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CATEGORY: Pregnancy and Birth 
 

TOPIC: BIRTH OUTCOMES AND PRENATAL CARE 
 

The strategies below can be used to work on this topic. 
Organizations that may play a role in implementing each strategy are indicated. 
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mproving birth outcomes influences 
many areas of children’s health and 
development, positively influences the 

health of women and reduces long-term 
medical costs to families and society. The 
health care women receive prior to 
pregnancy can influence their health prior to 
conception, the planning of pregnancy and 
initiation of prenatal care. First-trimester 
entry into prenatal care for an initial risk 
screening and assessment, as well as the 
initiation of health education, social 
services, and other appropriate referrals, is 
critical to preventing many problems in the 
developing fetus and promoting the health 
of the mother.  
 
Although Minnesota ranks among the top 10 
healthiest states in the U.S., we rank 23rd in 
the nation in providing adequate prenatal 
care to pregnant women. The highest-
ranking states show 80 percent or more of 
pregnant women getting the care they need. 
Birth certificate data in Minnesota from 
1993 to 1997 show an increase from 66.5 to 
84 percent of women receiving adequate or 
better prenatal care. In 1999, 84.5 percent of 
women began prenatal care during their first 
three months of pregnancy. However, early 
prenatal enrollment is much lower among 
women of color. 
 

1994-1998 
Prenatal Care Initiation: MN 
Trimester Prenatal Care Began 

 First Trimester 
Race/Ethnicity Percent Began Care 

African American 59 % 
American Indian 57 % 

Asian 56 % 
Hispanic 60 % 

White 86 % 
Total Population  84 % 

[source: CHS Vital Statistics, MDH] 
 

Much effort in the state has been directed at 
getting women into prenatal care early (in 
the first trimester) and at continuing their 
regular visits with their primary providers. 
The data show that improvement has been 
made in both areas. The percentage of 
women beginning care early and continuing 
with regular-interval visits has increased 
from 66.5 in 1993 to 77 percent in 1996 and 
to 85 percent in 1999. However, the gap in 
the number of women of color and 
American Indian women is shocking.  
 

Adequacy of Prenatal Care: Minnesota 
(Singleton Births Only) 1995 - 1999 

Race/ 
Ethnicity 

Intensive/ 
Adequate 

Care 

Inadequate 
or No Care 

African American 58 % 12 % 
American Indian 48 % 18 % 

Asian 54 % 11 % 
Hispanic 55 % 12 % 

White 80 % 3 % 
[source: CHS, Vital Statistics, MDH] 

 
Starting prenatal care early is associated 
with improved rates of low birth weight and 
infant mortality. Low birth weight means 
that the infants were born weighing less than 
5.5 pounds. These babies are more likely to 
die in their first months of life than are 
heavier babies; more likely to be sick at 
birth and require highly specialized, 
technical, and expensive medical care; and 
at greater risk for long-term health and 
developmental problems. Minnesota’s low 
birth weight rate has increased at the same 
time that the percentage of premature (born 
before 37 weeks of pregnancy) births has 
remained stable. The state’s low birth 
weight rate has increased from 
approximately 5.0 percent of live births 
throughout the 1980s to 6.1 percent in 1999. 
African American infants have higher rates 
of low birth weight and very low birth 

I



CATEGORY: PREGNANCY AND BIRTH 
TOPIC: BIRTH OUTCOMES AND PRENATAL CARE 

 
 

 

This information is current as of Fall 2002 
Page 6 

weight than all other racial groups. The 
percentage of African American infants born 
preterm was 11.0 percent in 1999 compared 
to 5.6 percent of White infants. [source: 
National Vital Statistics Report, Vol. 49, 
No. 5, July 24, 2001]  
 
The strategies presented here are intended to 
support the work in progress in Minnesota. 
It is equally important to explore new 
strategies to improve birth outcomes for all 
infants and families in all racial and ethnic 
populations. For related strategies, see the 
category on Alcohol, Tobacco, and Other 
Drugs; the section on Childhood Lead 
Poisoning in the category of Child and 
Adolescent Growth and Development; the 
section on STD/HIV/AIDS in the Infections 
Disease category; the category on Mental 
Health; the sections on Eliminating 
Disparities and on Eliminating Barriers and 
Improving Access to Health Care in the 
Service Delivery Systems category, the other 
sections in this category. 
 
 
Strategy: Increase public awareness of 
healthy behaviors prior to, during, and 
after pregnancy. 
 

 
 

 
Systems 

 
Community 

 
Individual 

 
Primary 

 
U 

 
U 

 
U 

 
Secondary 

 
 

 
 

 
 

 
Tertiary 

 
 

 
 

 
 

 
Background: 
A healthy child begins before conception. 
The health status of women and men prior to 
conception, the decision to become a parent, 
the planning and spacing of pregnancies, the 
quality of preventive health care, and the 
interventions provided before and during  
 

pregnancy all affect pregnancy outcomes 
and the potential for healthy children. 
 
A woman is considered to be “at risk” if she 
lives in poverty; is in poor health prior to 
pregnancy; engages in adverse behaviors 
such as smoking or alcohol or drug misuse; 
does not have access to appropriate prenatal 
health care; has inadequate nutrition; or 
lives in an unsafe physical environment. The 
result is that her baby is more likely to be 
born at a low birth weight, the gestational 
period is likely to be shortened, or both. 
These infants are at a higher risk for 
disability, chronic morbidity, developmental 
problems, birth defects, and death. 
 
Factors such as the parent’s age, educational 
level, marital status, and socio-economic 
status also increase the risk for poor 
pregnancy outcomes. Affected individuals 
can benefit from pregnancy planning and 
earlier identification of pregnancy, 
streamlined access to appropriate and 
necessary health care, and referral to support 
services. 
 
This strategy focuses on providing the 
public with information about the 
importance of healthy behaviors including, 
but not limited to, family planning, lifestyle, 
early and comprehensive prenatal care, 
nutrition (prior to, during, and after 
pregnancy), breastfeeding, intrapartum and 
postpartum care, parent education, psycho-
social services, environmental risks, 
newborn care, and health care for all infants. 
There are multiple facets to such a media 
campaign. A suggested beginning point is to 
launch a media campaign at the state or 
local levels (or both) promoting healthy 
lifestyles before pregnancy. An important 
component of a media campaign is that the 
messages given by health care providers 
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(e.g., physicians and nurse-midwives) are 
consistent with those of the campaign itself. 
The campaign can include posters, print ads, 
radio and TV spots, brochures, billboards, 
etc., and focus on messages about, for 
example, the six things to do before you get 
pregnant: 
< Eat nutritiously, get folic acid in your 

diet every day, and avoid toxins. 
< Get help to stop smoking now. 
< Limit your use of alcohol; stop drinking 

during pregnancy. 
< Practice safer sex. 
< Plan your pregnancy. 
< See your physician or nurse-midwife for 

a checkup. 
 
Additional resources: 
Bibliographic resource: 
< American Academy of Pediatrics and the 

American College of Obstetricians and 
Gynecologists. 1997. Guidelines for 
Perinatal Care (4th Ed.).  

Organizational resources: 
< Great Start Quitline: (866) 66-START 

(tobacco). 
< March of Dimes, regional office or 

(952) 835-3033. www.modimes.org  
< Minnesota Department of Health, STD 

and HIV Section, at (612) 676-5414.  
< Minnesota Organization on Fetal 

Alcohol Syndrome (MOFAS), at (651) 
917-2370.  

< Minnesota Partnership for Action 
Against Tobacco (MPAAT) Helpline 
(877) 270-STOP (tobacco). 

< Women, Infants and Children (WIC), 
(800) WIC-4030. 

< www.smokefreefamilies.org (tobacco). 
 
Evidence for strategy: 
The research and reported experience 
demonstrate change in knowledge and 
behavior of individuals and populations as a 

result of public education campaigns in 
other areas such as tobacco use. Such a 
campaign has not been field tested with 
regard to birth outcomes and prenatal care. 
 
Has this strategy been implemented in 
Minnesota?  
Yes, efforts to educate and increase public 
awareness of healthy behaviors prior to, 
during, and after pregnancy have been 
ongoing in many communities in Minnesota. 
Materials for parents-to-be are available 
from a number of sources: for example, the 
March of Dimes, American College of 
Obstetricians and Gynecologists, local 
Public Health agencies, and community 
based organizations. Targeted media 
campaigns, however, have not been 
systematically implemented in Minnesota, 
especially to populations of color, American 
Indians, and the foreign born. 
 
Indicators for this strategy: 
< Results of pre- and post-message-

development focus groups. 
< Number of printed materials distributed 

and locations of their distribution 
(including materials appearing in 
languages reflective of community 
needs). 

< Amount of airtime given to health 
messages. 

< Responses to these messages. 
< Degree of message recognition in the 

community. 
< Number of women and families 

receiving messages consistent with those 
of the media campaign during 
counseling visits (as measured at 
pregnancy confirmation encounters, 
departure from family planning clinics,  
parenting groups, community education 
classes, etc.). 
 

http://www.modimes.org
http://www.smokefreefamilies.org
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< Changes in knowledge and attitude 
among community members about six 
things to do before getting pregnant. 

 
For more information contact: 
MaryJo Borden, MDH, Women’s Health 
Consultant, at (651) 284-0601. 
 
 
Strategy: Improve early and regular 
participation in prenatal care. 
 

 
 

 
Systems 

 
Community Individual 

 
Primary 

 
U 

 
U U 

 
Secondary 

 
 

 
 U 

 
Tertiary 

 
 

 
 

 
Background: 
The purpose of this strategy is to improve 
birth outcomes. The collective evidence 
since the formalization of prenatal care in 
1901 suggests that early and regular 
participation in comprehensive prenatal care 
programs is associated with reduced rates of 
low birth weight and improved birth 
outcomes. For prenatal care to prevent low 
birth weight deliveries, women at risk of 
giving birth to preterm or growth-restricted 
infants need to be identified in an accurate 
and timely manner and to receive effective 
interventions to reduce preventable risks. 
The most likely targets for affecting low 
birth weight and poor birth outcomes 
include: 
< Reducing or quitting smoking. 
< Getting nutritional evaluation and 

counseling. 
< Seeking medical care (aimed at reducing 

overall morbidity). 
 
