 
an MCH-affiliated faculty member, has been 
a recipient of this award. 

More than 90% of NVA’s budget is from 
individual donors. Funds from foundation and 
industry funders have been difficult to obtain, 
in part because there is no FDA-approved 
treatment for VVD. Funding research is 
critical, Veasley said, because without it, 

there is no evidence to deliver patient or 
clinician education. “Medical professionals 
report using 30 different therapeutic 
approaches to manage vulvodynia symptoms. 
Women have to determine effectiveness 
through trial and effort that can take weeks, 
months or even years for some women.” 
There are so many unanswered questions, 
including how VVD may be associated with 
other chronic and complex pain disorders, 
including fibromyalgia and chronic fatigue 
syndrome, Veasley stated. 

Veasley will extend her work to promote 
vulvodynia research. In 2012 she was 
appointed to the federal Interagency 
Pain Research Coordinating Committee, 
a congressionally mandated panel of 
federal and non-federal researchers and 
representatives from non-profit public 
advocacy organizations. The committee was 
created by the Department of Health and 
Human Services, through the Affordable 
Care Act. It will work to identify gaps in 
research on the symptoms, causes, and 
treatment of pain conditions and will make 
recommendations for federal research 
programs in these areas. 
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Wellness Works is a University of 
Minnesota-based project that works with 
local public health and small businesses 
to examine whether efforts to address 
employee concerns about workplace safety 
and to promote the use of evidence-based 
smoking cessation resources will increase 
quit rates in small manufacturing firms. It 
is led by MCH-affiliated faculty members 
Deborah Hennrikus, PhD, and Harry 
Lando, PhD, as well as Lisa Brosseau, PhD, 
from the University of Minnesota School 
of Public Health. The research team works 
with managers and safety and/or wellness 
committees in participating companies to 
plan educational sessions and implement 
environmental changes that improve safety 
and promote smoking cessation.

 
 

The Small Business 
Environment: High  
Tobacco Use and Opportunities  
for Intervention 
Small businesses employ nearly 50% of all 
private sector workers in the U.S. In 2009 
there were 266,275 manufacturing firms 
in the U.S., employing nearly 11.6 million 
people: 94% of these firms had fewer than 
100 employees.1 While smoking rates have 
declined in most occupational groups, they 
remain higher among blue-collar workers in 
the manufacturing sector than in the general 
population.2 

Wellness Programs  
Are Good for Business
Worksite health promotion programs can 
increase employee productivity, reduce 
absenteeism, and decrease turnover.3 
They also reduce health care utilization 
costs and subsequently health insurance 
premiums and copays, and reduce workers 
compensations costs.3 In a comprehensive 

review of the literature on the return on 
investment of health promotion programs, 
Baicker et al. found that for each dollar spent 
on employee wellness programs, medical 
costs fell by about $3.27 and the costs 
associated with absenteeism fell by about 
$2.73.3 

Despite this high return on investment, the 
national 2004 Worksite Health Promotion 
Survey found that smaller companies were 
less likely to offer health promotion activities 
than larger businesses with more financial 
and personnel resources.4,5 Wellness Works 
addresses the lack of resources for both 
workplace safety and health promotion by 
emphasizing the use of existing community 
resources for health promotion. According 
to Hennrikus, “Rather than providing an 
in-house smoking cessation program in 
each participating worksite, for instance, 
Wellness Works promotes awareness and use 
of workers’ insurance benefits for smoking 
cessation and community resources, such as 
QuitPlan, the statewide smoking cessation 
telephone- and web-based quit smoking 
program.”

“tobacco use is the leading 
preventable cause of illness and 

death in the United States and smoking 
rates are much higher among workers 
in the manufacturing sector than in 
the general population. Worksites can 
be effective access points for reaching 
smokers with cessation services because 
they provide opportunities to reach large 
numbers of smokers and to combine 
behavioral, policy, and environmental 
strategies that encourage smokers to 
quit. We decided to work with small 
manufacturing businesses to promote 
smoking cessation because they have 
high smoking rates and they generally 
have very limited resources for health 
promotion.” –Deborah Hennrikus

Wellness Works:  
 Improving Workplace Safety and Employee Health

by Julia Johnsen, MPH
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Integrating Workplace Safety 
and Smoking Cessation
Wellness Works builds on the research of 
Sorenson and colleagues who found that 
employees were more likely to stop smoking 
when workplace health promotion and safety 
activities were combined.6 Sorenson, et al. 
speculated that blue collar workers perceived 
that risks of occupational exposures may 
outweigh personal health risks (e.g., 
smoking) and that addressing employee 
concerns about safety may increase worker 
receptivity to health education efforts.6 
Wellness Works thus surveys employees 
about their concerns about safety hazards 
at their worksites and then alerts managers 
and safety committees at participating 
companies to these concerns. The program 
also offers consultation on safety issues 
and how to improve the effectiveness of the 
safety committee.

Participating Companies 
and Measures of Program 
Effectiveness
In 2010, Wellness Works began enrolling 
manufacturing businesses with 20 to 150 
workers in Scott, Carver, Ramsey, and 
Hennepin counties in Minnesota. The 
researchers hope to enroll 64 businesses 
during this 4-year project.  

Study outcomes, including implementation 
of safety changes, use of cessation resources, 
and successful quits, will be assessed by 
surveys of all employees at the beginning 
and the end of a 12-month study period in 
each workplace. These surveys measure both 
worksite variables, such as safety climate, 
worker’s specific concerns about safety 
in their worksite, organizational climate 
(i.e., employee perceptions of the extent to 
which the business cares about employee 
well-being), and social capital of employees; 
and employee characteristics and health 
behaviors. The latter include questions about 
tobacco use and a variety of other health 
behaviors, such as consumption of fruits and 
vegetables, level of physical activity, and time 
since the most recent medical and dental 
check-ups. 

Delayed and Immediate 
Assistance Randomization
In order to evaluate the effects of the 
intervention, half of the companies will be 
randomly assigned to receive the 12-month 
intervention program immediately. The 
other half—those assigned to the control 
condition—receive the intervention 
only after employees have completed the 
12-month follow-up survey. “We need to 
compare safety and cessation outcomes 
in companies that have gone through the 

program with outcomes in companies that 
have not implemented the program in 
order to tell whether changes in safety and 
tobacco use are actually due to the program,” 
said Hennrikus. “We want all companies 
to receive the program, however, so we are 
providing the full program to control sites 
after they have completed participation in 
the study.”

The companies in the immediate assistance 
group will be offered:

■  A workplace safety consultation;
■  Technical assistance, educational 

materials, and presentations;
■  Nicotine replacement products and “quit 

kits” with quit smoking aids that will 
promote tobacco cessation and the use 
of community cessation resources for 
employees and families; and 

■  Consultation on insurance benefits and 
policies (e.g., smoke-free grounds policies, 
break activities that provide alternatives 
to smoking) that have been shown to 
increase smoking cessation among 
workers.

Both the immediate and delayed assistance 
companies will receive reports of the survey 
results on employee health and safety 
attitudes and practices. There will be no cost 
to the companies that participate. 

