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 By MNAAP Lobbyist Eric Dick

MNAAP Priorities Receive  
Attention at the Capitol

 

MNAAP has  
984 members

The 2015 legislative ses-
sion stumbled across the 
finish line on midnight of 
May 18, though legislators 

face another lap in the form of a special ses-
sion. With legislative leaders unable to reach 
an agreement with Governor Dayton around 
policy and spending for early education and 
environmental protections, the Governor is 
expected to soon call legislators back to the 
Capitol for a short special session. As of this 
writing, the date of the special session has not 
yet been set.

While legislators have not completed the en-
tirety of their work, we do know that a number 
of key MNAAP priorities received significant 
attention and support at the Capitol this year. 

Mental health

Legislators from both parties and both bodies made mental health a high priority 
throughout the legislative session, and the HHS spending package includes an in-
crease of $46 million in supports for mental health. 

Suicide prevention efforts found new funding and policy provisions, including better 
data gathering and text-based prevention tools. Mental health crisis supports received 
more than $8 million in state funding, and health plans will soon be required to support 
mental health crisis services. 

DHS is also instructed to establish a 24-hour central phone number to provide 24-hour 
telephone consultation for mobile crisis teams. First episode of psychosis supports 
received more $250,000, and more than $800,000 was earmarked for respite care 
for families of children with mental illnesses. The bill also extends Medical Assistance 
coverage for inpatient pediatric psychiatric treatment, though the change is not effective 
until July 1, 2017.

Continued on page 4...

Mayo residents joined more than 100 others 
in advancing legislative priorities at Peds’ 
Day at the Capitol earlier this year. 
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Upcoming CME Opportunities

June 20-26 
8th Annual Pediatric Pain 
Master class 
Hosted by Children’s  
Hospitals and Clinics of MN

June 29-30 
2015 Minnesota Rural 
Health Conference 
Duluth, MN 
Sponsored by MDH

July 30-Aug 2 
2015 Violence, Abuse and 
Toxic Stress in Pediatrics:  
San Francisco, CA 
Sponsored by AAP

Sept. 17-18 
7th Annual Pediatric 
Acute Wound Manage-
ment and Suturing  
Conference 
Children’s Hospitals and 
Clinics of MN

Sept. 24-25 
Pediatric Orthopaedic 
Trauma Summit 
Minnesota History Center, 
St. Paul, MN 
Hosted by the University of 
Minnesota 

October 5-6 
Mayo Clinic Pediatrics 
Days 2015 
October 4, 2015 - optional 
pre-course sessions 
Westin Michigan Ave 
Chicago, IL

Oct. 24-27 
AAP National Conference 
and Exhibition  
Washington, D.C. 

Nov. 7-8 
20th Annual Child Life 
Midwest Conference on 
Professional Issues 
Hosted by Children’s  
Hospitals and Clinics of MN

1043 Grand Ave. #544 
St. Paul, MN 55105 
Phone: 651-402-2056 
Fax: 651-699-7798 
www.mnaap.org 

Editor 
Melissa DeBilzan 
debilzan@mnaap.org 

Editorial Committee
Elsa Keeler (chair), MD; Anne 
Edwards, MD; Lori DeFrance, 
MD; Julia Joseph-DiCaprio, 
MD; Robert Jacobson, MD; 
Mike Severson, MD; Emily 
Borman-Shoap, MD

Statement of  Purpose
Minnesota Pediatrician is dedicated 
to providing balanced, accurate 
and newsworthy information to 
Minnesota pediatricians about 
current issues in pediatrics and 
the actions of  the Minnesota 
Chapter of  the American Acad-
emy of  Pediatrics. Articles and 
notices cover organizational, 
economic, political, legisla-
tive, social, and other medical 
activities as they relate to the 
specialty of  pediatrics. The 
content is written to challenge, 
motivate, and assist pediatricians 
in communicating with parents, 
colleagues, regulatory agencies, 
and the public. 

Advertising
All products and/or services to 
be considered for advertising 
must be related to pediatrics. 
The Minnesota Chapter does 
not accept advertising or spon-
sorship dollars from pharma-
ceutical companies. The Chapter 
reserves the right to reject or 
cancel any advertising. 

To inquire about advertising, 
email debilzan@mnaap.org 

President
Susan Berry, MD

President-Elect
Andrew Kiragu, MD

Treasurer/Secretary
R. Hampton Rich, MD
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Earth Hasassri 
Gretchen Karstens, MD
Anupam Kharbanda, MD, MSc 
Michelle Hulse Stevens, MD 
Manu Madhok, MD
Angela Mattke, MD
Joseph Neglia, MD
Juliana O’Laughlin, MD 
Michael Partington, MD 
Michael Pitt, MD
Tim Rauschke
Katie Satrom, MD
Scott Schwantes, MD 
Trish Scherrer, MD 
L. Read Sulik, MD
Kiri Sunde
Erin Willits, MD 
Deborah Lee Smith-Wright, MD
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Katherine Cairns, MPH, MBA
cairns@mnaap.org  

Director of  Communications
Melissa DeBilzan 
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Lobbyist
Eric Dick 

To register or for more information,  
visit www.mnaap.org/calendar.htm

Save the Date!

Friday, May 20, 2016 
Hot Topics in  
Pediatrics Conference 
Bloomington, MN 
Hosted by MNAAP

Know of a local pediatric event that should be included on 
MNAAP’s calendar of events? Email debilzan@mnaap.org
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I really enjoyed seeing so many of you 
at our annual meeting. I learned so 
much about what we can do to work 
towards making the lives of the chil-
dren we serve better.  From working on 
reducing disparities to improving mental 
health, some very committed speakers 
brought our members new insights and 
strategies. 

Our new work groups addressing these issues have started 
off with strong support from actively engaged members. 
The poverty/disparities work group has issued a call to ac-
tion to focus on the root causes of health disparities, attack-
ing childhood poverty. We also learned about the impact of 
child abuse in a very personal and moving way; our chapter 
will continue to aggressively support measures to reduce 
risks for children, actively working to accomplish this with 
our new safety/child maltreatment work group. We all have 
a lot to do, but we have a very 
important shared reason for tak-
ing on these challenging tasks. 
I hope you will all continue to 
work with our chapter to make a 
better future for our children.

Susan Berry, MD, FAAP 
MNAAP President

Home care that goes 
beyond health care

HELPING KIDS THRIVE
PHS provides access to comprehensive care for children with 

medical complexities – at home, where they thrive. But, we do 
more than just administer care. We truly care for the whole child 
and family. Because all kids deserve to be – and feel like – kids.