To implement this strategy, an assessment of 
current rates of early and regular 
participation in prenatal care should be 

made. This assessment should include data 
by age, race, marital status, geographic 
location, health care coverage, and type of 
provider. The data will direct the 
implementation of this strategy. For 
instance, if there are late and irregular 
prenatal care visits by young, unmarried 
adolescents, outreach efforts would focus on 
that population. 
 
Identifying pregnancy early and referring for 
prenatal care is a sub-strategy to improving 
early and regular participation in prenatal 
care. 
 
Additional resources: 
< Agency for Health Care Policy and 

Research. Patient Outcomes Research 
Team: Low Birth Weight in Minority and 
High-Risk Women, Final Report. Report 
period: September 30,1992-April 21, 
1998. Publication No. 98-N005. AHCPR 
Publications Clearinghouse. 

< American Academy of Pediatrics and the 
American College of Obstetricians and 
Gynecologists. 1997. Guidelines for 
Perinatal Care (4th Ed.). 

< Center for the Future of Children, the 
David and Lucile Packard Foundation. 
1995. The Future of Children: Low Birth 
Weight (Vol. 5, No. 1).  

 
Evidence for strategy: 
The evidence to date continues to document 
that those women who receive early and 
regular prenatal care have better maternal 
and neonatal outcomes than women 
receiving late or no prenatal care. 
Implementing coordinated social and 
medical programs around the health and 
social needs of women and families is 
necessary for the highest success. 
 
 



CATEGORY: PREGNANCY AND BIRTH 
TOPIC: BIRTH OUTCOMES AND PRENATAL CARE 

 
 

 

This information is current as of Fall 2002 
Page 9 

Has this strategy been implemented in 
Minnesota?  
Yes, Minnesota has a long history of 
emphasizing early and regular prenatal care 
for all pregnant women. Changing 
demographics and social and cultural needs, 
as well as the science of obstetrics, have, in 
combination, influenced programs and 
policies around prenatal care. Examples of 
strategies to improve early prenatal care 
include free pregnancy diagnosis with 
education and counseling regarding healthy 
pregnancy behaviors and referral for 
prenatal care. 
 
Indicators for this strategy: 
< Identification of current rates and 

demographics of participation in early 
and regular prenatal care. 

< Identification of the rates and 
demographics of late and irregular 
prenatal care visits. 

< Development of a plan to address 
targeted outreach efforts. 

< Number and percentage of pregnant 
women receiving prenatal care in the 
first trimester. 

< Number and percentage of pregnant 
women receiving adequate or better 
prenatal care as measured by the 
GINDEX Index. 

< Availability of free pregnancy testing 
with referral system for prenatal care. 

< Number of pregnancy tests performed. 
< Number of prenatal care referrals made. 
 
For more information contact: 
MaryJo Borden, MDH, Women’s Health 
Consultant, at (651) 284-0601. 
 
 
 
 

Strategy: Promote use of the Minnesota 
Pregnancy Assessment Form with all 
pregnant women. 
 

 Systems 
 

Community Individual 

Primary U 
 

U U 
 
Secondary 

 
 

 
 

 
U 

Tertiary  
 
 

 
Background: 
The purpose of this strategy is to assure that 
appropriate screening for risk is done on all 
pregnant women. Once screening is 
initiated, interventions, referral and follow-
up are necessary. 
 
Statewide implementation of the Minnesota 
Pregnancy Assessment Form would assure 
screening for medical, social, and 
environmental risks during pregnancy. The 
assessment would be done early in each 
pregnancy and continuously thereafter. The 
assessment would screen for both maternal 
and infant medical conditions, such as 
previous poor birth outcomes, chronic and 
gestational diabetes, hypertension, preterm 
labor, preeclampsia, and congenital 
anomalies. It would also screen for 
individual, family, and community factors, 
such as mental health; alcohol, tobacco, and 
other drug use; family violence; and access 
to essential resources (like adequate food, 
finances, housing, medical insurance, 
transportation, telephone, and child care); as 
well as for the social and emotional supports 
available at home, within the extended 
family, in the community, and at work.  
Ideally, the assessment should trigger 
appropriate intervention and referral as 
necessary. Referrals include community-
based programs to provide/enhance/facilitate 
culturally appropriate care. 
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Additional resources: 
< Herron, MA., et al. 1982. Evaluation of 

preterm birth prevention program: 
Preliminary report. Obstetrics & 
Gynecology, 2(59), 295. 

< Holbrook, H., et al. 1989. Evaluation of 
risk scoring system for prediction of 
preterm labor. American Journal of 
Perinatology, 6, 62-69. 

< Knox, AJ., et al. 1993. An obstetric 
scoring system: Its development and 
application in obstetric management. 
Obstetrics & Gynecology, 81, 195-199. 

< Mark, PM., et al. 1984. Group Health 
program to reduce the incidence of 
preterm deliveries. Minnesota Medicine, 
67, 509-10.  

< Papiernik, E., et al. 1985. Prevention of 
preterm births: The perinatal study of 
Hagnenau. Pediatrics, 76, 154. 

< Weiss, P., and Mark, P. 1997. Routine 
screening during pregnancy: The new 
Minnesota pregnancy risk assessment 
form. Minnesota Medicine, 80, 48-49. 

< Yawn, BP., and Yawn, RA. 1989. 
Preterm birth prevention in rural 
practice. JAMA, 252, 230-3. 

 
Evidence for strategy: 
The references cited above demonstrate the 
rationale for and the effectiveness of using 
screening tools to determine risk during 
pregnancy. The Minnesota Pregnancy 
Assessment Form was developed based on 
this evidence. It is used sporadically 
throughout Minnesota. 
 
Has this strategy been implemented in 
Minnesota?  
Yes, the form was introduced in 
February/March 1997 to all physicians and 
certified nurse-midwives in the state who 
practice obstetrics. Seven trainings were 
offered in Fall 1997 in five locations across 

the state. For the past three years, the 
Countryside Public Health CHS Agency 
(Big Stone, Chippewa, Lac Qui Parle, Swift 
and Yellow Medicine counties) has been 
involved in a pilot project with a local 
hospital and provider group to assure that all 
pregnant women receive standardized and 
adequate prenatal and postnatal care. A 
central component of the pilot project has 
been the use of the Minnesota Pregnancy 
Assessment Form. For more information 
about the pilot project, contact 
Mary Jungwirth, at (320) 843-4546. 
 
Indicators for this strategy: 
< Number of providers practicing 

obstetrics who know of the form. 
< Identification of barriers to using the 

form. 
< Development of a plan to address those 

barriers. 
< Number of physicians and certified 

nurse-midwives who regularly use the 
Minnesota Pregnancy Assessment Form 
in their practice. 

< Number of women identified as at risk 
as a result of using the form. 

< Existence of appropriate referral 
mechanisms in place so that efficient 
and effective referrals based on the form 
can be made. 

 
For more information contact: 
MaryJo Borden, MDH, Women’s Health 
Consultant, at (651) 284-0601. 
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Strategy: Assure the delivery of very 
low birth weight infants at facilities for 
high-risk deliveries and neonates. 
 
 

 
 

 
Systems 

 
Community Individual 

 
Primary 

 
U 

 
  

 
Secondary 

 
 

 
 U 

 
Tertiary 

 
 

 
 U 

 
Background: 
The purpose of this strategy is to improve 
the number of very low birth weight infants 
who are born at facilities for high-risk 
deliveries and neonates. Ways to accomplish 
this include: 
< Screen every pregnant woman using the 

Minnesota Pregnancy Assessment Form 
and provide appropriate intervention, 
including referral to specialty care 
providers (see the previous strategy for 
more information on the use of the 
Minnesota Pregnancy Assessment 
Form). 

< Build collaborative referral relationships 
between primary prenatal care providers 
and specialists in high-risk deliveries 
and neonatal care. 

< Assure a transportation system that will 
safely transfer pregnant women, 
neonates, or both, when necessary, to 
facilities capable of providing needed 
services. 

 
Accomplishing these tasks requires ongoing 
dialogue and joint planning between public 
health, hospitals, health plans, provider 
groups, and Emergency Medical Services in 
communities. 
 
Additional resources: 
< American Academy of Pediatrics and the 

American College of Obstetricians and 

Gynecologists. 1997. Guidelines for 
Perinatal Care (4th Ed.).  

< Congressional Budget Office. 1992. 
Factors Contributing to the Infant 
Mortality Ranking of the United States. 
Washington, DC: Congressional Budget 
Office. 

< Makuc, DM., Haglund, B., Ingram, DD., 
Kleinman, JC., and Feldman, JJ. 1991. 
Health Service Areas for the United 
States. Vital and Health Statistics. Series 
2. Data Evaluation and Methods 
Research (Vol. 112). Hyattsville, MD: 
National Center for Health Statistics. 

< Public Health Service. 1989. Caring for 
Our Future: The Content of Prenatal 
Care. Washington, DC: Department of 
Health and Human Services. 

 
Evidence for strategy: 
Until we have more effective strategies to 
prevent both preterm and term low birth 
weight, it is critical that we continue to 
ensure that those low birth weight infants 
who are born survive free of major long-
term disability to the greatest degree 
possible. This includes assuring that 
premature newborns are born in perinatal 
centers equipped to handle high-risk 
deliveries. 
 
Has this strategy been implemented in 
Minnesota?  
No, not all pieces of the strategy have been 
implemented. For instance, not every 
pregnant woman in the state is screened with 
the Minnesota Pregnancy Assessment Form, 
nor are there state recommendations of 
primary prenatal care providers to have 
referral relationships with specialists in 
high-risk deliveries and neonatal care. 
Nevertheless, this strategy exists in various 
forms in many communities throughout 
Minnesota. 
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Indicators for this strategy: 
< Development of a dialogue between 

public health, hospitals, health plans, 
provider groups, and Emergency 
Medical Services. 

< Development of a joint planning process 
to assure the delivery of very low birth 
weight infants at the appropriate 
facilities. 