At the end of the 12-month study period, 

Randomization
Randomization is a methodological process through which 
people or other units of analysis are randomly allocated (i.e., 
by chance) to either a control or an intervention condition. In 
the Wellness Works study, worksites are randomly allocated to 
immediate or delayed intervention (control) groups. The purpose 
of randomization is to reduce study bias and it is dependent on 
the assumption that all randomized groups are equal EXCEPT 
FOR their allocation to an intervention or control group. We often 
think about study randomization when we think of clinical trials 
in which subjects are randomized to an intervention or placebo 
condition, but the process is also applied to study designs with 
other units of analysis. The National Cancer Institute discusses 
how randomization works in clinical trials at http://www.cancer.
gov/clinicaltrials/learningabout/what-is-randomization. The 
general themes discussed in this short piece are relevant to the 
Wellness Works study and others like it.

Unit of Analysis
Wellness Works will evaluate aggregate data from worksites, rather 
than individual data, to evaluate its success. To do so, it will collect 
baseline and follow-up surveys from individuals and combine that 
information from all workers at a single worksite to compare the 
aggregate data (e.g., the average score of all workers in a single 
site) of intervention and control worksites. The “unit” of analysis 
is thus the worksite, with worksite data derived from a collection 
of individual worker surveys. For a general discussion of units of 
analysis in quantitative research, go to http://sociology.about.com/
od/Research/a/Units-Of-Analysis.htm.

DATA MOMENTS
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the researchers will examine whether there 
are differences in use of cessation resources 
and change in smoking rates between the 
immediate and delayed assistance (i.e., 
control) sites.

Wellness Works Progress
Hennrikus reports that as of June 2012, 39 
worksites (employing between 20 and 150 
workers) were enrolled in the study, 29 have 
completed baseline data collection and 4 
have completed the 12-month follow-up 
survey. A total of 1494 employees, both 
smokers and non-smokers, have completed 
the baseline survey. Of those, 27% are 
female. The smoking prevalence at the 
worksites is nearly double that of Minnesota 
in 2010 (16.1%):7 24% of women and 32% 
of men reported being smokers. About half 
(56%) of the women and three-quarters 
(72%) of the men are in production, 
inventory, or maintenance positions. 
Baseline data collection will be complete in 
September, 2012.  

Participating businesses have been very 
interested in the survey findings and 
intervention sites have generally been able to 
fit this low-intensity program into their busy 
work schedules.

Implications of  
Wellness Works 
The project is about halfway completed. If 
the final results indicate that this approach 
is successful in decreasing smoking rates 
(i.e., smoking rates decline significantly 
more in the intervention sites compared 
to the control sites), it is hoped that this 
low-intensity program can be widely 
disseminated. “An important goal in 
designing this project was to create a 
program that could be disseminated or 
implemented by local health departments,” 
said Hennrikus. “It’s important that we 
develop and test interventions that don’t 
require additional resources from already 
stretched public health departments.”
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The MCH Navigator:

A Portal for MCH Information

■  Archived webcasts and webinars; 
■  Instructional modules;
■  Self-guided short courses;
■  Video and audio lectures; and 
■  University and conference presentations.1

The MCH Navigator is designed to guide 
users to materials that are appropriate for 
their positions and skill levels, by leading 
them through a short assessment (currently 
being developed) of current and desired 
knowledge. After the assessment, the MCH 
Navigator will suggest resources that are 
appropriate for the user’s skills and goals, 
with the capacity to tailor recommendations 
for every level of user, from the seasoned 
MCH professional to a public health student.

The MCH Navigator:  
Developed in Response  
to Needs Assessments  
of MCH Professionals
The MCH Navigator was developed to 
address the needs of MCH professionals, 
assessed by the MCHB’s Division of 
Research, Training and Education, Health 
Resources and Services Administration, U.S. 
Department of Health and Human Services.

In 2002, the MCHB surveyed 274 directors 
of MCH, Children and Youth with Special 
Health Care Needs (CYSHCN) and 
Medicaid agencies, as well as employees 
from local public health departments. It 
found that 90% of respondents believed 
that continuing education was important 
in professional development.2 Time, staff 
coverage, and costs were identified as 
barriers to receiving continuing education. 
Web-based training was suggested to 
help alleviate the challenges in attending 
conferences.3 The directors identified several 
continuing education needs for MCH 
professionals:

■  Systems development; 
■  Management and administration; and
■  Policy and advocacy.

A second needs assessment was conducted 
in 2008 by the Association of Maternal 
and Child Health Programs (AMCHP) 
Workforce Development Committee in 
partnership with Johns Hopkins University 
Women’s and Children’s Health Policy 
Center. A web-based survey was sent to all 
50 state directors of MCH divisions (96% 
response rate) and CYSHCN agencies 

(86% response rate). While respondents 
said that continuing education in the form 
of conferences and graduate education 
were preferred, they also cited material 
barriers (support and travel). The assessors 
recommended increasing the number of 
distance learning opportunities available and 
creating a web-based training resource to 
enhance access. 

 
The MCH Navigator: Designed 
by MCH Professionals, 
Using the MCH Leadership 
Competencies
The needs assessments provided guidance 
about topics of interest and articulated the 
need for a low-cost, accessible venue for 
materials delivery. The MCHB convened 
a workgroup that included representatives 
from schools of public health and state 
governmental agencies to identify relevant 
MCH topics and materials that best 
addressed continuing education needs. 
The Navigator used the MCH Leadership 
Competencies (developed by MCHB 
grantees and training programs, AMCHP, 

Public health professionals need 
access to current research to 

develop and maintain best practice 
programs and policies. The Maternal 
and Child Health (MCH) Navigator 
was developed by the Maternal and 
Child Health Bureau (MCHB) as an 
online resource designed to address 
the diversity of continuing education 
needs of MCH professionals and 
students. It is a portal that links 
the user to external online training 
resources, including:

Tailored to User Needs
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and other national MCH groups) as the 
conceptual framework to guide the project’s 
rationale and content. Competencies 
include critical thinking, self-reflection, 
communication, cultural competency, and 
teaching and learning.4 The Navigator’s 
learning resources thus reflect the 
competencies and key topics identified by 
MCH professionals: 

■   MCH 101 (e.g., population health, MCH 
principles, Title V history, legislation and 
implementation, and accountability);

■  MCH conceptual models, including the 
lifecourse framework;

■  Management theories and skills;
■  Communications (e.g., scientific, grant 

and translational writing skills; public 
speaking; media; data presentation);

■  Epidemiology for basic and advanced 
learners;

■  Leadership (e.g., concepts, developing 
teams, handling conflict and change, 
developing self, ethics);

■  MCH planning cycle, including 
assessment, planning, implementation, 
evaluation, and policy development; and 

■  Targeted MCH populations, including 
women (pregnant and women in 
general), children, infants, and youth.1

The designers of the MCH Navigator are 
still building its resources and are soliciting 
input from potential users on the site. They 
will continue to expand its offerings and 
update its materials, to ensure the vitality 
and relevance of the site.
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In summer 2011, a preliminary 
evaluation of the MCH Navigator was 
implemented to assess the need for site 
modifications. University of Minnesota 
MCH graduate Nicole Steffens 
(pictured) worked on this evaluation as 
part of her MPH field experience. 