Learn more about our full range of 
pediatric home care services:

PediatricHomeService.com

Respiratory Therapy  |  Infusion Nursing & Pharmacy  |  Home Care Nursing  |  Clinical Support Services

Word from the President:  
Sue Berry, MD, FAAP

Congratulations to MNAAP’s 2015 Award Winners

 
Chuck Oberg, MD, MPH, FAAP, was 
awarded the 2015 MNAAP  
Distinguished Service Award for his 
many years of service to children, 
teens and families of Minnesota.

Brandon Stahl was awarded the 
2015 Partners in Advocacy Award.

Art Rolnick, PhD was awarded the 
2015 Minnesota Child Health  
Advocate of the Year 

mnaap.org/awardrecipients.htm
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school enrollment did not advance in the House. Minnesota 
pharmacists were approved to give immunizations to teens 
ages 13 and older and required to check the MIIC prior to 
vaccine administration.

The MNAPP’s goal of expanding the Freedom to Breath Act 
to include a prohibition on the use of e-cigarettes indoors in 
most public spaces also failed to advance.  

And the MNAAP-supported legislation to bring transparen-
cy and greater disclosure to the prior authorization process 
for medication did not move in the House. That effort, a 
partnership of over 40 physician groups and patient advo-
cacy groups, is certain to continue in 2016.  

An initiative to increase physician reimbursement for pri-
mary care services provided under state health programs 
was included in the Senate’s version of the HHS finance 
package, though it was not included in the final spending 
bill.  MNAAP President Sue Berry, MD, testified in support 
of this provision when it was before the House HHS Fi-
nance Committee.  

And finally, a Senate-only provision that would have barred 
MDH from the distribution of address information of new 
parents was not accepted in conference committee. Op-
ponents of newborn screening have used that information 
to send new parents inflammatory, inaccurate information 
about the newborn screening program that may be leading 
some parents to destroy valuable medical records.  

Early education and brain development

One of the MNAAP’s chief priorities – investments in early 
brain development – is the primary source of the dis-
agreement that has led to the special session.  In a happy 
change from previous debates on the subject, elected 
officials are not arguing about whether to invest in early 
childhood learning, but rather how much should be invest-
ed. Two distinct approaches have emerged, with Governor 
Dayton and many DFL legislators supporting funding for 
universal pre-K schooling, while most Republican mem-
bers are supporting targeted scholarships to allow children 
from low income families to attend high quality preschool 
programs.  This debate will be at the center of the special 
session.

While the ink has not yet dried on the bills passed this year, 
and a special session looms, we do know one thing for cer-
tain: the 2016 session is set to begin on March 8, 2016.

The funding bill also included increased funding for chemi-
cal dependency prevention efforts, as well as new invest-
ments in safe alcohol and drug withdrawal management 
programs. 

Funding for communities to focus on adverse childhood 
experiences (ACEs) was included, though the funds are 
not available until the next biennium. The bill also includes 
$500,000 for fetal alcohol syndrome prevention. DHS is 
awarded more than $5 million to establish behavioral health 
care homes to focus on mental health needs, though the 
program is not effective until July 1, 2016. New funding for 
school-based diversion for students with co-occurring disor-
ders was also funded.

Child protection

Legislators also acted favorably on MNAAP-supported 
efforts to reform the state’s child protection system. The 
conversation around this work began with a damning series 
of article in the Star Tribune highlighting the many failures 
of the system to protect vulnerable children.  The HHS 
funding bill earmarks more than $50 million in new fund-
ing intended to improve the system, much of which is to be 
used to fund child protection grants to address child welfare 
disparities. The grants are intended to address structural 
factors that contribute to inequities in outcomes, as well 
as identifying and implementing strategies to reduce racial 
disparities in treatment.  

There are also changes included in how mandated report-
ers such as physicians are involved in child protection.  
Should a mandated reporter make a report, that individual 
will now receive a summary of the disposition of the case, 
including whether the case has been opened for child pro-
tection or other services, or if a referral has been made to a 
community organization, unless release would be detrimen-
tal to the best interests of the child.  The bill also calls for 
closer coordination between social welfare organizations 
and law enforcement and county attorney offices.  

The bill also requires DHS to establish review teams to 
study child fatalities and near fatalities due to child mal-
treatment and child fatalities and near fatalities that occur 
in licensed facilities. The review teams are instructed to 
assess the entire child protection services process from the 
point of a mandated reporter reporting the alleged maltreat-
ment through the ongoing case management process, with 
the goal being process improvement.  

Other issues

The session did, however, also contain some disappoint-
ments.  Despite strong support from the MNAAP and other 
public health advocates, as well as terrific testimony by 
Dawn Martin, MD, the chair of the MNAAP’s immunization 
work group, the effort to narrow the way in which parents 
can forgo recommended vaccinations for their children for 

Legislative priorities, continued from page 1

Want to know the latest pediatric legislation being discussed 
at the Capitol next year? Sign up to receive MNAAP’s  

bi-weekly legislative updates in 2016. 

Email debilzan@mnaap.org
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Check out the Videos and Photos from Hot Topics in Pediatrics 

Winners of the 4th annual student/resident abstract competition.

 
People’s Choice:  
Jennifer Berger, MD (U of M)  
Compliance of Advertisement for Children in Leading Parent-
ing Magazines with American Academy of Pediatrics Recom-
mendations over Five Years

Medical Student Vignette:   
Jarrod Tembreull (U of M)  
Ondansetron Promotes Expression of Sudden Cardiac Arrest 
in a Child with Long QT Syndrome

Medical Student Research/QI: 
Kiri Sunde (Mayo)  
Student-Initiated, Specialty-Specific Selective as a Tool for 
Preclinical Medical Student Career Exploration 
 
Hai Nguyen-Tran (U of M)  
Length of Stay of Pediatric Head Injuries in a General Emer-
gency Department: To Scan or Not to Scan?

Resident Vignette: 
Heather Phillips, MD (U of M)  
Vitamin K Refusal: Another Dangerous Trend

Resident Research/QI: 
Abby Montague, MD (U of M)  
WeCare: Engaging Pediatric Trainees in Patient Safety and 
Event Reporting

More than 125 people registered to attend part or all of the 
MNAAP’s Hot Topics in Pediatrics conference held Friday, 
May 1. From poverty to mental health to abuse, check out 
slides, resources and videos from pediatric experts across 
the state covering a range of pediatric health topics.