< Development of collaborative referral 
relationships between primary care 
providers and specialists in high-risk 
deliveries and neonatal care. 

< Number of pregnant women screened 
using the Minnesota Pregnancy 
Assessment Form. 

< Number of very low birth weight infants 
born at facilities, which are not equipped 
for high-risk deliveries and neonates. 

< Existence of an ambulance or 
transportation system between facilities 
for high-risk deliveries and neonates and 
those facilities without such capabilities. 

 
For more information contact: 
MaryJo Borden, MDH, Women’s Health 
Consultant, at (651) 284-0601. 
 
  
Strategy: Include fish consumption 
advisory information in prenatal care.  
 

 
 

 
Systems 

 
Community Individual 

 
Primary 

 
U 

 
U U 

 
Secondary 

 
 

 
  

 
Tertiary 

 
 

 
 

 
Background: 
Women of childbearing age and pregnant 
women represent a high-risk group for 
methyl mercury exposure, an environmental 
contaminant found in fish. Several well-

documented human exposure episodes have 
proven that mercury is a very effective 
neurotoxin. Mercury has dose related effects 
that range from an alteration in the ability of 
nerves to conduct impulses to changes the 
way nerve cells divide and differentiate. 
This makes mercury particularly dangerous 
to developing nervous systems of fetuses 
and young children.  
 
Adding to the concerns regarding the safety 
of eating fish containing methyl mercury are 
the results from a recently released CDC-
NHANES report that indicated that 10 
percent of their sample of women between 
16 and 49 years of age had been exposed to 
levels of methyl mercury that are close to 
those which have observable adverse 
effects. Using this information and the 
number of births registered in the U.S in 
1998, the U.S. EPA has estimated that as 
many as 400,000 newborns per year are at 
risk of elevated methyl mercury exposure.  
 
A report recently released by the American 
Academy of Pediatrics included the 
following statement: “the developing fetus 
and young children are thought to be 
disproportionately affected by mercury 
exposure, because many aspects of 
development, particularly brain maturation, 
can be disturbed by the presence of mercury. 
Minimizing mercury exposure is, therefore, 
essential to optimal child health”. It is 
important to get the word out to pregnant 
women and women planning to become 
pregnant. This can best be done in two 
ways: 
< Work with health care systems to 

incorporate fish consumption advisory 
information into their standard protocol 
for prenatal and women’s health care. 

< Form a partnership with providers to 
print and distribute fish consumption 
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advisory educational materials to 
pregnant women and women of 
childbearing ages.  

 
Additional resources: 
Bibliographic resources:  
< American Academy of Pediatrics 

Technical Report. 2001. Mercury in the 
Environment: Implications for 
Pediatricians. 

< Centers for Disease Control and 
Prevention. 2001. National Report on 
Human Exposure to Environmental 
Chemicals. 

< Minnesota Department of Health. An 
Expectant Mother’s Guide to Eating 
Minnesota Fish. What You Should Know 
If You Are Pregnant, Planning to be 
Pregnant, or Nursing a Baby. (MDH 
IC# 141-0709 English version, MDH 
IC# 141-0059 Spanish version). 

< Minnesota Department of Health. Eat 
Fish Often? A Minnesota Guide to 
Eating Fish. (MDH IC# 141-0378) 

< National Research Council. (2000). 
Toxicological Effects of Methyl 
Mercury, National Academy Press, 
Washington, D.C. 

Organizational resources: 
< Minnesota Department of Health. For 

more information see the website for 
strategies resources at: 
www.health.state.mn.us/strategies/. 
Click on “Fish Consumption Advice”. 

< Minnesota Department of Health. World 
Wide Web Page at:  
http://www.health.state.mn.us/divs/eh/fis
h/index.html. 
 

Evidence for strategy: 
Research, as described above, has 
conclusively documented the dangers of 
exposure to methyl mercury by pregnant 
women. Furthermore, research on providing 

information to people about issues that 
affect their health has been shown to 
increase knowledge and change attitudes. 
The effectiveness of including fish 
consumption advisory information in 
prenatal care has, however, not been 
empirically studied or field-tested. 
 
Has this strategy been implemented in 
Minnesota?  
Yes, awareness and educational materials 
are distributed by the Minnesota Department 
of Health and by some clinics. Currently, in 
Minnesota, there is no coordinated effort or 
standard within the health care system for 
inclusion of fish consumption advisory 
information in prenatal care. 
 
Indicators for this strategy: 
< Increase in the number of expectant 

mother’s guides distributed. 
< Increase in the number of health care 

facilities in the MDH fish consumption 
advisory distributor database. 

< Agreement by health care providers to 
incorporate fish advisory information 
into standard prenatal care procedures. 

< Number of physicians and nurse 
midwives who incorporate fish advisory 
information into standard prenatal care 
procedures. 

 
For more information contact: 
Pat McCann, at (651) 215-0923, 
patricia.mccann@health.state.mn.us, 
MDH Health Risk Assessment Unit, 
Division of Environmental Health. 
 
 
 
 
 
 

http://www.health.state.mn.us/strategies/
http://www.health.state.mn.us/divs/eh/fish/index.html
mailto:patricia.mccann@health.state.mn.us
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Strategy: Modify health services to 
better meet the multiple and complex 
needs of pregnant and parenting teens.  
  

 
 

Systems 
 

Community Individual 
 
Primary 

 
U 

 
U U 

 
Secondary 

 
 

 
 U 

 
Tertiary 

 
 

 
 U

 
Background: 
The purpose of this strategy is to better meet 
the health needs of pregnant and parenting 
teens. Pregnant and parenting teens are at 
risk for dropping out of school, not 
completing high school or post-secondary 
schooling, not finding employment at a 
livable wage, having another pregnancy, 
getting divorced (if married), and losing 
family and community support. Several 
characteristics associated with teen 
parenting put the infant at highest risk for 
poor development and ill health; these 
include the mother’s youth, lack of 
education, cognitive limitations, low 
socioeconomic level, or lack of family 
support. For related strategies, see the 
section on Eliminating Barriers and 
Improving Access to Care - Children and 
Adolescents in the Service Delivery Systems 
category. 
 
Successful services for pregnant and 
parenting teens include the following 
components: 
< Continuity of providers. 
< Coordination between agencies and 

providers to enhance early diagnosis, 
treatment, counseling, and referral. 

< Knowledge of normal infant growth and 
development. 

< Staff comfort and knowledge about 
teens. 

 

< Follow-up care, including plans for 
education, family planning, medical 
care, social services, etc. 

< Easy access to service providers such as 
social services, health and medical 
services, support groups, individual 
counselors, etc. 

< Involvement of parent(s), support 
persons as identified by the parent(s), or 
both. 

< On-site childcare. 
 
Additional resources: 
< Fleming, BW., et al. 1993. Assessing 

and promoting positive parenting in 
adolescent mothers. Maternal Child 
Nursing, 18, 32-37. 

< Green, M. (Ed.). 1995. Bright Futures: 
Guidelines for Health Supervision of 
Infants, Children, and Adolescents. 
Arlington, VA: National Center for 
Education in Maternal Child Health. 

< Hill, S., Greenberg, M., and Levin-
Epstein, J. 1991. Babies on Buses 
Lessons From Initial Implementation of 
the JOBS Teen Parent Provisions. 
Washington, DC: Center for Law and 
Social Policy. 

< The Minnesota Organization on 
Adolescent Pregnancy, Prevention and 
Parenting (MOAPPP). Community 
Empowerment Manual: Carrying the 
Message of Teen Pregnancy Prevention 
to the Community and Policy Makers. 
[Contact: (800) 657-3697.] 

< Roye, C., and Bolk, S. 1996. The 
relationship of partner support to 
outcomes for teenage mothers and their  
children: A review. Journal of 
Adolescent Health, 19(2), 86-93. 

< Sipe, C., et al. 1995. School-based 
Programs for Adolescent Parents and 
Their Young Children: Overcoming 
Barriers and Challenges to 
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Implementing Comprehensive School-
based Services in California and Across 
the Country. Center for Assessment and 
Policy Development. [Contact: (610) 
664-4540.] 

< Vera Institute of Justice, The Study 
Group on the Male Role in Teenage 
Pregnancy and Parenting. 1990. The 
Male Role in Teenage Pregnancy and 
Parenting: New Directions for Public 
Policy. New York: Vera Institute of 
Justice. 

 
Evidence for strategy: 
The strategy is based on theories from 
multiple disciplines, including medicine, 
nursing, social science, developmental 
psychology, and systems operations. The 
components necessary to maximize services 
for pregnant and parenting teens have been 
implemented in a number of states by a 
variety of means.  
 
The Florida Teen and Adolescent Parenting 
Program is an example of the strategy 
described. Florida demonstrated that 83 
percent of enrolled students were retained in 
school, 95 percent were not habitually 
truant, and 83 percent were promoted to the 
next grade level, while 58 percent of twelfth 
graders graduated. Ninety-five percent did 
not deliver low birth weight babies. This 
approach has been consistently shown to 
have successful results for both young 
parents and their children. (See specifics in 
the 1995 article by Sipe included in the 
reference list.) 
 
Has this strategy been implemented in 
Minnesota?  
Yes, legislation was enacted in 1997 to 
establish the Adolescent Parenting Grant 
Program. These funds will be used for 
school-based, community-linked programs 

to ensure the long-term self-sufficiency of 
adolescent families and the development and 
school-readiness of their children. This 
legislation provides $800,000 in grant funds 
to school districts to supplement programs, 
which provide early and comprehensive 
services and supports to adolescent parents 
and their children while they are finishing 
high school. The Minnesota Department of 
Children, Families and Learning is charged 
with managing these grant funds. For further 
information about the implementation of 
these programs, contact: Nancy Nelson, 
Minnesota Organization on Adolescent 
Pregnancy, Prevention and Parenting 
(MOAPPP), at (800) 657-3697. 
 
Indicators for this strategy: 
< Degree of continuity among providers. 
< Degree of coordination between 

agencies and providers to enhance early 
diagnosis, treatment, counseling, and 
referral. 

< Knowledge among teen parents about 
normal infant growth and development. 