The Maternal and Child Health Bureau 
(MCHB) recruited volunteers from 
Title V MCH agencies, as well as from 
other MCHB divisions, to comment on 
the usability and quality of the MCH 
Navigator. The volunteers varied in 
experience in public health, region 
of work, and professional titles and 
duties. They provided quantitative data 
and qualitative feedback about the 
relevance of the Navigator to the MCH 
field, as well as the clarity, accessibility, 
and design appeal of the site. Their 
comments about the usefulness and 
potential of the website were positive. 
The MCH Navigator will be expanded 
to include more learning opportunities 
for experienced professionals. The 
Navigator Workgroup is now screening 
new materials related to additional MCH 
learning areas and brainstorming how 
to bundle learning modules for specific 
groups of professionals in MCH, such 
as:

• New hires or support staff; 

• Mid- to senior-level staff in 
MCH programs (i.e., experienced 
professionals who are new to public 
health generally or to MCH specifically);

• Staff of local health departments;

• Members of advisory boards, work 
groups, or committees; and 

• Community advocacy groups.

“My field experience made me aware 
of how important it is to use the 
most current technology, and training 
approaches, to provide continuing 
education,” Steffens said. “Developing 
this website was not just a matter of 
finding best practices material and 
creating webpages for them. Just as 
important as the quality of the materials 
was the accessibility of the website.” 
The field of MCH is a broad one, full 
of PhD-level researchers, MPH-level 
program and policy development 
people, clinicians, advocates, and 
health educators. The learning styles 
of MPH professionals and students, 
and their continuing education needs, 
vary with their positions and their 
training. “I came to appreciate that the 
delivery of the materials—as well as 
the content itself—was critical,” she 
continued. “This field experience was 
like taking a top-level course in how to 
use technology for education. It also 
reinforced the dedication MCHB has 
to providing MCH professionals with 
state-of-the-art information so we can 
do our best for the populations we are 
dedicating to serving.”

Where is the Navigator?

For more information on the Navigator’s 
background, screening process, and 
learning opportunities on the site, 
visit: http://navigator.mchtraining.net/. 
Information about other MCHB projects 
can be found at: http://www.mchb.hrsa.
gov/training/.    

to learn more about the MCH Leadership 
Competencies visit: http://leadership.
mchtraining.net/

EVALUATING THE MCH NAVIGATOR
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EBLLs are especially common among 
refugee children who are male, younger, 
and living in older homes.5,6 Trepka et al. 
found being male, having a racial/ethnic 
identification other than white, eating 
paint chips, and living in a home built after 
1979 were associated with EBLLs in Cuban 
refugee children.6

The Centers for Disease Control and 
Prevention’s (CDC) 2005 guidelines call 
for all refugee children ages 6 months to 
16 years to have a blood lead screening 
done within 90 days of their arrival in the 
U.S.7 The guidelines also recommend that 
a repeat test be done on refugee children 
ages 6 months to 6 years within three to six 
months of their arrival, regardless of initial 
test results. 

Few studies have looked at whether refugee 
children are receiving repeat blood lead 
tests and, if so, which ones are most likely to 
receive them. An evaluation of the feasibility 
and practicality of implementing the CDC 
recommendations in Minnesota found that 
93% of the 150 refugee children sampled had 
a repeat blood lead test.8

Blood Lead Screening  
in Minnesota
We examined blood lead screening in 
Minnesota refugee children from 2004 

to 2007 in order to characterize screened 
refugee children, those with an EBLL, and 
those who received a repeat blood lead test. 

Minnesota is an ideal place to examine 
blood lead screening efforts in refugee 
children. Between 1979 and 2007, 88,643 
refugees from 74 countries were resettled in 
the state. These refugees include those who 
are classified as primary refugees, asylees, 
parolees, or victims of trafficking.

Our data were from the Minnesota 
Department of Health’s Refugee Health 
Program and the Lead Surveillance Database 
in the Environmental Health Division. The 
Refugee Health Program receives assessment 
data on clinical measures including blood 
lead levels from clinics and providers who 
administer a mandatory health assessment 
to refugees within 90 days of their arrival. 
About 98% of refugees in Minnesota receive 
an initial refugee health assessment.9 
The results from this assessment and any 
subsequent lead test results are also stored in 
the Lead Surveillance Database. Assessment 
of blood lead level is mandatory for children 
who are younger than 5 years of age.

Our sample of 1,256 refugee children were 
younger than 6 years old on arrival from 
their birth country had at least one blood 
lead screening between January 1, 2004, and 
December 31, 2007, and had a result stored 

in the Lead Surveillance Database.

Our dependent variables were the number 
of refugee children who had an EBLL and 
the number of refugee children who had a 
repeat blood lead screening test regardless 
of their baseline EBLL status. An EBLL was 
defined as a lead level ≥10 µg/dL.

Our independent variables were sex, age 
at first screening (0–3 years, 4–5 years), 
year of arrival, county of resettlement, 
region of origin (Southeast Asia, Eastern 
Europe and Russia, West Africa, and 
East Africa), and result of first blood 
lead test. We used chi-square analyses to 
describe the characteristics of children 
who received a repeat test and multivariate 
logistic regression, adjusted for sex, age at 
first screening, year of arrival, county of 
resettlement, and region of origin to predict 
EBLL and to predict receipt of a repeat test. 
Baseline blood level was also included in this 
latter analyses. Our findings were:

■  43% of the 1,256 refugee children screened 
at arrival were younger than 3 years old 
and about 34% were 4–5 years old

■  63% were from Southeast Asia
■  48% lived in Ramsey County
■  The largest number of refugee children 

screened over the four-year period arrived 
in 2005 (37.5%).

■  Of the 1,256 children who were screened 

one of the goals of Healthy People 2020 is to eliminate elevated blood 
lead levels (>10µg/dL) in children.1 Exposure to lead is associated with 

poor school performance, learning disabilities, hearing damage, poor muscle 
coordination, decreased muscle and bone growth, and nervous system damage. 
Over the past decade, the prevalence rate of elevated levels of lead in the blood 
of people in the U.S. has decreased from 2.2% to 0.7%.2 However, the prevalence 
of elevated blood lead levels (EBLL) among refugee children in this country 
remains high.3-6 Geltman and colleagues analyzed the blood lead levels of refugee 
children arriving in Massachusetts and found the rate of elevated levels was twice 
as high among refugee children as it was among children in the U.S.3

Blood Lead Screening
 among Newly Arrived Refugees in Minnesota

by Mandi Proue, MPH, Rhonda Jones-Webb, DrPH, and Charles Oberg, MD, MPH
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at baseline, 72 had elevated levels of lead 
in their blood.

■  Children with an EBLL were more 
likely to be younger than 3 years of age 
(n=34), male (n=45), from Southeast 
Asia (n=47), and live in Ramsey County 
(n=42).

■  47% of the children tested at baseline 
received a repeat blood lead test.