Go to www.mnaap.org/annualmeeting.htm to check out 
the presentations, resources, award winners and photos 
from the event.

Interested in earning free CME for watching videos from 
the conference? Email debilzan@mnaap.org to be alerted 
when the remaining videos and accompanying instruc-
tions are posted on the MNAAP website. (Only MNAAP 
members are eligible for free CME; non-members will be 
charged a fee.)

Save the date!
2016 Hot Topics in Pediatrics Conference 

 Friday, May 20, 2016  
More details soon
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Minnesota’s Medical Cannabis Program: Pros and Cons for Kids
By Eric Dick, MNAAP lobbyist, and Pamela Gonzalez, MD, FAAP, addiction medicine specialist at Abound Health and member of 
AAP’s Committee on Substance Abuse

Few issues garnered more attention during the 2014 
legislative session than the effort to authorize the use of 
marijuana for medicinal purposes.  The legislation was the 
subject of much debate by patient advocates, health care 
professionals, and law enforcement interests.  With the 
launch of the program set for this summer, it's timely to 
review what the law does and not entail.

Under the new law, patients with one of nine specified con-
ditions are eligible to participate. Those conditions include 
seizures (including those associated with epilepsy), muscle 
spasms such as those characteristic of multiple sclerosis, 
Tourette's Syndrome, and terminal illnesses with a life 
expectancy of less than a year if the treatment produces 
severe/chronic pain, nausea, or wasting.  Importantly, phy-
sicians will not be "prescribing" medical cannabis but rather 
certifying that a patient has one of the conditions defined in 
law. 

Before issuing a written certification of a qualifying condi-
tion, a health practitioner must conduct a full assessment 
of the patient's medical history and current medical condi-
tion, including an in-person physical exam, diagnosis and 
development of a treatment plan.

Once certified, the patient applies to the Office of Medical 
Cannabis and pays a registration fee. After the certification 
is complete, the patient (or a patient's designated caregiv-
er) may obtain medical cannabis from one of two manu-
facturers at one of a total of eight distribution sites located 
around the state.  

At the distribution facility, patients or their caregivers will 
consult with on-site pharmacists that will work to determine 
the appropriate dosage and type of medical cannabis for 
each patient.   The product will only be provided to patients 
as a liquid, pill, or via vaporized delivery; no plant material 
may be distributed nor is smoking allowed.  There are no 
additional guidelines in the law or rules that govern pediat-
ric use.  

In an effort to monitor the effectiveness of the program, 
MDH is in the process of establishing a research proto-
col.  As a condition of participation, patients must agree to 
continue to receive treatment for their condition. Participat-
ing physicians must also agree to provide ongoing reports 
about the patient's health status/condition to MDH via a 
process that will be announced.

The distribution sites may begin operations on July 1, 2015, 
though physicians began certifying patients on June 1, 2015.

Dr. Gonzalez

The Minnesota Medical Cannabis 
Program (“Program”), a form of mari-
juana decriminalization, can complicate 
patient-physician relationships. As a 
fellow pediatrician and addiction medi-
cine specialist serving on the Governor’s 
Task Force on Medical Cannabis, I offer 
the following as you consider program 
participation:

 
Professional liability

The law protects physicians from civil or disciplinary 
penalties “solely for participation in the registry program.” 
Although dissociated from prescribing, as participants we 
provide continuing care for a patient’s qualifying condition. 
Commissioner approval is weighted toward certification, 
effectively making practitioners gatekeepers for medical 
cannabis. 

Certification can be reasonably viewed as at least tacit 
approval. With approval comes a professional expecta-
tion to discuss benefits and risks, and ensure adequate 
informed consent. Cannabinoid analogs such as Nabilone 
have FDA-approved (adult chemotherapy-related nausea/
vomiting), and off-label (neuropathic pain) indications. In 
contrast, cannabis has no FDA approval. Are we liable if 
a patient is harmed by medical cannabis, a non-approved 
treatment? Maybe. Will liability carriers cover medical 
cannabis-related claims? Maybe. 

You may conclude medical cannabis is appropriate for a 
child’s condition. If you participate in the program, consider 
how you will document benefits/risks and informed consent, 
and consult with your liability carrier about coverage. Those 
employed by health care systems may need to consult 
with relevant leadership about institutional policy and risk 
management.

Financial burden

Anticipated fees include: $15 for caregiver background 
check; $200 annual registration fee ($50 for eligible pa-
tients), and $200-500 estimated monthly product cost. 
Yearly $2400-$6000 drug cost could limit program acces-
sibility for families living in poverty/low income. 

Informal discussions of vendor-driven sliding fees have oc-
curred, but no publicized plans exist yet. In states with retail, 
medical, and illegal markets, illicit cannabis is reliably the 
cheapest. An individual can also illegally cultivate cannabis. 
If more affordable, some could be driven to such illicit sourc-
es, leading to legal and other consequences. Pediatricians 
can help advocate for licit medical cannabis accessibility.
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Like many health care organizations and institutions, 
MNAAP hasn’t reached a consensus on whether medical 
cannabis should be considered as a treatment option for 
certain children in specific situations. Be sure to check with 
your own institution to learn about its policies surrounding 
this issue. For more information, visit www.health.state.
mn.us/topics/cannabis/practitioners/index.html

AAP stance

Efficacy is reviewed in the Technical Report accompanying 
the AAP Policy Statement on Impact of Marijuana Policies. 

Briefly, data are insufficient to recommend cannabis for 
medicinal use in children, and AAP “opposes ‘medical 
marijuana’ outside the regulatory process of the US Food 
and Drug Administration,” while noting, “marijuana may 
currently be an option for cannabinoid administration for 
children with life-limiting or severely debilitating conditions 
and for whom current therapies are inadequate.” The latter 
supports decriminalizing caregiver administration in limited 
cases. 

AAP “strongly supports research and development of 
pharmaceutical cannabinoids”, and where cannabis is sold 
legally, “it should be contained in child-proof packaging to 
prevent accidental ingestion.”

“It’s just marijuana” 

Youth cannabis use is linked to access, perceived harm 
and parental disapproval, and other drug use. Cannabis 
has detrimental effects on developing brains, and is an ad-
dictive substance. The younger age at exposure, the more 
likely the development of substance use disorder.  