< Level of staff comfort and knowledge 
about teens. 

< Number of new teen parents with 
follow-up plans for education, family 
planning, medical care, social services, 
etc. 

< Accessibility of service providers such 
as social services, health and medical 
services, support groups, individual 
counselors, etc. 

< Involvement of parent(s), support 
persons as identified by the parent(s), or 
both. 

< Availability and accessibility of on-site 
child care. 

< Number of pregnant and parenting teens 
completing high school or its equivalent. 

< Number of pregnant and parenting teens 
enrolling in secondary education 
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programs (post-high school). 
< Number of pregnant and parenting teens 

with primary health care providers.  
< Number of infants and newborns 

receiving well-child care (up-to-date 
immunizations, etc.). 

 
For more information contact: 
Jill Briggs, at (651) 281-9781, 
jill.briggs@health.state.mn.us, MDH Teen 
Pregnancy Prevention Coordinator. 
 
  
Strategy: Reduce the number of low 
(less than 2500 grams) and very low (less 
than 1500 grams) birth weight infants 
born annually in Minnesota. 
 
 
 

 
Systems 

 
Community Individual 

 
Primary 

 
U 

 
U  

 
Secondary 

 
U 

 
U U 

 
Tertiary 

 
 

 
 U

 
Background: 
The most effective ways to prevent low and 
very low birth weight infants are to promote 
healthy behaviors before and during 
pregnancy, and to identify pregnant women 
early in pregnancy who are at risk of 
preterm labor, low birth weight, or both. 
Health plans, public health, and primary 
care providers must work together to insure 
that the following are promoted and 
implemented: 
< Family planning and women’s health 

services include education and 
counseling regarding the need for folic 
acid in diets; exercise; healthy 
preconceptional and prenatal diets; 
alcohol, tobacco, and other drug use; the 
effects of birth control methods on 
conception and early fetal development; 

environmental and occupational hazards; 
maternal immunizations; early initiation 
of prenatal care; health plan coverage; 
and choice of providers. 

< Pregnant women are identified early in 
their pregnancies and referred for 
prenatal care. This requires that systems 
work together to diagnose, counsel, 
educate, treat, and refer appropriately, 
including outreach and follow-up. 

< Early identification of risk factors for 
preterm labor and low birth weight 
occurs, and referrals to the appropriate 
primary care provider are made. 
Utilizing the Minnesota Pregnancy 
Assessment Form for all pregnant 
women (not only for women on 
Minnesota Health Care Programs) will 
help to implement this strategy (see the 
previously described strategy on the 
Minnesota Pregnancy Assessment 
Form). 

 
Additional resources: 
< American Academy of Pediatrics and the 

American College of Obstetricians and 
Gynecologists. 1997. Guidelines for 
Perinatal Care (4th Ed.).  

< Center for the Future of Children, the 
David and Lucile Packard Foundation. 
1995. The Future of Children: Low Birth 
Weight (Vol. 5, No. 1). 

< Minnesota Pregnancy Assessment Form: 
Training Manual. 1997. [Mailed to 
every primary provider of obstetrical 
care in the state (MDs and Certified 
Nurse Midwives) and District Public 
Health Nurse Consultants. For more 
information, contact: Katie Linde, 
Department of Human Services, 
(612) 296-2811.] 

 
 
 

mailto:jill.briggs@health.state.mn.us
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Evidence for strategy: 
The key elements of this strategy are based 
on science, but have not been uniformly 
field tested in Minnesota. The questions on 
the Minnesota Pregnancy Assessment Form 
are based on evidence showing a causal 
relationship with poor birth outcome or 
associated with poor birth outcome (or 
both). The assessment form has not been 
tested for validity or reliability. The 
publication, Guidelines for Perinatal Care, 
is also based on current knowledge and 
theory but has not been field-tested. 
 
Has this strategy been implemented in 
Minnesota?  
Yes, the Prairie Regional Health Alliance in 
Willmar, MN is composed of individuals 
representing public health, managed care, 
and physician providers. Their mission is to 
develop a model in which all families will 
have access to comprehensive, quality, 
outcome-based prenatal services that are 
provided through a multidisciplinary, 
integrated, and efficient approach. The 
Alliance is implementing a population-based 
prenatal care delivery model using the 
Minnesota Pregnancy Assessment Form. For 
more information about the pilot project, 
contact Mary Jungwirth, at (320) 843-4546. 

 
Indicators for this strategy: 
< Availability of education and counseling 

regarding healthy behaviors through 
family planning and women’s health 
services. 

< Number or percentage of women 
identified early in their pregnancies and 
referred for prenatal care. 

< Number or percentage of women 
identified early in their pregnancies for 
risk factors for preterm labor, low birth 
weight, or both, and referred. 

 

< Number of referrals made. 
< Degree of coordination among systems 

that diagnose, counsel, educate, treat, 
and refer pregnant women. 

< Percentage of low and very low birth 
weight live births. 

< Number of providers using the 
Minnesota Pregnancy Assessment Form. 

< Number or percentage of Minnesota 
Pregnancy Assessment Forms completed 
annually. 

< Number or percentage of pregnant 
women receiving prenatal care in their 
first trimester. 

< Number or percentage of pregnant 
women receiving adequate or better 
prenatal care as measured by GINDEX 
Index. 

< Number of women smoking or using 
alcohol or other drugs prior to and 
during pregnancy. 

< Number of women receiving adequate 
amounts of folic acid prior to and during 
the first trimester of pregnancy. 

< Number of pregnant women who are 
fully immunized.  

< Degree to which costs for needed 
services were covered by the health plan, 
e.g. smoking cessation program, 
treatment for chemical dependency with 
follow-up, child care if needed, etc. 

< Identification of the primary prenatal 
care provider and its identified risk 
factor(s). 

< Number or percentage of pregnant 
women identified for their exposure to 
environmental and occupational hazards-
foods, chemicals, fumes, tobacco smoke, 
hours working and standing, etc. 

 
For more information contact: 
MaryJo Borden, MDH, Women’s Health 
Consultant, at (651) 284-0601. 
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CATEGORY: Pregnancy and Birth 
 

TOPIC: BREASTFEEDING 
 

The strategies below can be used to work on this topic. 
Organizations that may play a role in implementing each strategy are indicated. 

 
  

Governmental 
Public Health 

Agencies 

 
Health 
Plans 

 
Hospitals 
& Clinics 

 
Educational 

Systems 

 
Community-

based 
Organizations 

 
Businesses/ 
Work Sites 

 
Other 

 
Promote and support 
breastfeeding and the use 
of human milk for feeding 
infants and children. 

 
State and 
Local 

 
U 

 
U 

 
U 

 
U 

 
U Family, 

Friends, 
Public 

 
Promote and support 
breastfeeding and the use 
of human milk for all 
mothers and infants, with 
special attention to women 
and infants who are least 
likely to breastfeed. 
 

 
State and 
Local 

 
U 

 
U 

 
U 

 
U 

 
U Family,  

Friends, 
Public 

 
Support baby-friendly 
hospitals, clinics and other 
facilities. 

 
State and 
Local 

 
U 

 
U 

 
U 

 
U 

 
U 

 
 

 
Ensure training on 
breastfeeding for all who 
work with pregnant and 
postpartum women, infants 
and young children. 

 
U 
 

 
U 

 
U 

 
U 

 
 

 
 

 
 

 
Assess barriers to 
breastfeeding for the 
individual client, then 
address the barriers and 
discuss breastfeeding as 
the optimal infant feeding 
choice during prenatal 
care. 

 
Local 

 
U 

 
U 

 
U 

 
 

 
 

 

 
Offer breastfeeding 
counseling, information 
and support in hospitals, 
prenatal and pediatric 
clinics and offices; WIC 
and public health clinics; 
and during home visits. 

 
U 

 
U 

 
U 

 
 

 
U 

 
 

 

 
Provide early and ongoing 
post-hospital support for 
breastfeeding. 
 

 
State and 
Local 

 
U 

 
U 

 
 

 
U 
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Governmental 
Public Health 

Agencies 

 
Health 
Plans 

 
Hospitals 
& Clinics 

 
Educational 

Systems 

 
Community-

based 
Organizations 

 
Businesses/ 
Work Sites 

 
Other 

 
Develop systems to 
support women who are 
breastfeeding and 
returning to work or 
school. 

 
U 

 
U 

 
U 

 
U 

 
U 

 
U  
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reastfeeding is primary prevention. 
Health promotion begins with 
breastfeeding promotion and 

support. Breastfeeding and human milk 
provide infants with the best start in life and 
should be the norm. Much work is needed to 
assure that all infants born and raised in 
Minnesota have the opportunity to be 
breastfed and all women giving birth and 
raising children in Minnesota have the 
opportunity to breastfeed their infants. 
 
Extensive research documents diverse and 
compelling advantages for infants, mothers, 
families, and society from breastfeeding and 
the use of human milk for infant feeding. 
These advantages include health, nutritional, 
immunologic, developmental, 
psychological, social, economic, and 
environmental benefits. 
 
Research shows that human milk and 
breastfeeding of infants provide advantages 
in general health, growth, and development, 
while significantly decreasing risk of acute 
and chronic diseases. Research among 
predominantly middle-class populations in 
the U.S., Canada, and other developed 
countries provides strong evidence that 
feeding infants human milk decreases the 
incidence, severity, or both of many 
diseases, health risks, and infections 
including: 
< diarrhea 
< respiratory infections  
< otitis media  
< bacteremia  
< bacterial meningitis  
< botulism 
< urinary tract infection 
< sudden infant death syndrome 
< necrotizing enterocolitis  
< and others 
 

A number of studies show a protective effect 
of human milk feeding against a number of 
chronic diseases, including: 
< childhood leukemia 
< obesity 
< asthma 
< insulin-dependent diabetes mellitus 
< Crohn’s disease  
< ulcerative colitis  
< lymphoma  
< allergic diseases  
< and other chronic diseases 
 
In addition, breastfeeding has been related to 
the enhancement of several measures of 
cognitive development in infants and 
children. Recent studies have demonstrated 
positive associations between duration of 
breastfeeding and later performance on IQ 
tests in young adults. 
 