■  Children who were younger, male, and 
from Southeast Asia and East Africa 
were significantly more likely than other 
children to receive a repeat blood lead 
test.

■  County of resettlement was not 
associated with having a repeat blood 
lead test. Of the children who received a 
repeat blood lead test, 7% had an EBLL.

■  None of the demographic variables 
were associated with having an EBLL at 
baseline in adjusted analyses.

■  The odds of having a repeat test were 
higher for children who were younger, 
from East Africa, and who had an EBLL 
at baseline. The likelihood of having 
a second test was greatest for refugee 
children arriving in 2005.

Refugee Children  
in Minnesota  
at Increased EBLL Risk
The prevalence rate of EBLLs in refugee 
children was nearly six times the rate for all 
Minnesota children in 2008 and eight times 
the U.S. rate in 2005.10

National guidelines recommend repeat 
lead screening regardless of EBLL status 
upon arrival for all refugee children. In 
Minnesota, less than half the number of 
refugee children screened for an EBLL at 

baseline received a repeat blood test. There 
may be several reasons for this:

■  Refugee families may not be fully aware 
of the risks of lead poisoning and the 
importance of lead screening.6 

■  Refugee families may be dealing with 
other more pressing issues (e.g., housing, 
employment) that prevent them from 
seeking a repeat blood lead test for their 
children. 

■  For some families, there may be no one in 
the household who is proficient enough 
in English to understand reminder cards 
or other outreach efforts regarding lead 
screening. 

■  Health care providers may have become 
less vigilant about following the 2005 
guidelines regarding repeat blood lead 
testing. We found refugee children 
arriving in 2007 were significantly less 
likely to receive a repeat screening than 
those who arrived in 2006 or 2005.

Younger children were more likely than 
older children to receive a repeat blood 
lead test. This may be because younger 
children are more likely than older 
children to be at risk for lead poisoning 
and to come in contact with primary care 
providers through regular check-ups and 
immunization appointments. The odds 
of receiving a repeat blood lead test also 
were higher for refugee children who had 
an EBLL at the first screening (OR=6.19). 
This suggests that those children are 
being managed according to Minnesota 
Department of Health and CDC guidelines.

Our results on repeat blood lead testing 
differed from those of Zabel and colleagues, 
who found a much higher percentage of 
refugee children in Ramsey County being 

retested for EBLL.8 In contrast, our study 
included a larger sample (1,256 vs. 150), 
a longer time frame (four years compared 
with one), and children from throughout 
the state. It is also important to note that 
Zabel and colleagues conducted their study 
immediately after the adoption of the 2005 
CDC guidelines when there may have been 
greater awareness of them. Their study 
was also specifically designed to assess the 
feasibility and practicality of following the 
2005 CDC guidelines in Minnesota. 
There are limitations to our findings:

■  The number of refugee children with an 
EBLL at baseline was 72 (6%). This small 
number may have limited our ability 
to detect significant differences in the 
demographic characteristics of refugee 
children with and without an EBLL. 

■  Our results may have been different had 
we collected data over a longer period of 
time. 

■  There may be have been errors in 
reporting the number of refugee children 
screened for EBLLs.

■  Our results can only be generalized to 
refugee children who received at least 
one blood lead screening and not to all 
refugee children in Minnesota.

Our findings indicate that it may be 
important to identify potential barriers 
to repeat lead screening among refugee 
children, the best sources for conveying 
information to families about lead 
screening, and which health messages 
regarding lead screening are most likely 
to resonate with refugee families. Taylor 
and Holtrop found that involving the 
community in the development of outreach 
programs was important to the success 
of their blood lead screening program.11 
Primary care providers may also need 
to be periodically reminded about the 
importance of repeat blood lead testing of 
refugee children.

A longer version of this article was 
published in the June 2010 issue of 
Minnesota Medicine and is available 
at: http://www.minnesotamedicine.com/
PastIssues/PastIssues2010/June2010/
ClinicalProueJune2010.aspx.  This edited 
version is reprinted with permission from 
Minnesota Medicine.
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opportunities in the field of MCH 

1. MCH MPH graduates often work with—or on behalf of—socially and economically 
vulnerable populations that include women, children, youth, and family members 
(broadly defined to include fathers, grandparents, etc.).

2. MCH is one of the oldest—and one of the most varied—areas in national health 
promotion and assurance in the U.S. In the U.S. there is a national agency 
dedicated to MCH work, the Maternal and Child Health Bureau, which oversees 
public health programs that address a wide range of topics, including reproductive 
and prenatal health care access, newborn screening, family home visiting, care 
of children with special health care needs, and autism research. All of these 
initiatives require MCH professionals at national and local levels (see http://www.
hrsa.gov/about/organization/bureaus/mchb/).

3. MCH MPH graduates develop public health programs and policies that focus 
on health promotion, health care equity, disease prevention, and primary care 
services. Their work is conducted in non-profit organizations, government agencies, 
universities, school districts, advocacy organizations, health clinics, and research/
academic institutions.

4. Every state—and many cities and counties—have departments specifically 
dedicated to MCH public health advocacy, assessment, and program development. 
In Minnesota, see http://www.health.state.mn.us/divs/fh/mch/ for a description of 
the many focal areas the State’s MCH Section.    

5. MCH MPH-level epidemiologists participate in research teams to conduct 
needs assessments, evaluate programs, and identify and promote social and 
environmental conditions that contribute to the health of women, children, youth, 
and families. MCH professionals with epidemiologic skills are especially in demand 
in city, county and state health departments. Because MCH epidemiology training 
is so important, the Centers for Disease Control and Prevention sponsors MCH 
epidemiology training and internships (see http://www.cdc.gov/reproductivehealth/
mchepi/index.htm).

6. MCH professionals are in heavy demand internationally. Most of the eight United 
Nations’ Millennium Development Goals focus on MCH areas, including eradicating 
poverty, reducing child mortality, empowering women/promoting gender equity, 
improving maternal health, and reducing the risk of HIV/AIDS and other diseases 
that affect vulnerable populations (see http://www.who.int/topics/millennium_
development_goals/en/).

7. MCH professionals have organizations that help them network and that provide 
them with opportunities for continuing education: the Association of Teachers 
of Maternal and Child Health (ATMCH; www.atmch.org) and the Association of 
Maternal and Child Health Programs (AMCHP; www.amchp.org).   
 
 

Quality of the university of Minnesota  
MCH MPH Program 

8. The University of Minnesota has one of the most respected MCH programs in 
the world. We have had more than 1000 graduates, many of whom have become 
leaders in MCH research, program development, and policymaking.  

9. The University of Minnesota’s MCH Program has about 40 regular or adjunct 
faculty members, representing a variety of disciplines (e.g., pediatrics, nursing 
epidemiology, sociology, public health, psychology, anthropology) and community 
and academic work settings.

10. To prepare our students for leadership positions, they are assigned to MCH mentors 
and they undertake field experiences with MCH leaders to enhance their research, 
program development, and policy making skills.