The relationship between cannabis use and exacerbation/
onset of psychosis and mania is complex. Toxic pediatric 
exposures have occurred, involving retail and medical 
cannabis. Pediatricians have the expertise to help develop 
monitoring and prevention strategies. Please become 
involved in shaping the Program in the best interests of 
children.

Meet MNAAP’s New Board Members

 
Sheldon T. Berkowitz, MD, FAAP  
For the last 13 years at Children’s Hos-
pitals and Clinics of Minnesota, I have 
worked as a pediatrician in our general 
pediatrics clinic in Minneapolis and was 
also the clinic’s medical director. 

 
Gretchen N. Karstens, MD, FAAP  
I am a general pediatrician at St. Luke’s 
Pediatric Associates in Duluth, MN, a 
health care home certified practice.  I 
work in hospital and clinic settings at my 
current full time position.  

 
Michael Pitt, MD, FAAP  
I am an Assistant Professor of Pediatrics 
at the University of Minnesota where I 
work clinically as a pediatric hospitalist 
supervising the general medicine ward 
teams.

 
Rebecca Doege, MD 
I am employed as a general pediatrician 
at Partners in Pediatrics in Maple Grove, 
Minnesota. I have been in this position 
since August 2013 after finishing my 
residency in Wisconsin.

 
Angela Goepford, MD, FAAP  
I work for Children’s Hospitals and 
Clinics of Minnesota as the director for 
medical education and as a pediatrician 
in our hospital-based general pediatric 
clinic in Minneapolis. 

Since June 1, 2015, health care practitioners have 
been able set up an account to certify patients who 
qualify for medical cannabis.

 
For a complete list of board members,  

visit www.mnaap.org/boardmembers.htm



8MNAAP -- Dedicated to the health of all children. Visit us at www.mnaap.org

A really long time ago, as a new pedia-
trician, I sat with a tearful, exhausted 
mom, her toddler restless on her lap 
-- gooey, flushed, and in bad temper.  
Surely, I could do something for her; 
couldn’t I?  No pneumonia… no otitis… 
darnn. Resigned, I explained the nature 
of viruses, blah, blah, blah… and why 

I didn’t have anything to offer her. I felt sure she’d wasted 
her co-pay and that I’d failed her on some level by doing 
nothing. I apologized.

I got a little older. At some point, I took my own son to see 
my partner for a rash. I knew the name of the rash; I knew 
he didn’t need medicine; I even knew how to care for him. 
My partner looked at my son, looked at me, nodded his 
wise head and said, “Yes, that’s exactly what he has.”  And 
I felt much better. I had taken my son, and my maternal 
instinct, to the doctor -- to have nothing done -- and I felt 
much better.  I didn’t need him to do anything; I just needed 
to share my son’s rash with someone.

And, I got even older. A few years ago, my father fired his 
internist, a man I knew to be both intelligent and consid-
ered. I gave Dad a quizzical look.

“Every time I go see him for something, he gives me 
medicine,” Dad answered, in a tone that suggested that his 
reasoning should have been obvious.  I remembered what 
my med school professor had written across the board one 
day, “Don’t ever confuse ‘curing’ with ‘healing.’”  In my own 
practice, I stopped apologizing for doing nothing.

And, now, I’m older still.

The AAP just published new guidelines for the manage-
ment of bronchiolitis.  Rather than contain a list of things to 
do, it contains a list of things NOT to do, and little more. In 
the hospitalist community, this was meet with applause and 
the birth of a prideful slogan, “Nobody does nothing like a 
hospitalist!” 

We docs are doers. We got ahead, our whole lives, by 
doing things, tackling things, fixing things. We were that 
guy who came through with the solution. But the message 
is becoming very clear: by doing things that may not need 
to be done, we’re hurting children, sometimes even killing 
children. 

Our professional societies are challenging us to “Image 
Gently” or to “Choose Wisely” or to “Safely Do Less.” Lists 
of pharmaceuticals or details of radiologic studies are easy 
to learn. Doing nothing, is not. Nobody ever taught us how 
to do that.

In my experience, doing nothing takes tremendous confi-
dence and resolve. It takes a fundamental faith that we are 
of inherent value to our patients – even without our tools, 
our medicines or our studies. It takes a faith that our words, 
our attention, and our touch are of intrinsic value. Take this, 
and cloak it in a touch of wisdom, and it can be worth its 

weight in gold.

When you start to believe that you, in and 
of yourself, are worth your weight in gold, 
you’ll get a hell of a lot better at doing 
nothing.

This article also appeared in Minnesota Medi-
cine. 

Specializing in Doing Nothing
By Emily Chapman, MD, Pediatric Hospitalist at Children’s Hospitals and Clinics of Minnesota

I remembered what my med school professor  
had written across the board one day,  

“Don’t ever confuse ‘curing’ with ‘healing.’”  

MNAAP Members: 
Have an idea for a future article? 

Interested in writing?
Email debilzan@mnaap.org 
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“Why does it seem like everyone has 
food allergies now, when I grew up 
nobody had food allergies,” a frustrated 
mother asked me recently.  She is not 
alone.  As a pediatric allergy specialist 
I am seeing the great increase in food 
allergies on a daily basis.  

Almost every day I see a child with allergies to one of the 
big five: cow’s milk, hen’s egg, wheat, soy and peanuts. In 
fact the rate of food allergies has almost doubled over the 
last 20 years. However, we may be able to help this trend.  

Many studies show that earlier introduction of foods may 
help prevent food allergies.  This trend started gaining 
steam after a physician recognized that children in other 
countries who were fed foods with peanut products at a 
very early age did not develop peanut allergies.  

Now the American Academy of Pediatrics (AAP) has 
rescinded their previous statements in recommending the 
delayed introduction of highly allergenic foods.  The AAP 
currently recommends introducing solid foods at age 6 
months and exposing the baby to a variety of foods.

If a child already has food allergies all hope is not lost.  The 
majority of children who have an allergy to hen’s egg, cow’s 
milk, wheat and soy will outgrow this allergy.  A high per-
centage will lose this sensitivity around age 5, but it does 
appear this age is increasing.  

Some children who have an allergy to either cow’s milk or 
hen’s egg are able to tolerate these products in the baked 
form.  This not only opens a large area of foods, but also 
regular ingestion of these baked forms can speed the 
resolution of the allergy all together. Those with egg or milk 
allergy should see a board-certified allergy specialist to see 
if baked egg or baked milk can be added to the diet.  