Health benefits for the breastfeeding mother 
include improved bone remineralization 
postpartum, with reduction in hip fractures 
in the postmenopausal period, and reduced 
risk of ovarian cancer and premenopausal 
breast cancer. Significant social and 
economic benefits include reduced health 
care costs and reduced employee 
absenteeism for care attributable to child 
illness. Breastfeeding reduces parental 
absence from work and lost income. 
Breastfeeding can also save time 
 
Despite these compelling reasons for 
breastfeeding, many societal barriers keep 
women from breastfeeding or result in its 
early cessation. These barriers exist to some 
extent for all Minnesota women, however 
some populations face more barriers and/or 
less support to overcome the barriers, 
reflected in lower breastfeeding initiation 
and duration rates. Breastfeeding rates are 
lowest among low income families, younger 

B
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mothers, refugees including recent Somali 
refugees and Southeast Asians who came to 
Minnesota as refugees and who are now 
long term state residents. Some African 
American and American Indian populations 
in Minnesota also have breastfeeding rates 
lower than the general population. Often 
infants and children in these populations 
have the most to gain from being breastfed 
as they face the greatest disparities in health. 
Breastfeeding reduces factors that affect 
infant morbidity and mortality, and can 
affect the risks for chronic disease. 
 
Addressing the multifactorial barriers to 
breastfeeding requires changes in the 
knowledge and attitudes of families, health 
care providers, and the general public. 
Health professional training, resources for 
staff, educational materials, access to quality 
breast pumps, and early postpartum 
breastfeeding support are needed to promote 
and support breastfeeding. Systemic changes 
within hospitals, clinics, worksites, schools, 
childcare centers and other organizations are 
also needed. 
 
Investments in breastfeeding promotion and 
support are cost-effective. Promoting and 
supporting breastfeeding requires funding 
for staff, equipment, educational materials, 
and other resources. Many opportunities for 
promoting and supporting breastfeeding are 
lost due to the lack of funding. While 
resources are required to promote and 
support breastfeeding, is cost-effective. A 
1997 study estimated a savings of $112 per 
breastfed infant in six months (Montgomery 
and Splett). A follow-up study that looked at 
the second six months of life has just been 
completed, but is not yet published. The 
study demonstrates additional cost-benefits 
in the second six months of life. Dr. Miriam 
Labbok estimated a national cost savings of 

$4 billion if all infants in the United States 
were breastfed for 12 weeks (Labbok). 
 
Work currently in process has demonstrated 
that interventions can and do increase 
breastfeeding initiation and duration. 
However, much remains to be done. 
 
 
Strategy: Promote and support 
breastfeeding and the use of human milk 
for feeding infants and children. 
 

 Systems 
 

Community Individual 

Primary U 
 

U U 

Secondary  
 
  

Tertiary  
 
 

 
Background: 
In 1997, the American Academy of 
Pediatrics described breast milk as 
“uniquely superior” for infant feeding and 
recommended that infants receive breast 
milk for at least the first year of life. A large 
body of research documents health and 
developmental benefits for breastfed infants. 
Breastfeeding beyond one year offers 
additional benefits to mother and child. 
 
Many pregnant women and families are not 
informed about the benefits of 
breastfeeding. Even when they are informed 
of these benefits, societal barriers keep 
many women from initiating breastfeeding 
or result in their breastfeeding for only a 
short time. Families, health care providers, 
and the general public need to be informed 
about breastfeeding. Health care institutions, 
schools, and workplaces need to be assessed 
and systems changed as needed to support 
breastfeeding. 
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Additional resources: 
Bibliographic resources: 
< Advancing Women's Health: Health 

Plans’ Innovative Program in 
Breastfeeding Promotion. 2001. 
http://www.4woman.gov, or American 
Association of Health Plans, 
http://www.aaph.org. A hard copy can 
be obtained from Renee Hyson, Medical 
Affairs, AAHP, at rhyson@aahp.org or 
(202) 861-1497. 

< American Academy of Pediatrics Work 
Group on Breastfeeding. 1997. 
Breastfeeding and the use of human 
milk. Pediatrics 100(6):1035-39. 

< American Dietetic Association. 2001. 
Position of the American Dietetic 
Association: Breaking the barriers to 
breastfeeding. Journal of the American 
Dietetic Association 101(10):1213-20. 

< Anderson, J., Johnstone, B., and Remley, 
D. 1999. Breastfeeding and cognitive 
development: a meta-analysis. American 
Journal of Clinical Nutrition 70:525-35 

< An annotated bibliography listing 
benefits of breastfeeding: 
http://www.breastfeeding.com/all_about/
all_about_more.html 

< Cunningham, A., et al. 1991. 
Breastfeeding and health in the 1980's: 
A global epidemiologic review. Journal 
of Pediatrics 118(5):659-65. 

< Iowa Department of Public Health. 
1995. Community Based Coalition 
Building for Breastfeeding Promotion. 
This is a reference for planning and 
coordinating breastfeeding coalitions. It 
includes tools for community assessment 
to determine factors that affect 
breastfeeding duration. 

< Labbok, M. 1995. Costs on not 
breastfeeding in the US. ABM News and 
Views, the Newsletter of the Academy of 
Breastfeeding Medicine 1(1).  

< Minnesota Department of Health. 1998. 
Healthy Minnesotans - Public Health 
Improvement Goals for 2004. St. Paul, 
MN: Author. [Refer to Goal 2, “Improve 
Birth Outcomes and Early Childhood 
Development”]. For copies, contact 
MDH, at (651) 296-9661. For more 
information see the website for strategies 
resources at: 
www.health.state.mn.us/strategies/. 
Click on “Public Health Goals,” scroll 
down and click on “Healthy 
Minnesotans Public Health Improvement 
Goals for 2004”. 

< Montgomery, D., and Splett, P. 1997. 
Economic benefit of breastfeeding 
infants enrolled in WIC. Journal of the 
American Dietetic Association 97(4): 
379-85. 

< United State Breastfeeding Committee. 
2001. Breastfeeding in the United 
States: A National Agenda. Rockville, 
MD: U.S. Department of Health and 
Human Services, Health Resources and 
Services Administration, MCH 
http://www.usbreastfeeding.org/ 
StratPlan.html, also available to borrow 
from MDH library, at (612) 676-5090, 
http://www.health.state.mn.us/library/ 
library.htm or library@health.state.mn. 
us, 717 Delaware Street SE, PO Box 
9441, Minneapolis, MN 55440-9441. 

< USDHHS. 2000. Blueprint For Action 
on Breastfeeding. The first 
comprehensive national breastfeeding 
promotion plan, www.4woman.gov/ 
breastfeeding/index.htm. 

Organizational resources: 
< La Leche League International, 

http://www.lalecheleague.org/. 
< MDH Library. Breastfeeding videos are 

available for borrowing, with new titles 
added periodically. The videos, for 
adults and children, cover a wide variety 

http://www.4woman.gov/
http://www.aaph.org/
mailto:rhyson@aahp.org
http://www.health.state.mn.us/strategies/
http://www.usbreastfeeding.org/StratPlan.html
http://www.health.state.mn.us/library/library.htm
http://www.health.state.mn.us/library/library.htm
mailto:library@health.state.mn.us
mailto:library@health.state.mn.us
http://www.4woman.gov/breastfeeding/index.htm
http://www.4woman.gov/breastfeeding/index.htm
http://www.lalecheleague.org/
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of topics, including breastfeeding and 
promotion for women, their partners, 
and staff of agencies; pumping and 
expressing milk; and promoting sound 
breastfeeding support and hospital 
policy. To order, contact MDH Library, 
at (612) 676-5090, 
http://www.health.state.mn.us/library/ 
library.htm or library@health.state.mn. 
us, 717 Delaware Street SE, PO Box 
9441, Minneapolis, MN 55440-9441. 
Please specify type of material requested 
on envelope or subject line. 

< MDH Pregnancy Risk Assessment 
Monitoring System (PRAMS). This is a 
source of breastfeeding data for 
assessment and evaluation. For more 
information contact: Cindy Turnure, 
Ph.D., at (651) 296-6351, 
cindy.turnure@health.state.mn.us, 
Acting PRAMS Project Director, MDH 
Center for Health Statistics. 

< National Breastfeeding Promotion 
Campaign: Loving Support Makes 
Breastfeeding Work. To obtain 
information or order materials, contact 
Best Start Social Marketing, at 
(800) 277-4975. For Minnesota 
implementation of the Loving Support 
campaign, or for organizations in 
Minnesota who would like billboards, 
television or radio spots contact Mary B. 
Johnson, WIC Breastfeeding 
Coordinator, at (651) 281-9906, 
mary.b.johnson@health.state.mn.us. 

< Renville County Public Health. For 
information on how Renville County 
formed a local breastfeeding task force, 
which includes representatives from 
public health, clinics and the hospital, 
contact Elaine McDowell, Renville 
County Public Health, WIC Program, at 
(320) 523-3762. 

 

< World Breastfeeding Week/Minnesota 
Breastfeeding Month. World 
Breastfeeding Week is the first week of 
August, World Association for 
Breastfeeding Action (WABA), 
http://www.waba.org.br/index.html. 
August is also Minnesota Breastfeeding 
Awareness Month. While breastfeeding 
promotion and support are important all 
year, breastfeeding advocates in 
Minnesota often plan special 
breastfeeding awareness activities during 
this month.  

 
Evidence for strategy: 
Extensive research documents diverse and 
compelling advantages to infants, mothers, 
families, and society from breastfeeding and 
the use of human milk for infant feeding.  
 