TOP 10 REASONS TO EARN AN MPH DEGREE 
IN MATERNAL AND CHILD HEALTH 

AT THE UNIVERSITY OF MINNESOTA
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At the end of a long grassy mall on the 
University of Minnesota Twin Cities campus 
sits the iconic Cyrus Northrop Memorial 
Auditorium. Built 82 years ago and named 
for the University of Minnesota’s second 
president, Northrop is the site of concerts, 
lectures, and graduation ceremonies. 
Northrop’s words carved over the entrance 
captures the University’s tripartite mission 
of research, teaching, and outreach:  “ ... 
founded in the Faith that Men are Ennobled 
by Understanding; Dedicated to the 
Advancement of Learning and the Search for 
Truth; Devoted to the Instruction of Youth 
and the Welfare of the State.”   

Nearly 18 years ago, with a similar purpose 
in mind, faculty members Associate 
Professor Renee Sieving and Professor Linda 
Bearinger in the Center for Adolescent 
Nursing in the University of Minnesota’s 
School of Nursing launched a continuing 
education institute. They designed it with 
the goal of disseminating the latest research 
on adolescent health and enhancing 
skills for effectively working with, and on 
behalf of, young people. What started as 
a one-day program quickly grew into a 
much anticipated, annual four-day Summer 
Institute in Adolescent Health (the fourth 
day is geared to graduate students and 

University of Minnesota adolescent health 
fellows). The reasons behind the consistent 
demand for the Institute can be found in 
18 years of evaluations: the relevance of the 
topics to practitioners, administrators, and 
advocates alike; the range and innovation of 
the teaching strategies; and the wide range of 
fields represented at each gathering. Institute 
themes illuminate the intentionality of 
design and also sheds light on its success. 

Attention to Current Issues  
in Adolescent Health
A key contributor to the success of the 
Summer Institute in Adolescent Health is the 
planning committee. This inter-professional 
planning group includes representatives 
from three Maternal and Child Health 
Bureau (MCHB)-funded University of 
Minnesota training programs: the Center 
for Adolescent Nursing; the University 
of Minnesota Leadership Education in 
Adolescent Health (LEAH) program; and 
the Center for Leadership Education in 
Maternal and Child Health. For many 
years Coordinated School Health at the 
Minnesota Department of Education, the 
MCH section of the Minnesota Department 
of Health, as well as the University of 

Minnesota Prevention Research Center for 
Healthy Youth Development and Teenwise 
Minnesota (a state-wide nonprofit) have 
co-sponsored the Summer Institute as 
well. In addition, community advisors are 
convened to bring practice expertise and 
community perspectives into the design of 
the Institute.

 
“ … great selection of topics. … keeps 
us informed of leading-edge research.”   

–Former Institute Participant 

The four-day Institute curriculum 
emphasizes different aspects of adolescent 
health and development, selected in 
response to emerging priorities for young 
people, in addition to ideas and issues 
expressed throughout the year to members 
of the Institute’s planning committee. 
The planning committee also considers 
the Institute’s focus in relationship to the 
Healthy People goals and Bright Futures 
Guidelines for Health Supervision of 
Infants, Children, and Adolescents. Past 
topics highlight the Institute’s applicability 
to clinical and public health practice with 
young people: 

the University of Minnesota 
has several HRSA-funded 

training grants, including the 
Center for Leadership Education 
in Maternal and Child Public 
Health, affording the opportunity 
for cross-disciplinary training and 
service collaborations. The following 
describes the work of the HRSA-
funded Center for Adolescent Nursing 
(CAN), and the leadership of its 
investigators, several of whom are 
adjunct MCH faculty members.

Summer Institute  
       in Adolescent Health
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■  Linking youth development and sexuality 
education;

■  Skills for effective health education; 
■  Engaging young people together with 

parents and families; and 
■  Promoting resilience in changing times.

The 2012 Summer Institute will focus on 
promoting health equity for young people 
by exploring the intersections of social 
determinants of health and the implications 
for providing high quality services across a 
variety of educational, clinical, and social 
service settings. In addition to interactive 
teaching, Institute attendees will participate 
in site visits to various community 
organizations, hearing from youth and 
providers about how they are addressing 
health equity in these settings.

Though the emphasis shifts each year, the 
Institute orients toward the conceptual 
paradigm of healthy youth development 
and the nurturance of protective factors in 
the lives of young people. Institute learners 
examine research with youth populations 
and their health-related behaviors, add 
new skills in evidence-based practice, 
and generate new strategies for programs, 
policies, and practices at both individual and 
population levels.

“ … hearing from youth offers the 
inspiration we need to rekindle 

 our efforts and energy.”  
  –Former Institute Participant

Regardless of the particular focus, the first 
day of every Institute concentrates on two 
critical elements in an evidence-based 
foundation for working with youth: 1) 
understanding adolescent development in 
its multiple dimensions and 2) youth culture 
within racially/ethnically, economically, 
and geographically diverse communities—
considered core for anyone working with 
young people! 

Drawing an Inter-Professional 
Audience
Each year, the local, state, and international 
participants represent an array of 
disciplines—health and social service 
providers, program leaders, health 
educators, teachers, psychologists, social 
workers, coaches, librarians, principals and 
school board members, as well as students/

fellows from six University of Minnesota 
training programs funded by the MCHB  
(HRSA/DHHS). 

“…it was amazing to have a chance 
to learn from so many other types of 

professionals.”    
–Former Institute Participant

The Institute draws highly experienced 
professionals along with new practitioners/
clinicians providing direct service care 
and program leaders working in advocacy 
and changing systems and public health 
practice. For students, the Institute offers 
an opportunity to make connections and 
explore potential jobs post graduation.

Innovations in Teaching
The Institute adheres to principles that guide 
effective adult learning and has built a great 
reputation for the use of innovative teaching 
strategies. These interactive teaching 
methods engage participants in creative 
ways to maintain high levels of energy and 
to facilitate deep learning. The planning 
faculty design strategies to give learners 
the opportunity to practice skills and use 
the knowledge they are gaining before they 
return to their jobs. In short, an extensive 
amount of skills are gained in an intensive 
amount of time. A comment frequently 

found in the evaluations speaks to the utter 
exhaustion and thorough exhilaration 
participants feel at the end of the three 
days. As one participant wrote: “This is the 
first conference where I’m actually leaving 
energized with lots of ideas.”

A consistent teaching method at the Institute 
is the use of table teachers, a strategy that 
ensures optimal teacher/learner ratios. The 
Institute started with Professional Adult 
Table Teachers or “PATTs,” drawn from 
local expert clinicians and youth workers, 
as well as faculty and fellows from the 
adolescent-focused programs in the Schools 
of Nursing, Medicine, and Public Health. 
Upon recognizing the value of PATTs, Young 
Adult Table Teachers or “YATTs” were 
added. Young people from the Adolescent 
Actors Teaching Program (a patient 
simulation program started in the Center for 
Adolescent Nursing in the 1990s), and youth 
involved in leadership roles in their schools 
or communities, (e.g., peer educators) are 
recruited from around the state. Five or 
six participants are assigned to tables, each 
with a PATT and a YATT, who are trained 
to co-facilitate activities throughout the 
Institute. Brainstorming and reflection 
activities happen at tables and the different 
experiences and discipline-informed insights 
from table members makes this one of the 
most highly valued features of the Institute.