Unfortunately, the majority of infants and children with 
peanut or tree nut allergies will not outgrow their allergy.  
However, many studies are showing promising results look-
ing at desensitization. This entails, in a doctor’s office or 
hospital setting, giving incremental doses of the allergenic 
food. Many academic centers are investigating different 
protocols and are having various degrees of success.  As 
of right now this is still not a recommended practice, but I 
assume it will be in the very near future.

This is an exciting time in regards to food allergies in that 
we will hopefully find ways to help the millions of children 
and their families that are affected.  To keep up to date on 
food allergies, follow my blogs at allergymn.com.

Food Allergies in Kids
By Douglas McMahon, MD, CMO, Allergy and Asthma Center of 
Minnesota; President, Minnesota Allergy Society.

The Community Access to Child Health 
Program (CATCH) is supported by the 
American Academy of Pediatrics and 
is available to pediatricians, pediatric 
fellows, and pediatric residents. The 
mission of CATCH is to support pedia-
tricians who work with communities 
to ensure that all children have medi-

cal homes and access to any other needed health care 
services. 

The CATCH Program acts as a mentoring matrix for pe-
diatricians to accomplish the mission and consists of over 
100 District, Chapter and Resident CATCH Facilitators, 
a database of 16,000 pediatricians and other child health 
advocates and over 1,000 past CATCH grant recipients. 

Projects that increase children's access to a medical 
home, include plans for community partnerships, predomi-
nantly serve a population known to be underserved or with 
demonstrated health disparities, and assess children’s 
health insurance status and connect them with available 
insurance programs are prioritized. 

CATCH grants do not support organizations or institutions, 
statewide or regional projects, supplemental funding for 
existing programs or grants, research projects not as-
sociated with a community-based project and community 
partnerships, pediatrician or pediatric resident training or 
education, physician salaries or clinic-based quality im-
provement projects.  

Since 2011, six CATCH grants from Minnesota have been 
funded. Proposals are due July 31, 2015. Pediatricians can 
be awarded up to $10,000 and residents up to $2,000 for 
either planning or implementation grants. 

Information regarding CATCH grants and a database of all 
previously funded grants can be found at http://www2.aap.
org/catch. Please contact your Minnesota CATCH Chapter 
facilitator, Brian Lynch, with any questions (lynch.brian@
mayo.edu). 

Fund a Clinic/Community Project 
By Brian Lynch, MD. FAAP, Minnesota CATCH Chapter facilitator

Since 2011, six pediatrician-led community projects in Minnesota 
have been funded, benefitting hundreds of children.
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One of the toughest challenges that primary care physi-
cians face is what to do when confronted with a child who 
may have been maltreated. This may occur in the inpatient 
setting when a child is hospitalized with suspicious injuries 
or failure to thrive. Or it may occur in an outpatient setting, 
such as an emergency room or clinic, derailing an other-
wise routine day and requiring immediate action.

Physicians often have questions about who is mandated 
to report, which acts trigger mandated reporting, and to 
whom a mandated report must be made. These topics are 
addressed in more detail in the Minnesota Reporting of 
Maltreatment of Minors Act in Minnesota (Statute 626.556). 

Who is a mandated reporter? 

Anyone can voluntarily report suspected maltreatment. 
However, physicians, medical care providers, and other 
professionals who work with children are legally required to 
report cases of child maltreatment or neglect that are sus-
pected, ongoing, or have occurred in the past three years. 
They also must report cases involving maltreatment of two 
or more children unrelated to the perpetrator that have oc-
curred in the past 10 years.

Those making reports in good faith are legally immune from 
criminal and civil liability. However, a mandated reporter 
who does not report a case of suspected child maltreat-
ment or neglect is guilty of a misdemeanor. 

Which acts trigger mandated reporting?

Acts that would be considered reportable under the statute 
are broadly defined as physical abuse, sexual abuse, and 
neglect. 

Physical abuse means “any physical injury, mental injury, 
or threatened injury inflicted by a person responsible for the 
child’s care.” This may include, but is not limited to, throwing, 
kicking, burning, biting, cutting, striking with a closed fist, shak-
ing a child under 3 years of age, inflicting any injury on a child 
18 months old or younger, interfering with a child’s breathing, 
threatening a child with a weapon, striking a child under 1 year 
old in the face or head, and unreasonable physical confine-
ment. It is noted that abuse “does not include reasonable and 
moderate physical discipline of a child administered by a par-
ent or legal guardian that does not result in injury.”

Sexual abuse includes sexual assault, rape, prostitution, 
and statutory crimes in which a child who is under the age 
of 16 becomes involved in sexual activity. Although specific 
laws governing sexual conduct for teens may be confusing 
to the mandated reporter, it is clear that an adult who is in a 
caregiving role is guilty of sexual abuse if he or she engag-
es in sexual conduct with the child, regardless of age.

Neglect includes medical, nutritional, educational, and 
other forms or acts of omission or commission that result in 
inadequate care and potential or actual harm. Minnesota is 
one of many states that allow for religious exemptions from 
routine medical care, but not if the lack of medical care may 
cause serious danger to the child’s health. 

To whom must a mandated report be made?

When maltreatment is suspected, a verbal report should be 
made to the local child protective services (CPS) and/or the 
law enforcement agency. A follow-up written report must be 
submitted within 72 hours (exclusive of weekends and holi-
days). CPS then takes on the responsibility for investigating 
the report, ascertaining the child’s safety, and implementing 
a safety plan during the investigatory period.

If CPS cannot be reached and there is immediate concern 
about the patient’s 
safety or the safety of 
other minor children in 
the home or daycare 
setting, the physician 
should call 911; ask for 
the police, in particular 
the child abuse unit; and 
make a report. 

What should a physician consider before reporting 
child maltreatment?

Try to determine whether the child has been abused or 
neglected. Take a careful history from the child’s caretaker, 
carefully delineating this firsthand account from other 
histories that may have come secondhand. The physician 
also should use trained interpreters when taking histories 
from non-English speakers in order to be as accurate as 
possible. If the child is developmentally capable and medi-
cally able, the physician also should ask the child directly 
what happened; depending on the situation, this may occur 
either with or without the caregiver present. Children often 
can spontaneously give many corroborating details about 
how their injuries occurred. A physician also may partner 
with an experienced social worker to help obtain this infor-
mation.