The evidence mounts each month, yet many 
barriers to breastfeeding remain. Experience 
in Minnesota and the United States 
demonstrates that addressing barriers to 
breastfeeding in society and for the 
individual woman can and does affect 
breastfeeding. Breastfeeding initiation rates 
in Minnesota have increased from 61.6 
percent of Minnesota women who initiated 
breastfeeding in 1990 to 76.2 percent in 
2000. Six-month duration increased from 
18.9 percent in 1990 to almost thirty eight 
percent in 20011. While we have made 
progress in Minnesota, one fourth of our 
infant population receives no breast milk, 
and a yet larger number of infants are 
breastfed for only a short time. Research 
shows a dose–benefit of breastfeeding, with 
the most benefits received when 
breastfeeding is exclusive (not combined 
with formula feeding) and lasts for a year or 

                                                           
1 Mothers Survey. Ross Products Division, Abbott 
Laboratories. 

mailto:library@health.state.mn.us
mailto:library@health.state.mn.us
http://www.health.state.mn.us/library/library.htm
http://www.health.state.mn.us/library/library.htm
http://www.waba.org.br/index.html
mailto:cindy.turnure@health.state.mn.us
mailto:mary.b.johnson@health.state.mn.us
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more. Breastfeeding initiation rates in 
Sweden, a country that has done much to 
reduce barriers to breastfeeding, are 98%. 
For more information see the following web 
sites: http://www.who.int/nut/dbbfd.htm,  
and http://www.prairienet.org/laleche/ 
eurorates.txt. 
 
The significant social and economic benefits 
of breastfeeding include reduced health care 
costs and reduced employee absenteeism for 
care attributable to child illness. 
Breastfeeding reduces parental absence from 
work and lost income. If all U.S. newborns 
were breastfed for at least 12 weeks, the 
nation would save close to $4 billion 
annually due to illness reduction. Dr. 
Miriam Labbok, a physician and director of 
the World Health Organization's 
Collaborating Center on Breastfeeding, 
based this 1996 estimate on her analysis of 
national health cost data. In an April 1999 
article in Pediatrics, the authors compared 
infants who were formula fed to infants 
exclusively breastfed for at least 3 months. 
They estimated that formula fed infants, had 
2033 more office visits, 212 more days of 
hospitalization, and 609 more prescriptions, 
based on health service utilization for three 
illnesses (lower respiratory tract illnesses, 
otitis media, and gastrointestinal illness). 
These additional uses of health care cost the 
health care system between $331 and $475 
per never-breastfed infant during the first 
year of life. 
 
Many barriers to breastfeeding remain, as 
identified by a needs assessment within the 
Minnesota Women and Infant Children 
(WIC) program in 1991 and by Best Start 
Social Marketing in 1989 and 1997. There is 
evidence that when these barriers are 
reduced, more women will breastfeed. 
Research conducted by Best Start Social 

Marketing was used to develop the WIC 
national breastfeeding campaign, Loving 
Support Makes Breastfeeding Work. 
 
Has this strategy been implemented in 
Minnesota?  
Yes, many organizations, institutions, task 
forces, and programs are working to 
promote and support breastfeeding. Some of 
the activities within Minnesota include: 
< The Lactation Friendly Workplace 

Program. This program worked to 
increase access to worksite support for 
breastfeeding throughout the state. 

< Minnesota Breastfeeding Awareness 
Month. In conjunction with World 
Breastfeeding Week, August is 
Minnesota Breastfeeding Awareness 
Month. A variety of methods to promote 
and support breastfeeding have been 
used during these months. Most 
activities focus on increasing public 
awareness of breastfeeding. 

< Baby-Friendly Hospitals. The Baby 
Friendly Hospital Initiative (BFHI) is a 
worldwide effort coordinated by 
WHO/UNICEF. The initiative has 
identified policies and procedures that 
can help establish breastfeeding. In the 
U.S., the effort is coordinated by Baby-
Friendly USA. In Minnesota, one 
hospital has a current BFHI “Certificate 
of Intent.” This hospital, and others are 
working on implementing the 10 steps as 
outlined in the BFHI, which have been 
demonstrated to effectively support 
breastfeeding.  

< La Leche League. The La Leche League 
remains active in breastfeeding support, 
offering support groups for women in 
many Minnesota communities, and 
providing training to La Leche League 
leaders and others. They are also active  

 

http://www.who.int/nut/dbbfd.htm
http://www.prairienet.org/laleche/eurorates.txt
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in promoting and supporting 
breastfeeding.  

< Local Task Forces and Coalitions. 
Several local communities have task 
forces and coalitions that are working to 
promote and support breastfeeding. 
These include the Olmsted Area 
Breastfeeding Coalition, Wilkin County, 
the Isanti County Breastfeeding 
Network, Multi-County, the Marshall 
Area Breastfeeding Coalition, and 
others. 

< Northside Breastfeeding Campaign. The 
League of Catholic Women, working 
with a variety of other organizations, 
initiated a breastfeeding promotion 
campaign in the near-north community 
of Minneapolis. The campaign included 
both public events and health 
professional education. Planning for the 
campaign involved a project coordinator, 
a community advisory group, a group of 
representatives from a variety of 
community programs and institutions, 
and a media advisory group. This 
campaign involved an intensive, 
multiple-strategy approach in one 
community. The Umi Zawadi (“my 
mother’s gift to me”) family festival was 
implemented in August 1998, and health 
professional education was provided in 
the fall of 1998. The media campaign 
was implemented in 1999. Materials 
from the campaign can be viewed at: 
http://www.nal.usda.gov/wicworks/ 
Sharing_Center/statedev.html. The 
League of Catholic Women has given 
permission for others to reprint the 
campaign materials for non-commercial 
purposes. A disk with campaign 
materials can be obtained from: the 
National Center for Education in 
Maternal and Child Health (NCEMCH) 
Information Services staff, at (703) 524-

7802, Fax: (703) 524-9335 or 
info@ncemch.org. Please provide 
complete contact information including 
name, organization name, mailing 
address, and phone number. 

< Minnesota Department of Health, 
Minnesota WIC Program Breastfeeding 
Needs Assessment. WIC activities have 
been developed based on a 1991 
breastfeeding needs assessment, which 
included recommendations for 
breastfeeding promotion and support 
activities. The assessment included 
interviews and focus groups with WIC 
participants and staff, and identified 
many societal barriers to breastfeeding. 
Ongoing needs are identified through 
monthly monitoring of WIC 
breastfeeding statistics, reports from 
local WIC staff, surveys of WIC 
participants and discussion with groups 
outside the WIC program. 

< MDH Minnesota WIC Program 
breastfeeding activities. The Minnesota 
WIC program has implemented multiple 
approaches to promote and support 
breastfeeding. Many of the WIC 
activities also reach beyond WIC. An 
“enhanced” food package is available to 
breastfeeding participants who do not 
receive infant formula from the WIC 
program. All pregnant WIC participants 
are counseled about breastfeeding, with 
discussion of individual concerns and 
barriers, as well as benefits of 
breastfeeding. Activities include: 
< Capacity building resources and 

education. Tested approaches for 
individual counseling for pregnant 
and breastfeeding women, including 
a three-step counseling protocol, are 
used in WIC clinics. New 
educational materials e.g., videos 
(purchased), print materials 

mailto:info@ncemch.org
http://www.nal.usda.gov/wicworks/Sharing_Center/statedev.html
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(purchased and state developed), 
refrigerator magnets with 
breastfeeding support numbers, and 
professional references are in use 
within WIC clinics. 

< Capacity building: training. WIC 
provides ongoing training for staff 
on breastfeeding. Contact the WIC 
Breastfeeding Coordinator (see 
contact information below) to learn 
of training sessions that may be open 
to staff from other programs. 

< Capacity building: coordination with 
other programs. WIC breastfeeding 
coordinator meetings, held in various 
regions of the state, are a way for 
breastfeeding advocates from a 
variety of programs to meet and 
share information. For information 
on breastfeeding coordinator 
meetings in your area, contact your 
local WIC staff or the state WIC 
breastfeeding coordinator (see 
contact information below).  

< Additional activities in local WIC 
programs. In addition to the 
statewide activities, each local WIC 
program identifies strategies based 
on needs and resources in its 
community. Activities vary among 
local WIC agencies. Examples 
include local breastfeeding task 
forces or coalitions, coordination 
between WIC and community 
hospitals, peer counselor programs, 

 breastfeeding awareness activities, 
incentive programs, lending libraries, 
locally developed educational 
materials, manual breast pumps, 
breastfeeding support groups, 
breastfeeding classes, and others. 

< Loving Support Breastfeeding 
Campaign. Breastfeeding is important 
for all infants. Most women experience 

some barriers to breastfeeding. Low-
income families are the least likely to 
breastfeed and are often affected by 
multiple barriers. This public 
information campaign is one component 
of a broader effort to promote and 
support breastfeeding. The Loving 
Support Campaign is based on social 
marketing research and addresses 
common barriers to breastfeeding. In 
Minnesota, outdoor ads and TV spots 
were used in August 1998. Loving 
Support posters have been purchased 
and used by a number of organizations 
including the Minnesota WIC program, 
the Olmsted Area Breastfeeding 
Coalition, the Minnesota Area Lactation 
Consultants, and a variety of hospitals 
and clinics.  

 
Indicators for this strategy: 
< Rates of breastfeeding or human milk 

feeding at hospital discharge. Data 
sources include community hospitals, 
WIC and beginning in 2002, the Prenatal 
Risk Assessment Monitoring System 
(PRAMS) from MDH. 

< Breastfeeding duration rates at 1 week, 
3, 6, and 12 months. Data sources 
include community hospitals, WIC and 
beginning in 2002, the Prenatal Risk 
Assessment Monitoring System 
(PRAMS) from MDH. 

< Number and type of promotional 
activities during Breastfeeding 
Awareness Month. 

< Number of Baby-Friendly Hospitals in 
the state and community. 

< Numbers of people participating in, and 
participant satisfaction with, specific 
breastfeeding promotion and support 
activities. 
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< Number of communities that form 
breastfeeding task forces, coalitions, or 
both. 

< Numbers of requests for resources and 
educational materials from the MDH 
Library. 

< Numbers and types of additional 
promotional and support activities 
conducted in communities. 

< Increased visibility of breastfeeding. 
< Decreased use of the baby bottle as a 

symbol for an infant. 
 
For more information contact: 
< MaryJo Borden, MDH, Women’s Health 

Consultant, at (651) 284-0601. 
< Mary B. Johnson, at (651) 281-9906, 

MDH WIC Breastfeeding Coordinator. 
If you are requesting copies of material, 
please email your request with your 
name and complete mailing address to: 
mary.b.johnson@health.state.mn.us. 