   

“ … I like that the learning was broken 
into lecture, reflection group work, and 
site visits. This could have been three 

long days, but instead the days flew by.” 

–Former Institute Participant

This article was originally published  
in Center for Adolescent Nursing,  
Vol. 15, Issue 1 (Spring 2012). 

Number of years the Summer Institute 
in Adolescent Health has been offered
 
Number of U.S. states represented in 
the 18 years of the Institute  
Different teaching strategies used over 
the life of the Institute

Number of participants at each year’s 
Institute

Average % of Institute participants 
and faculty from under-represented 
minorities

Number of co-sponsoring Institute 
partners

Summer Institute  
in Adolescent Health  

By the Numbers

18

16
21
60

24

7
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Change—the one word that best epitomizes 
adolescence—changing bodies, changing 
schools, changing friends. While change is 
essential for healthy transitions to adulthood, 
it can also increase vulnerability. For young 
people today, inequitable social conditions 
in families, schools, and communities can 
lead to dramatically differing pathways to 
adulthood, some healthier than others. 
Inequities in social determinants of health 
abound—socioeconomic status, housing, 
physical environment, food security, 
neighborhood safety, social support, health 
care services, transportation, and working 
conditions, to name a few.

What helps all young people achieve their 
highest level of health? Assuring optimal 
health for all requires equalizing the 
conditions for health—life-skills, access to 
quality services, educational attainment, 
readiness for gainful employment, and 
opportunities to contribute to their 
communities in positive ways. This means 
that we must pay attention to creating 
services and programs that are accessible, 
acceptable, appropriate, and effective. 

During the 2012 Summer Institute in 
Adolescent Health, participants considered 
the myriad of social, political, educational, 
environmental, and economic conditions 
that underlie disparities in health. They 
visited settings that are successfully 

addressing avoidable inequalities that impact 
adolescents. They talked with young people 
and their program leaders along with health 
providers and educators who have walked 
the talk of health equity in just, creative, and 
empowering ways. They learned strategies 
for assuring supportive environments, 
sustaining authentic relationships, and 
providing services that are responsive to 
the uniqueness of each young person. They 
gained new skills to effectively advocate for 
health equity among all young people.  

 
 

Attendees at the 2012 Institute

Everyone who works with young people, or 
who wants to work with young people— 
teachers, coaches, administrators, public 
health professionals, nurses, physicians, 
nutritionists, psychologists, social workers, 
counselors, youth workers, religious leaders, 
and policy makers.

to learn more, visit: http://www.nursing.umn.
edu/Adolescent_Nursing/Continuing_education/
home.html

or http://www.epi.umn.edu/mch/index.php/event/
View/181

2012 suMMer iNstitute iN AdoLesCeNt HeALtH,
JuLY 30–AuGust 1, 2012

eQuAL ACCess, eQuAL sAY: ACHieViNG HeALtH eQuitY for ALL YouNG PeoPLe
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Mark Bergeron has been a member of 
the Minnesota Prematurity Coalition for 
more than three years. Convened by the 
Minnesota Perinatal Organization, the 
multidisciplinary coalition brings together 
community members and professionals to 
improve perinatal outcomes.  

In 2011 Bergeron was appointed to the 
Minnesota Task Force on Prematurity, 
created by the Minnesota State Legislature. 
The Task Force is a non-partisan committee 
developed to increase awareness about the 
serious health issues related to premature 
birth and to evaluate and recommend 
methods to reduce prematurity and improve 
premature infant health care in Minnesota. 
It has representatives from the Minnesota 
Prematurity Coalition, the Minnesota 
Perinatal Organization (currently managing 
the Task Force); and human services, 
health, and education organizations. 
Bergeron says, “The last couple of years 
have seen great examples of collaboration 
toward improving the health of preterm 
infants. Promising examples of this are 
the Minnesota Prematurity Coalition to get 
a Prematurity Task Force appointed, and 
the creation of the Minnesota Perinatal 
Quality Collaborative, a statewide grooup 
comprised of representatives from 

NICUs throughout Minnesota, which is 
working under an unprecedented spirit of 
cooperation to improve neonatal outcomes 
through the sharing of best practices and 
outcomes data. These developments have 
taken collaborative leadership in newborn 
care to a new level and I’m excited to 
be a participant. The field of MCH has 
seen similar collaborations for other 
patient populations, but this is a first for 
prematurity in Minnesota, and similar 
groups are popping up all over the country.”

He adds, “The practice of neonatology 
remains exciting, with new developments 
in care delivery and advances in quality of 
that care continuing to produce improved 
outcomes. However, I think many of us 
look to a day when neonatology practices 
see fewer babies born early under 
circumstances that are preventable.” 

The Task Force will bring all of Minnesota’s 
rich talent and expertise from throughout 
the state to address the problems 
associated with prematurity. With 
professionals from many elements of the 
community, not just medical, Bergeron 
adds, “we can impact the health of preterm 
infants by exploring ways to deliver the 
best care from the perinatal period and 
throughout a child’s life, regardless of what 
part of the state they are born.” 

The Task Force has been asked to: 

• Identify standards of care for premature 
infants and make recommendations to 
improve hospital discharge and follow-up 
procedures;

• Coordinate information among 
professional and advocacy organizations;

• Centralize available resources to improve 
access and awareness for caregivers;

• Identify gaps in public reporting 
measures and possible effects of these 
measures on prematurity rates; and

• Submit a report on the current state of 
prematurity in Minnesota to the chairs of 
the House and Senate policy committees 
on health and human services reform (last 
report submitted November, 2011).

“We are looking for a reduction in 
premature births, and we can accomplish 
that through improved prenatal and 
preconception care.” According to 

Bergeron, the Minnesota Department of 
Human Services Evidence-based Childbirth 
Program makes this goal a reality by 
eliminating inductions and cesarean 
deliveries before 39 weeks without a 
medical indication. “This will reduce the 
preterm birth rate, because the majority 
of preemies are born at 35–36 weeks 
gestation following an elective delivery 
that lacks a medical indication.” Bergeron 
asserts that “determining the best care for 
a preterm infant, in the hospital, clinic, 
and at home are critical tasks. By working 
together through these coordinated efforts, 
we’re identifying best practices and looking 
to standardize those throughout the state.”

“My public health training has really 
enhanced my clinical practice as a 
neonatologist. My eyes have been opened 
to the many opportunities to impact 
newborns’ health outside of my scope of 
practice in the NICU by exposing me to 
the arena of public policy and advocacy. 
Simply because of my MPH background, 
and a little hand-shaking, I’ve been invited 
to participate in writing policy that will truly 
impact the health of my patients long after 
they’ve been discharged from my care. Not 
every doctor gets that opportunity, and I’m 
grateful for it!”

for more information

to view the most recent report from the 
Minnesota task force on Prematurity, visit: 
http://archive.leg.state.mn.us/docs/2011/
mandated/110907.pdf

to learn more about Minnesota’s 
Prematurity Coalition visit: http://www.
mnprematuritycoalition.org/

MCH Grad Mark Bergeron Appointed  
to Minnesota Task Force on Prematurity

“More than half a million 
infants will be born 

prematurely this year. Preterm 
birth impacts not only the health 
and development of each infant, 
but it also generates a significant 
health care cost burden to families 
and payors,” says Mark Bergeron, 
MD, MPH, a 2008 graduate of the 
University of Minnesota Maternal 
and Child Health MPH Program, 
Associate Director of Neonatal 
Medicine at Children’s Hospitals 
and Clinics of Minnesota-St. Paul’s 
Neonatal Intensive Care Unit, and 
the Medical Director of the Special 
Care Nursery at Regions Hospital  
in St. Paul. 