A thorough physical exam should be done to look for any 
injuries/physical findings in addition to the presenting 

Reporting Child Maltreatment and Abuse: FAQs
By By Alice Swenson, MD, FAAP, Children’s Hospitals and Clinics of Minnesota; Chris Derauf, MD, FAAP, Mayo Clinic; and Sarah 
Lucken, MD, FAAP, Hennepin County Medical Center
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complaint. Additional lab tests and X-rays may be ordered if 
indicated.

The physician then must attempt to determine if the physi-
cal findings and test results fit with the history given by the 
caregiver. In some cases this may be easy. For example, 
a nonmobile infant would not sustain a broken femur and 
posterior rib fractures from rolling off a bed. In other cases 
it may be more challenging. A pattern injury, such as an iron 
burn, may occur when a toddler trips over an iron left on the 
floor or it may have been inflicted.

The physician also should look for other red flags. Has the 
child had suspicious injuries before? Was there a delay in 
seeking care and why? Are there different histories about 
how the injury happened, including a changing history from 
the caregiver?

The most important question the physician then must ad-
dress is: What are the immediate safety needs of the child? 
Can the child safely be discharged home with the parents/
guardians, particularly if they are possible perpetrators of 
the injury? If they are not the perpetrators, can they protect 
the child?

The safety and health of the child must come first. It must 
take priority over consideration of the family’s and pro-
vider’s reputations, and the family’s relationship with the 
physician.

Is there a protocol to follow when evaluating a possibly 
maltreated child?

Depending on the type of abuse and age of the child, there 
are standard workups that occur for children who may have 
been physically abused. For example, an infant with sus-
pected abusive head trauma would typically have a careful 
history and physical exam, head CT, skeletal survey, and 
ophthalmologic exam performed, as well as liver function 
tests, amylase, lipase, and urinalysis to screen for possible 
abdominal trauma. 

A child suspected of having been sexually abused would 
typically undergo a careful history and physical exam, and 
evaluation that might include laboratory tests for sexu-
ally transmitted infections, and a colposcopic and forensic 
exam depending on the age of the child, the type of sexual 
abuse, and how long ago it occurred. 

For the child with “failure to thrive,” most often the causes 
are multifactorial. A careful history and physical exam, ex-
amination of growth charts, and diagnostic testing can help 
rule out significant medical etiologies at the same time the 
physician initiates close monitoring of feeding practices of 
the child, including calorie counts.

The latter workup can occur in an outpatient setting but 
may require inpatient admission for management. In these 
cases, it is the cooperation and concern of the caregiver 
and their ability to follow up with medical recommendations 
that determines whether neglect is present.

What options do physicians have if they suspect that 
abuse and/or neglect may have occurred, but cannot 
make a definitive determination with the information at 
hand and do not know whether to file a report? 

The physician can always call the appropriate social ser-
vices agency, such as Child Protection Services (CPS), and 
run the case by a screener for advice—in essence, to find 
out whether CPS would most likely open a case and to help 
determine whether the child can safely go home. 

For situations in which there is concern for serious injury, 
threatened harm, child abduction, flight, or where the child 
needs ongoing medical care, the provider can send the 
child to the nearest emergency room or admit the child to 
the hospital for treatment and further medical evaluation 
and testing.

How should parents be informed?

Many parents, though upset, are able to understand if one 
explains to them the laws about mandated reporting and 
the need to put the child’s safety first when uncertainty 
about the circumstances of an injury occurs. When the time 
is right, caregivers can be informed of the need to make 
a report to CPS using some variant of the following: “Ms. 
Johnson, I want to thank you for all your patience this after-
noon—I know it has been a long day for you and that you 
have been really concerned about Jenny. I’m concerned, 
too. As you know, we discovered that she has a broken 
arm. Unfortunately, we don’t know how this happened, and 
when I see an injury like this in a child her age, one of the 
possibilities is that someone might have caused this injury 
to her. Because of this, I’m required to make a report to 
Child Protective Services so that together we can do our 
best to make sure she is safe. I know you want the best for 
her; so do I. And, I’m going to do my best to help you and 
Jenny through this situation.”

The caregiver then should be told what to expect from the 
CPS worker, and that the physician’s role will be to help 
CPS understand the medical findings and provide any 
needed medical background or pertinent social information. 
Using language like the above usually (but not always) sets 
the stage to allow the physician to maintain an ongoing 
working relationship with the family.

What if the family is not cooperative and wishes to 
leave immediately with the child?

If there is concern that the child is potentially in immediate 
danger, hospital/clinic security should be called if avail-
able and a 911 call placed to police, who can then place a 
72-hour police hold on the child. The child may either then 
be admitted or put into foster care while awaiting the CPS/
police investigation.

Does patient confidentiality enter into reporting abuse?

The Health Insurance Portability and Accountability Act 
Continued on next page...



12MNAAP -- Dedicated to the health of all children. Visit us at www.mnaap.org

(HIPAA) allows for the disclosure of protected health infor-
mation without the consent of the child’s caregiver or legal 
guardian in situations where abuse or neglect is suspected. 
Ideally, the parent or guardian should be made aware of 
this disclosure unless the disclosure could place the child’s 
safety in jeopardy.

Can the reporter of the abuse remain anonymous?

Technically, yes—the reporter’s name is confidential un-
less she/he consents to be named; however, CPS and 
police will most likely need to receive additional historical 
and medical information from the physician after the initial 
report and the physician can ultimately be subpoenaed to 
testify if the case goes to court.

Caring for children who are suspected of being abused or 
neglected can be challenging even for experienced practi-
tioners. Physicians should understand mandated reporting 
laws, know how to contact CPS, prioritize child safety, and 
when needed, seek consultation from a physician trained in 
child abuse pediatrics.

Below are resources for physicians if they suspect 
abuse but are unsure about the next steps to take 

in a medical workup for physical or sexual abuse or 
neglect. Currently, there is not one statewide number 
to call. The major metropolitan areas in the state all 

have resource numbers that can be called.