 
Special notes:  
While breastfeeding is the preferred method 
of infant feeding, it is important to consider 
that darker skinned infants who are 
exclusively breastfed may need a supplement 
of vitamin D. The issue is not breastfeeding, 
but rather inadequate sun exposure, 
especially in Minnesota in the winter. 
People with more melanin in their skin 
require greater exposure to the sun for the 
adequate synthesis of vitamin D. Infants 
born to mothers with low sun exposure and 
low vitamin D intake during pregnancy may 
also be at risk for vitamin D deficiency and 
vitamin D deficient rickets.  
 
There are few true contraindications to 
breastfeeding. AIDS or HIV is a 
contraindication to breastfeeding. Street 
drugs are a contraindication to 
breastfeeding. It is rare that medications are 

a contraindication to breastfeeding, 
although breastfeeding women are often told 
to stop breastfeeding when taking 
medications if health care providers are not 
familiar with medications and breastfeeding. 
Even if one medication is contraindicated, 
there is usually a suitable substitute. For 
additional information, see the resources in 
the related strategy, “Provide early and 
ongoing post-hospital support for 
breastfeeding.”  
 
 
Strategy: Promote and support 
breastfeeding and the use of human milk 
for all mothers and infants, with special 
attention to women and infants who are 
least likely to breastfeed. 
 

 Systems 
 

Community Individual 

Primary U 
 

U U 

Secondary  
 
  

Tertiary  
 
 

 
Background: 
Breastfeeding is the preferred feeding 
method for all infants. There are many 
barriers to breastfeeding, as described in the 
previous strategy. Some mothers face 
additional barriers to breastfeeding. Often 
infants of the mothers who face the greatest 
barriers to breastfeeding and their mothers, 
have the most to gain from breastfeeding. 
Mothers who are lower income, single, 
young, recent immigrants or refugees, 
Southeast Asian, Native American, or 
African American are less likely to 
breastfeed than the general population. 
 
Disparities in health are evident in some 
segments of the population. Disparities in 
infancy include higher rates of low birth 

mailto:mary.b.johnson@health.state.mn.us
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weight, infections, infant mortality, and 
SIDS. Low Birth Weight occurs in all 
populations and at higher rates among 
African Americans. Breastfeeding reduces 
risks of necrotizing colitis, a sometimes fatal 
disease more common in low birth weight 
infants. Incidence and severity is decreased 
for numerous illnesses and infections among 
breastfed infants and children. Refugees and 
immigrants from cultures that traditionally 
breastfeed exclusively and for extended 
duration may lose the ovulation suppression 
effect from breastfeeding when they change 
breastfeeding patterns or supplement 
breastfeeding with infant formula when they 
move to the United States. This can result in 
more closely spaced pregnancies, which 
may strain economic resources of the 
family. Closer spacing of pregnancies may 
also contribute to low birth weight if the 
mother does not replete her nutritional 
reserves. 
 
Diabetes, cardiovascular disease, obesity, 
breast and cervical cancer and other chronic 
diseases also disproportionately affect some 
populations. A growing body of evidence 
suggests that being breastfed may decrease 
the risk for chronic disease in later life, 
including decreasing risk for obesity (a 
contributing factor to several chronic 
diseases), and diabetes. Some recent 
research has also suggested a decreased risk 
of hypertension and asthma. Women who 
breastfeed for an extended time may 
decrease their risk for premenopausal breast 
cancer. Benefits of breastfeeding are 
summarized by two recent quotes: 
< “Breastfeeding is a natural ‘safety net’ 

against the worst effects of poverty. 
Exclusive breastfeeding goes a long way 
toward canceling out the health 
differences between being born into 
poverty and being born into affluence. It 

is almost as if breastfeeding takes the 
infant out of poverty for those first few 
months in order to give the child a fairer 
start in life and compensate for the 
injustice of the world into which it was 
born.” James P Grant, Executive 
Director of UNICEF. 

< “The four strategies that we think belong 
in a chronic disease prevention agenda 
or program are first, breastfeeding. We 
know that breast milk is the best food for 
infants and there's some reasonable data 
to suggest that it may be an effective 
obesity prevention strategy.” William H. 
Dietz, MD, Ph.D., Director of the 
Division of Nutrition and Physical 
Activity, Centers for Disease Control 
and Prevention, April 2001. 

 
Identifying barriers to breastfeeding within 
segments of populations and for individuals, 
developing methods to address these 
barriers, and building on community 
strengths results in increases in 
breastfeeding rates. See references within 
the other strategies in this section for 
information on assessing community and 
individual breastfeeding barriers and 
strengths, educational materials, peer 
support and other strategies that may be 
adapted to specific segments of the 
population.  
 
Additional resources: 
Bibliographic resources: 
< Dai, D., and Walker, WA. 1999. 

Protective nutrients and bacterial 
colonization in the immature human gut. 
Adv Pediatric 46:353-82. 

< Dell, S., To, T. 2001. Breastfeeding and 
asthma in young children: Findings from 
a population-based study. Arch Pediatr 
Adolesc Med 155(11):1261-5. 

 



CATEGORY: PREGNANCY AND BIRTH 
TOPIC: BREASTFEEDING 

 
 

 
 
This information is current as of Fall 2002 
Page 30 

< Dennis, CL 2002. Breastfeeding 
initiation and duration: A 1990-2000 
literature review. J Obstet Gynecol 
Neonatal Nurs 31(1):12-32. Review. 
PMID: 11843016. 

< Dietz, WH. 2001. Breastfeeding may 
help prevent childhood overweight. 
JAMA 2:2506. 

< Forste, R., Weiss, J., and Lippincott, E. 
2001. The decision to breastfeed in the 
United States: Does race matter? 
Pediatrics 108(2):291-6. PMID: 
11483790. 

< Gdalevich, M., Mimouni, D., and 
Mimouni, M 2001. Breastfeeding and 
the risk of bronchial asthma in 
childhood: A systematic review with 
meta-analysis of prospective studies. J 
Pediatr; 139(2):261-6.  

< Healthy People 2010, Volume II, Focus 
Area 16-19: Increase the proportion of 
mothers who breastfeed their babies, 
http://www.healthypeople.gov/document
/HTML/Volume2/16MICH.htm#_Toc49
4699668.  

< Houghton, MD., and Graybeal, TE. 
2001. Breastfeeding practices of Native 
American mothers participating in WIC. 
J Am Diet Assoc 101(2):245-7. No 
abstract available. PMID: 11271699. 

< Khoury, AJ., Mitra, AK., Hinton, A., 
Carothers, C., and Sheil, H. 2002. An 
innovative video succeeds in addressing 
barriers to breastfeeding among low-
income women. J Hum Lact 18(2):125-
31. This video is available to borrowers; 
see the video resources under 
“Organizational resources” below. 

< Long, DG., Funk-Archuleta, MA., 
Geiger, CJ., Mozar, AJ., and Heins, JN. 
1995. Peer counselor program increases 
breastfeeding rates in Utah Native 
American WIC population. J Hum Lact 
11(4):279-84. 

< Martens, PJ. 1997. Prenatal infant 
feeding intent and perceived social 
support for breastfeeding in Manitoba 
first nations communities: A role for 
health care providers. Int J Circumpolar 
Health 56(4):104-20.  

< Pettitt, DJ., Forman, MR., Hanson, RL., 
Knowler, WC., and Bennett, PH. 1997. 
Breastfeeding and incidence of non-
insulin-dependent diabetes mellitus in 
Pima Indians. Lancet 350(9072): 
166-8. PMID: 9250183. 

< Pugh, LC., Milligan, RA., Frick, KD., 
Spatz, D., and Bronner, Y. 2002. 
Breastfeeding duration, costs, and 
benefits of a support program for low-
income breastfeeding women. Birth; 
29(2):95-100. 

< vonKries, R., et al. 1999. Breastfeeding 
and obesity: Cross sectional study. BMJ 
319(7203):147-50. 

< Walker, M. 1992. Breastfeeding the 
premature infant. NAACOGS Clin Issu 
Perinat Womens Health Nurs 3(4): 
620-33. Review.  

< Wold, AE., and Adlerberth, I. 2000. 
Breastfeeding and the intestinal 
microflora of the infant--Implications for 
protection against infectious diseases. 
Adv Exp Med Biol 478:77-93. Review. 
PMID: 11065062. 

< Zheng, T., Holford, TR., Mayne, ST., 
Owens, PH., Zhang, Y., Zhang, B., 
Boyle, P., and Zahm, SH. 2001. 
Lactation and breast cancer risk: A case-
control study in Connecticut. Br J 
Cancer 84(11):1472-6. 

Organizational resources: 
< Baby Tracks incentive program. 

Working with Tribal leadership to 
develop supportive breastfeeding 
policies, including breast pumps 
available to Casino employees. Oras 
Smith, RN, WIC Director, Leech Lake 

http://www.healthypeople.gov/document/HTML/Volume2/16MICH.htm#_Toc494699668
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Band of Ojibwe. 
llbowic@paulbunyan.net. 

< The Fond du Lac Band of Lake Superior 
Ojibwe supports breastfeeding at its 
rural reservation and urban Duluth, 
Center for American Indian Resources, 
sites. The Fond du Lac Breastfeeding 
Initiative includes: a public recognition 
photo bulletin board, periodic gifts, close 
coordination with medical providers, 
individual and group education, and an 
annual honoring feast for breastfeeding 
families. Contact Diana Plumer, Public 
Health Nurse at the Center for American 
Indian Resources, at (218) 279-4109, 
dianaplumer@fdlrez.com. 

< Hmong Storycloth breastfeeding 
promotion poster, "Breastfeeding is 
Best". #141-072 2 MDH library, 
http://www.health.state.mn.us/library/ 
pamphlet.cfm. 

< MDH Fact Sheets, October 2001. See 
the section below. For more information 
see the website for strategies resources 
at: www.health.state.mn.us/strategies/. 
Click on “EHDI”.  

< Eliminating Disparities in the Health 
Status of American Indians in Minnesota 
(see the website for strategies resources 
at: www.health.state.mn.us/strategies/.  
Click on “American Indian”). 