Students M
aking a D

ifference



26 Healthy Generations

Post-trAuMAtiC stress iN tHe NeoNAtAL iNteNsiVe CAre uNit PAreNt

Dr. Mark Bergeron spends his 
professional life caring for vulnerable 
infants and conducting research and 
service activities to improve newborn 
health. After years in the Neonatal 
Intensive Care Unit (NICU) at Children’s 
Hospital in St. Paul, his attention has 
also turned to another group of vulnerable 
individuals: the parents of NICU 
patients. Bergeron states that parents 
of NICU infants feel little personal 
control (especially related to infant 
survival). They have lost their roles as 
decision-makers to hospital personnel, 
and they certainly feel depression and 
anxiety as they face the uncertain future 
of a fragile or sickly infant. He believes 
that some of the parents he has met have 
the diagnostic criteria for post-traumatic 
stress, including exposure to a traumatic 
event (the birth of a vulnerable child) and 
persistent re-experience of the emotions 
they felt when the child was hospitalized, 
long after the child is well and thriving at 
home.  

While there has been some research into 
the mental health of parents of NICU 

infants, Bergeron feels there should be 
more work, with long follow-up times, 
of mothers and fathers. “Often infants 
who spend their first days, weeks, or 
months of life in the NICU go home and 
live healthy lives,” he said. “They have 
no memory of their experience, but their 
parents may re-play those long days and 
nights in the hospital, their worry that 
their infant would die, and their concerns 
about the future, long after all danger 
has passed. The parents have memories 
of fear, grief, depression, and impotence. 
We need to understand this better so 
we can develop effective strategies or 
interventions to support parents and 
caregivers long after discharge of their 
infants.”

 
For More Information

There is some information about 
post-traumatic stress and the NICU 
parent, ranging from formal research 
reports to parent blogs. A slide 
presentation by Dr. Bergeron provides an 
excellent overview, at: 
 

http://www.slideserve.com/garren/
post-traumatic-stress-in-the-nicu-
parent-mark-bergeron-md-mph-
associates-in-newborn-medicine-pa-
children-s-hospitals. A 2009 article in 
The New York Times by Laurie Tarkan 
(http://www.nytimes.com/2009/08/25/
health/25trau.html?pagewanted=all) 
provides a general and personalized 
overview of the issue. 
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Jessica Vig will use her J.B. Hawley 
award to fund her MCH MPH 
Master’s project, a cross-sectional 
study of HIV-infected adults in 
Arusha, Tanzania, to assess their 
attitudes about the cost of medical 
care. Concerns about HIV-related 
medical costs in Tanzania are 
relevant because:

•  An estimated 1.4 million 
Tanzanians live with HIV/AIDS.1 

Of these, approximately 142,000 are receiving some form of 
antiretroviral therapy (ART), leaving 440,000 eligible individuals in 
need of treatment;1

•  The World Health Organization (WHO) recently revised HIV 
treatment recommendations for adolescents and adults, suggesting 
that HIV-infected individuals be less immune compromised when 
initiating treatment.1 This new recommendation to initiate HIV 
treatment earlier in the natural history of disease will increase the 
number of people in need of ART; and

•  Tanzania has a policy of universal free access to ART, but it may 
not be sustainable in the future,1 necessitating an understanding of 
how affected adults feel about HIV/AIDS-related treatment costs. 

Vig’s work is part of a collaboration between the University of 
Minnesota and Selian-AIDS Care Program (ACP), with Selian 
Lutheran Hospital in Arusha, Tanzania. The project is led by 

Dorothy Brewster-lee from the Selian-ACP, and MCH-affiliated 
Assistant Professor Ruby Nguyen. Vig worked on survey design and 
will oversee the collection of survey data from 100 HIV-infected 
individuals who are receiving treatment from a Selian-ACP clinic. 
“It’s a waiting game. We are excited to begin data collection once 
we get approval in Tanzania,” said Vig. “This project could inform 
how nations struggling with creating sustainable ART programs 
move forward.” Once data collection is complete, she will analyze 
the survey data and write the results for her Master’s project and 
possibly for scientific publication and/or presentation. Vig will 
develop her skills in HIV/AIDS service delivery and research not 
only through her project in Tanzania. In the summer of 2012 she 
will begin a position with the world’s largest donor organization, 
the U.S. Agency for International Development (USAID). Vig 
will develop an understanding of how this powerful organization 
approaches the global challenge of HIV/AIDS through her work 
in its Global Health Fellows Program in the USAID’s Washington 
DC-based Office of HIV/AIDS, Global Health Bureau.

for more information about selian Aids-Care Program visit http://
selianlh.habari.co.tz/services.htm.
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the Division of Epidemiology and Community Health at the School of Public Health at the University of Minnesota 
established the J.B. Hawley Student Research Award to support the research projects of its post-doctoral fellows 

and students in any one of the Division’s six graduate programs. In Fall 2011, 10 small awards (less than $3,500 each) 
were given in response to student proposals. The following describes the research projects of two Maternal and 
Child Health (MCH) Master’s of Public Health (MPH) students who were among the awardees. Both students are 
conducting their projects as part of their final master’s project.
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28 Healthy Generations

As part of her MCH MPH program, Kristin 
Frenn completed a field experience in 
an orphanage in Addis Ababa, Ethiopia. 
This experience—and her position as a 
research coordinator with internationally 
respected child development researcher 
Megan Gunnar at the Institute of Child 
Development—fuel her deep interest in 
the development of children who are born 
outside of the U.S. and are adopted by 
U.S. families (hereafter referred to as 
“internationally adopted children”). Frenn 
will use her J.B. Hawley Award to complete 
her Master’s project about the association 
of pre-adoption orphanage care on delayed 
physical growth and the timing of menarche 
in internationally adopted females. She 
will work with data from the University of 

Minnesota’s (UM) International Adoption 
Project (IAP).