Midwest Children’s Resource Center  
(651) 220-6750

University of Minnesota Masonic Children’s Hos-
pital–Center for Safe and Healthy Children  

(612) 273-SAFE (7233)

Hennepin County Medical Center– 
Child Maltreatment Physician Consult Team  

(612) 873-3000 or (612) 873-2671  
(ask for the on--call child maltreatment physician)

Mayo Clinic Child and Family Advocacy Program 
(507) 293-3411 or  (507) 284-2511  

(ask for the on--call provider for MCFAP)

Other resources for physicians who suspect abuse:

Family Advocacy Center of Northern Minnesota  
(218) 333--6011  

800 Bemidji Ave. N., Suite 4, Bemidji, MN 56601

First Witness  
(218) 727--8353 

4 West 5th Street, Duluth, MN 55806

Matty’s Place Children’s Advocacy Center  
(507) 453--9563 ext. 1106 

601 Franklin Street, Winona, MN 55987

Red River Children’s Advocacy Center  
(701) 234-4583 

100 4th Street South, Suite 302, Fargo, ND 58103

CornerHouse  
(612) 813--8300 

2502 10th Ave S., Mpls, MN 55404

MN Dept. of Human Services 
Reporting Child Abuse and Neglect, 2012.  

https://edocs.dhs.state.mn.us/lfserver/Public/DHS--
2917--ENGCall 800-533-1564 to refer a patient 

or schedule a phone consultation.

>> COMPLEX 
PEDIATRIC PATIENTS

Comprehensive Care for

At Mayo Clinic Children’s 

Center, experts from more 

than 40 medical and surgical 

specialties collaborate to 

provide care for thousands 

of children and adolescents 

with complex and rare 

diseases each year.

+

Reprinted with permission from Minnesota Medicine.
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Where did you grow up and 
complete your training? Why 
did you decide to pursue a 
subspecialty in child abuse 
pediatrics?

I grew up in Two Harbors, Minne-
sota.  I attended undergraduate 
at the University of Wisconsin 
Green Bay and Medical school 
at the University of Minnesota.  
I stayed at the U of M for my 
pediatrics residency.  Following 
residency I spent two years in 

a child abuse pediatrics fellowship with Carolyn Levitt, MD 
and Rich Kaplan, MD at Midwest Children’s Resource Cen-
ter at Children’s Hospitals and Clinics of Minnesota.

Most of my career decisions occurred relatively late.  In 
medical school I found that I enjoyed my pediatrics rota-
tions more than any of my other rotations. Not only did I 
enjoy working with children but I also enjoyed the pediatri-
cians. In residency I did an elective rotation in child abuse 
and found it very interesting.  As residency was coming to 
an end, I didn’t really know what I wanted to do with my 
career, but I didn’t feel ready to get a job. Child abuse pedi-
atrics was not yet a recognized subspecialty, which allowed 
me to spend the next two years creating my own fellowship.

Describe a typical day for you. What do you enjoy most 
and least about your job?

My days are quite varied and this is one aspect that I really 
enjoy. From a clinical perspective I see a mix of outpatient 
patients with concerns related to sexual or minor physical 
abuse and inpatient consults with more serious injuries. I 
spend a significant amount of time consulting with child pro-
tection, law enforcement and county attorneys. I have the 
opportunity to provide court testimony one or two times per 
month. I also get the opportunity to teach quite frequently.  
My least favorite part of my job is the paperwork involved.

Outside of seeing patients, describe your work with 
the Governor’s Task Force. If you could suggest and 
enforce 3 changes to the child protection system, what 
would they be?  

Over the past decade Minnesota’s Child Protection has 
evolved into a system where there is little emphasis on 
identifying if a child is a victim of maltreatment and who has 
maltreated a child. This is done under the false pretense 
that children are safer and parents will be engaged in mak-
ing changes if parents are not confronted about maltreat-
ment. The first change I would enforce is a fundamental 
change in approach such that there is an emphasis on 

establishing if a child has been the victim of maltreatment 
and who is responsible. An increased focus on investiga-
tion is often equated with a desire to punish parents, but I 
don’t believe this is necessarily true. I believe an increased 
emphasis on investigation and fact finding is critical for ef-
fective safety planning.  

Second, I believe we should work toward a system that 
acknowledges and treats the trauma and lifelong conse-
quences of abuse. The Task Force has recommended 
increased trauma screening in the Child Protection sys-
tem and I believe this is a crucial first step in moving to a 
system that focusses on the consequences of early trauma 
related to maltreatment.

Third, over the past decade Minnesota has seen massive 
cuts in Child Protection funding.  Minnesota provides some 
of the lowest state funding in the country. If we want a 
system that effectively protects children, we need to invest 
in that system.

What is one thing people would be surprised to know 
about you? What hobbies or activities do you enjoy?

During residency I built a kayak and a wooden motorboat. I 
enjoy woodworking and I’m currently working on an addi-
tion to our home.  

Member Profile: Mark Hudson, MD, FAAP 
Child Abuse Specialist at Children’s Hospitals and Clinics of Minnesota

Rural pediatricians met on May 28th at a rural Minnesota 
winery to identify and discuss common concerns. Key  
issues advanced by rural physicians included:

• Need for more collaboration with school health and school 
nurses

• Physician resiliency - need more help/resources on life-
style/work expectations/hours with preference for in-person 
or online support for prevention of burnout

• E-cigarette education and emphasis that smoking is a 
pediatric disease (most smokers start as teens); possible 
models for screening/education/treatment

• Concern that legislation for vaccine exemption should 
instead focus on exclusion from school for all unvaccinated 
children and siblings in outbreak communities

• Resources such as Reach Out and Read www.facebook.
com/ReachOutandReadMN and Imagination Library usa.
imaginationlibrary.com

More info at www.mnaap.org/accesstocare.htm

Rural Pediatricians Identify Common 
Concerns
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Pediatrician,  

Willmar 
ACMC

 
Pediatrician,  

Winona 
Winona Health

For details, visit  
www.mnaap.org/ 
employment.htm

Employment  
Opportunities

For consultation with a physician or to admit a patient 24/7, call:  
888-KIDS-UMN (888-543-7866). 

uofmchildrenshospital.org

The University of Minnesota Health brand represents a collaboration between 
University of Minnesota Physicians and University of Minnesota Medical Center.

With the help of dedicated partners like you, we’ve 
been advancing pediatric healthcare as one of the  
top 10 pediatric research programs in the country.

Breakthrough Pediatric Medicine

A warm welcome to new  
members who joined between  
February 1 and April 31, 2015

MNAAP has a total of 984 members!

Raymond Areaux, MD

Lauren Carlson 

Debanjana Chatter-
jee 

Kashmira Chawla 

Meghan Durst, MD

Marcine  Ellwein, MD

Alexandra Erickson

Francis Farrell, MD

Philip Fischer, MD

William Gershan, MD

Asma Javed, MD

Amanda Johnson 

Christopher Johnson,  
MD, MA

Fredric Kleinberg, MD

Anne Hall, MD

Tracy Marko 

Laura Mohling, MD

Kirsten Morse, CPNP-PC

Michelle O’Brien 

Mary Rahrick, MD

Nathan Rodgers 
MD, MHA

Erin Rust, MD

David Sas, DO, MPH

Dawn Sibanda 

Flora Soumekh, MD

Karen Wiringa, MD

Robert Wood, MD

Did you know?
There are 1,414 Board certified  
pediatricians in Minnesota

21 percent of them have an additional 
specialty or sub-specialty. 

Leading specialties/sub-specialties: 
neonatal (60); pediatric critical care 
(44); pediatric emergency medicine 
(43), pediatric cardiology (41); pediatric 
hematology-oncology (41); pediatric 
endocrinology (29); pediatric gastro 
(22); pediatric infectious disease (21); 
and pediatric pulmonology (18). 

Source: Minnesota Board of Medical 
Practice

Jeffrey Karp, 
DDS, MS, has 
been elected 
to serve as 
a member of 
the Executive 
Committee of 

the AAP Section on Oral Health, 
beginning November 1.

In Memoriam 

Edmund Burke, MD, 
FAAP, a pediatric  
nephrologist at Mayo 
Clinic, passed away May 
13, 2015. He was a long-
time advocate for children 
and received MNAAP’s 
Distinguished Service 
award in 2011. More info 
about him at www.mnaap.
org/awardrecipients.htm

Congratulations

Pamela  
Gonzalez, 
MD, was 
recently  
re-appointed 
to the AAP 
Committee on 

Substance Abuse.
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Congratulations New Graduates  

Mayo Clinic

Heather Anderson, MD 
Pediatric Chief Resident |  
Mayo Clinic

Erin Eileen Conboy, MD 
Residency | Genetics | 
Mayo Clinic

Ana Creo, MD 
Pediatric Chief Resident | Mayo 
Clinic

Kara Fine, MD 
Associate Consultant |  
Mayo Clinic

Leila Ford, MD 
General Pediatrician |  
Lakeside Pediatrics | Idaho

Jacquelyn Grev, MD 
Fellowship | Neonatology  
University of Vermont 

Nihal Hamouda, MD 
Fellowship | Pediatric  
Emergency Medicine |  
Phoenix Children’s Hospital

Kelsey Klaas, MD 
Senior Associate Consultant | 
General Pediatric and  
Adolescent Medicine |  
Mayo Clinic

Johnathan Knoche, MD 
Residency | Preventive  
Medicine | University of  
Michigan

Brianna MacQueen, MD 
Fellowship | Neonatology 
University of Utah

Brandon Morrical, MD 
Fellowship | Pediatric  
Cardiology | Mayo Clinic

Erin Willits, MD 
Fellowship | Allergy and  
Immunology | Mayo Clinic

Lindsey Yock, MD, JD 
Pediatric Hospital Medicine and 
Advocacy | Children’s Hospitals 
and Clinics of Minnesota

U of M

Matthew A. Armfield, MD 
Fellowship | Pediatric Pain 
Management | Children’s Hos-
pitals & Clinic of  
Minnesota

Kelsey Bergstrom, MD 
Pediatric hospitalist | Mercy 
Hospital

Nicholas Brown, MD 
Fellowship | Pediatric  
Critical Care | Children’s Hospi-
tal of Wisconsin

Daniel Carballo, MD 
General pediatrician | South-
dale Pediatrics

Saydi Elia Chahla, MD  
Fellowship | Pediatric  
Emergency Medicine |  
Children’s Hospitals and Clinics 
of Minnesota

Ellen Christiansen, MD 
Pediatric Chief Resident |  
U of M

Heather Christina Dahlquist, 
MD 
Pediatric Chief Resident |  
U of M 

Dania Dia, MD   
Hospitalist | Advocate Illinois 
Masonic Medical Center

Noelle Ellis, MD  
General pediatrician |  
Partners in Pediatrics - Maple 
Grove

Ruth Friedrichsdorf, MD 
General pediatrician

Dana Paletta Greulich, MD 
Pediatric Attending | U of M 
Masonic Children’s Hospital ED

Laura Hagemeyer, MD 
Pediatric hospitalist | Maple 
Grove Hospital and U of M 
Masonic Children’s Hospital

Nathaniel D. Meuser-Herr, MD 
Hospitalist | Fairview Ridges

Patricia Talbert Hickey, MD 
Pediatric Chief Resident |  
U of M 

Marie Hickey, MD 
Pediatric Hospitalist |  
Mercy Hospital

Pallavi Kamra, MD  
Pediatric Chief Resident |  
U of M

Nandini Kataria, MD 
Pediatric Hospitalist |  
CentraCare Hospital

Becca Mahady, MD 
General pediatrician |  
South Lake Pediatrics -  
Minnetonka

Abby Montague, MD 
Fellowship | Toxicology | Re-
gions Hospital

Erin Anne Plummer, MD 
Fellowship | Neonatology | U 
of M

Ebony Makeda Richards, MD 
General pediatrician |  
Washington, DC

Ann Simones, MD  
Fellowship | NICU | U of MN

Carly Anne Theiler, MD Fel-
lowship | Pediatric Emergency 
Medicine | Children’s Hospitals 
and Clinics of Minnesota

Judith Wiltse, MD 
General pediatrician | Park 
Nicollet - Bloomington

Justin Yee, MD 
General pediatrician | Park 
Nicollet

Caitlin Cregan Zebley, MD 
Fellowship | Pediatric  
Hematology/Oncology |  
St. Jude Children’s  
Research Hospital   

Key benefits  
include: 

• Pediatric news 
and resources spe-
cific to Minnesota. 

• Local leadership, 
networking and 
funding opportuni-
ties. 

• A constant pres-
ence at the state 
Capitol. 

Be sure to  
renew your 

chapter  
membership! 

1 in 5 families with 
children in  

Minnesota faces 
hunger or food 

insecurity.  
During summer 
vacation, there 

may not be access 
to free or reduced 

school meals. 

Help families find 
resources through 

the USDA’s  
Summer Food 

Finder: 
www.fns.usda.gov/
summerfoodrocks 

Information on mental 
health service provid-
ers in Minnesota at 
Fast-TrackerMN.org  
 
Sponsored by the MN 
Mental Health Com-
munity Foundation  
651-426-6347
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