While orphanage care is no longer common 
practice in the U.S. orphanages remain 
in many places in the world.  Compared 
to those who whose pre-adoption 
experiences were in family-care settings, 
internationally adopted children who spent 
time in orphanages show higher levels 
of behavioral, attention, and memory 
problems.1,2,3  Children who have spent time 
in orphanages often experience deprivation 
that may not be remediated in later positive 
adoptive family environments. In 2009, 
Dana Johnson, an IAP co-investigator 
and founder of the UM’s International 
Adoption Clinic wrote that, “An orphanage 
is a terrible place to raise an infant or 
a young child. Lack of stimulation and 
consistent caregivers, suboptimal nutrition 
and physical/sexual abuse all conspire 
to delay and sometimes preclude normal 
development, speech attainment, and 
acquisition of necessary social skills. Many 
never find a specific individual with whom 
to complete a cycle of attachment.”4 

For her project, Frenn will recruit parents 
who are part of the IAP Registry to complete 
a survey about their adoptive daughters’ 
onset of menarche. She will link her survey 
data to the data about institutional care, 

growth and development already available 
through the registry. “Through my work 
with internationally adopted children in 
the U.S. and children in orphanage care 
abroad, I have witnessed the high impact 
of early deprivation experiences on later 
development,” Frenn said. “The long-lasting 
impact of these experiences contribute to 
my passion for working on children’s health 
issues, both domestically and abroad.”

for more information about the international 
Adoption Project, visit: http://www.cehd.umn.
edu/icd/iAP/.
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Additional Web Resources 

Association of Maternal and Child Health Programs (AMCHP),  a 
national resource for state public health leaders in MCH, is the 
only organization that directly advocates for the Title V MCH 
Block Grant funding. AMCHP builds programs by disseminating 
best practices, convening members to share ideas, and providing 
technical assistance.  www.amchp.org 
Centers for disease Control and Prevention (CdC) works to promote 
optimal and equitable health in women and infants through public 
health surveillance, research, leadership, and partnership, to move 
science to practice.   
http://www.cdc.gov/reproductivehealth/DRH/index.htm
CityMatCH is a national membership organization for urban city 
and county health department MCH programs and leaders.  
Through training, resources and publications, and strengthening 
organizations, CityMatCH advocates for the well-being of urban 
women, children, and families.  http://www.citymatch.org/ 
Health research Program (HarP), in the U.S. Agency for 
International Development’s (USAID’s) Office of Health, Infectious 
Diseases, and Nutrition (HIDN), identifies, develops, and tests 
interventions to improve the health of infants, children, and 
mothers in developing countries. HaRP currently collaborates with 
higher institutions and national and international organizations to 
translate research into use.  http://www.harpnet.org/ 
Leadership education in Adolescent Health (LeAH) program prepares 
professionals from a variety of health care disciplines to be leaders 
in the field of adolescent health through clinical care, research, 
public health policy, and advocacy training.   
http://leah.mchtraining.net/  
Leadership education in Neurodevelopmental disabilities (LeNd) 
program trains future leaders in a variety of disciplines to improve 
the health of children who have, or are at risk of developing, 
neurodevelopmental disabilities or other similar conditions such  
as autism.  http://www.aucd.org/template/page.cfm?id=6 
National Maternal and Child oral Health resource Center (oHrC) 
gathers materials to disseminate current and emerging public oral 
health issues to health professionals, program administrators, 
and educators whose goal is to improve the oral health of MCH 
populations.  http://www.mchoralhealth.org/ 
Maternal and Child Health Bureau (MCHB) is the only governmental 
program responsible for ensuring the health and well-being of 
women, infants, and children. The MCHB is responsible for 
administering the Title V MCH Block Grant and connecting people 
to services, maximizing resources, and increasing quality and 
effectiveness.  http://mchb.hrsa.gov/index.html

Maternal and Child Health Library at Georgetown University is a 
virtual guide to information on MCH topics. By compiling and 
creating knowledge paths, the Library provides timely, accessible 
information and resources to the online community.   
http://www.mchlibrary.info/
Maternal and Child Health training Program of the MCHB supports 
workforce preparation and funds institutions of higher learning 
to provide leadership training in Maternal and Child Health. The 
Division aims to ensure a quality workforce that furthers the well-
being of all children, youth, and families.   
http://www.mchb.hrsa.gov/training/
Mchcom.com is the Maternal and Child Health Bureau’s 
(MCHB) website for supporting communication, education, and 
collaboration between state and federal maternal and child 
health professionals who serve the nation’s mothers, families, and 
children. The website hosts archived webcasts and conferences.   
http://www.MCHCOM.COM 
Minnesota department of Health MCH section provides public health 
information essential for promoting, improving, and maintaining 
the well-being of MCH populations across the state. The Section 
has created relationships with community health boards, Tribal 
governments, and providers to focus on programs such as Children 
and Youth with Special Health Needs (MCYSHN), and maternal, 
infant, and adolescent health.   
http://www.health.state.mn.us/divs/fh/mch/ 
university of Minnesota school of Public Health Maternal and Child 
Health Program is dedicated to improving the health of women, 
children, families, and vulnerable populations through training 
students to become leaders in change. The MCH curriculum 
emphasizes research as well as methodological skill development, 
communication, and policy. Three Master’s of Public Health (MPH) 
tracks are available: standard, epidemiology emphasis, or an online 
program.   
http://www.sph.umn.edu/programs/mch/index.asp

for the top 10 reasons to earn an MPH degree 
in Maternal and Child Health at the university of 

Minnesota, see page 21.
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sePteMBer 18, 2012
Current information and resources:  
Autism spectrum disorders
The National Children’s Study Speakers’ Series  
3:00–4:30 pm 
Wilder Center – Amherst H. Wilder Auditorium 
451 Lexington Parkway North 
St. Paul, MN 55104 
http://www.sph.umn.edu/enhs/research/ncs/

sePteMBer 24, 2012
9th Annual Women’s Health research Conference
Focus on mature women’s health
McNamara Alumni Center, University of Minnesota
http://www.womenshealth.umn.edu/
Sponsored by: Powell Center for Women’s Health, Center for 
Leadership Education in Maternal & Child Public Health, Center 
for Spirituality and Healing, Child and Family Health Cooperative, 
School of Nursing, Department of OB/GYN and Women’s Health, John 
A. Harford Center of Geriatric Nursing Excellence, Masonic Cancer 
Center, Medical School Program in Health Disparities Research, 
Program in Human Sexuality, University of Minnesota Physicians

oCtoBer 18, 2012
Historical trauma: significance and response
Children, Youth and Family Consortium:  
Lessons from the Field Series   
9:00 am-12:00 noon
University of Minnesota
http://www.cyfc.umn.edu 
Contact Judy Myers for more information: 612-625-6527

deCeMBer 12–14, 2012
CityMatCH urban MCH Leadership Conference
Advancing Partnerships: Data, Practice, and Policy 
San Antonio, TX 
http://www.citymatch.org    

feBruArY 9–12, 2013
AMCHP 2013 Annual Conference
Advancing the Maternal & Child Health Vision
Washington, DC
www.amchp.org/conference

FPO

Subscribe to our Children, Youth, and Family Health Listserv that shares resources and enhances networks among multidisciplinary 
professionals who work to improve the health and well-being of children, adolescents, families, and communities. To sign up send a message 
to: listserv@lists.umn.edu. Leave the subject line blank. In the body of the text write: Sub cyfhealth YOUR FIRST AND LAST NAME 
(example: sub cyfhealth Mary Jones). You will receive an email asking you to confirm your request.

Subscribe to our Children, Youth, and Family Health Listserv

Save these dates for upcoming conferences and events