< Eliminating Disparities in the Health 
Status of Asian Americans in Minnesota 
(see the website for strategies resources 
at: www.health.state.mn.us/strategies/.  
Click on “Asian American”). 

< Eliminating Disparities in the Health 
Status of African Americans in 
Minnesota (see the website for strategies 
resources at: 
www.health.state.mn.us/strategies/.  
Click on “African American”).  

< Eliminating Disparities in the Health 
Status of Hispanics / Latinos in 

Minnesota (see the website for strategies 
resources at: 
www.health.state.mn.us/strategies/.  
Click on “Hispanic/Latino”). 

< National Breastfeeding Promotion 
Campaign: Loving Support Makes 
Breastfeeding Work. Materials such as 
pamphlets for working with individuals 
and community awareness. To obtain 
information or order materials, contact 
Best Start Social Marketing, at 
(800) 277-4975. 

< Nature’s Way Circle, a Native American 
breastfeeding support program that 
includes doula services. Contact  
Mary Rose, at  (651) 793-3803, 
American Indian Family Center, 579 
Wells Street, St. Paul, MN 55101. 

< Northside Breastfeeding Campaign. The 
League of Catholic Women, working 
with a variety of other organizations, 
initiated a breastfeeding promotion 
campaign in the near-north community 
of Minneapolis. The campaign included 
both public events and health 
professional education. Planning for the 
campaign involved a project coordinator, 
a community advisory group, a group of 
representatives from a variety of 
community programs and institutions, 
and a media advisory group. This 
campaign involved an intensive, 
multiple-strategy approach in one 
community. The Umi Zawadi (“my 
mother’s gift to me”) family festival was 
implemented in August 1998 and health 
professional education was provided in 
the fall of 1998. The media campaign 
was implemented in 1999. Materials 
from the campaign can be viewed at: 
http://www.nal.usda.gov/wicworks/ 
Sharing_Center/statedev.html. The 
League of Catholic Women has given 
permission for others to reprint the 

mailto:llbowic@paulbunyan.net
http://www.health.state.mn.us/strategies/
http://www.health.state.mn.us/strategies/
http://www.health.state.mn.us/strategies/
http://www.health.state.mn.us/strategies/
http://www.health.state.mn.us/strategies/
mailto:dianaplumer@fdlrez.com
http://www.health.state.mn.us/library/pamphlet.cfm
http://www.nal.usda.gov/wicworks/Sharing_Center/statedev.html
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campaign materials for non-commercial 
purposes. A disk with campaign 
materials can be obtained from: the 
National Center for Education in 
Maternal and Child Health (NCEMCH) 
Information Services staff, at (703) 524-
7802, Fax: (703) 524-9335 or 
info@ncemch.org. Please provide 
complete contact information including 
name, organization name, mailing 
address, and phone number. 

 
Video resources available to borrow from the 
MDH library. To order, contact MDH Library, at 
(612) 676-5090, http://www.health.state.mn.us/ 
library/library.htm or library@health.state.mn.us,  
717 Delaware Street SE, PO Box 9441, 
Minneapolis, MN 55440-9441. Please use the 
reference numbers listed with each video when 
borrowing the tapes. Tapes must be mailed to an 
organization or business address:  
< Breastfeeding. A Healthy Hmong 

Tradition. #PWV42-01. The video 
discusses the tradition of breastfeeding 
in the Hmong culture, and includes 
scenes with a pregnant woman talking  
with her grandmother, obstetrician, and 
pediatrician about breastfeeding. 

< Breastfeeding. Another Way of Saying I 
Love You. # V730-01; Mississippi WIC 
Program, 1999. 16 min single play or 48 
minutes continuous play, or # V731-02 
(48 min. cont. play). Available to order 
through Gibson Creative. (601) 352-
9215 or gibsoncre@aol.com. It features 
breastfeeding women, and their family 
members, including a mom of a 
premature baby, a single working 
mother, a teen mom, and others. Fathers, 
grandmothers and grandfathers are also 
featured. See article by Khoury in 
“Additional resources:” above.  

< Keep With Tradition...Breastfeed. 
#PWV10-01. Rosebud Sioux Tribe WIC 

Program and Sinte Gleska University.  
20 minutes.  

< Mommy's Milk for Mommy's Baby 
(English) #PWV37-01 or (Spanish) 
#PWV38-01. Texas Department of 
Health WIC Program, 1994. $7.50. 3.47 
minutes. Good for children and adults.  

< Teenage Breastfeeding Mothers. No One 
Else Can Do What I'm Doing. #PWV14-
01. Tioga County WIC Program (New 
York), 1993, 9 minutes. 

< Tradition of Love. (1994). #PWV24-01. 
Developed by the New Mexico Native 
American Breastfeeding Coalition, 
produced by Ambrose Communications. 
Order from Santo Domingo WIC 
Program, PO Box 238, Santo Domingo, 
NM 87052, at (505) 465-2214,  
ext. 214 or 215, Fax (505) 465-2688.  
16 Minutes.  

 
Evidence for strategy: 
The health consequences of not 
breastfeeding, and lower breastfeeding rates 
in some segments of the population have 
been well documented. Breastfeeding rates 
in the US are rising. The greatest increase in 
breastfeeding initiation is occurring among 
WIC participants. WIC participants 
generally have more risk factors for not 
breastfeeding than the general population. 
WIC programs have assessed strengths and 
needs and implemented multiple strategies 
to promote and support breastfeeding. In 
Mississippi WIC changes in breastfeeding 
attitudes were demonstrated following 
observation of a breastfeeding promotion 
video (see “Additional resources” section 
above.) A number of studies have 
demonstrated the benefits of peer 
breastfeeding support. Significant barriers to 
breastfeeding have been documented, 
including attitudes of family and friends, 
attitudes of health care providers, and 

mailto:library@health.state.mn.us
http://www.health.state.mn.us/library/library.htm
http://www.health.state.mn.us/library/library.htm
mailto:info@ncemch.org
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returning to work or school. Other studies 
have shown that reducing the barriers and 
increasing support increases breastfeeding 
initiation and duration.  
 
Has it been implemented in Minnesota? 
Yes, a number of programs in Minnesota 
have developed breastfeeding promotion 
and support within Native American 
communities. These include Nature’s Way 
Circle (peer support including doula’s, and 
honoring feasts), White Earth Reservation 
(breast pump access for women working at 
the Casino), Leech Lake Reservation (breast 
pump access for women working at the 
Casino, and a breastfeeding task force), and 
Fond du Lac Reservation (honoring feast for 
breastfeeding women).  
 
The Northside breastfeeding campaign 
developed a multi-faceted breastfeeding 
promotion and support campaign addressing 
barriers and benefits identified in the 
African American Community in North 
Minneapolis. St Paul – Ramsey County has 
developed breastfeeding promotion and 
support programs addressing issues in the 
Hmong community (for information about 
this program contact Deb Hendricks, at 
deb.Hendricks@co.ramsey.mn.us).  
 
WIC programs throughout the state are 
working on addressing breastfeeding 
promotion and support needs, including 
addressing needs in segments of their 
populations least likely to breastfeed. 
Breastfeeding rates among Minnesota WIC 
participants are increasing. Minnesota has 
narrowed the gap in breastfeeding initiation 
between some, but not all segments of the 
WIC population.  
 
 
 

Indicators for this strategy: 
< Rates of breastfeeding or human milk 

feeding at hospital discharge. 
< Breastfeeding duration rates at 1 week, 

3, 6, and 12 months. 
< Numbers of people participating in, and 

participant satisfaction with, specific 
breastfeeding promotion and support 
activities. 

< Community involvement with 
breastfeeding promotion and support. 

< Integration of breastfeeding information 
into programs that address infant health 
or chronic disease risk.  

< Numbers and types of additional 
promotional and support activities 
conducted in communities. 

 
For more information contact: 
< Mary B. Johnson, at (651) 281-9906, 

MDH WIC Breastfeeding Coordinator. 
If you are requesting copies of material, 
please email your request with your  
name and complete mailing address to: 
mary.b.johnson@health.state.mn.us. 

 
 
Strategy: Support baby-friendly 
hospitals, clinics, and other facilities. 
 

 Systems 
 

Community Individual 

Primary U 
 
  

Secondary  
 
  

Tertiary  
 
  

 
Background: 
The Baby Friendly Hospital Initiative 
(BFHI) is a worldwide effort, initiated by 
the World Health Organization (WHO) and 
the United Nations Children’s Fund 
(UNICEF), to establish hospital practices 
that support breastfeeding. By 

mailto:mary.b.johnson@health.state.mn.us
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demonstrating that their policies and 
practices are in accordance with research 
criteria (which is based on the physiology of 
breastfeeding and on factors which interfere 
with breastfeeding), hospitals are certified as 
“Baby-Friendly Hospitals.” Although the 
BFHI materials are designed for hospitals, 
clinics may also find them useful in 
assessing how their own organizational 
practices support or inhibit breastfeeding. 
 
Additional resources: 
< Minnesota Department of Health 

Library, at (612) 676-5090, 
http://www.health.state.mn.us/ 
library/library.htm or 
library@health.state.mn.us,  
717 Delaware Street SE, PO Box 9441, 
Minneapolis, MN 55440-9441. Baby-
friendly materials and a video [“One 
Hospital’s Experience,” 1993. #PWV11-
01 UNICEF, 20 minutes] can be 
borrowed. Please specify type of 
material requested on envelope or 
subject line. 

< The Minnesota WIC program has 
developed a checklist for use by WIC 
clinics to help assess their clinic’s 
environment, policies, and procedures. 
This list could be adapted to other 
clinical settings. For information, 
contact the Minnesota WIC 
Breastfeeding Coordinator (see contact 
information below).  

< UNICEF Baby Friendly Hospital 
Initiative (BFHI) in the U.S. Baby-
Friendly USA materials include 
checklists for assessing current status 
and progress within hospitals. For 
information on this and the worldwide 
implementation of the BFHI, contact 
Baby-Friendly USA, at 
(508) 888-8044, Fax: (508) 888-8050, 
http://home.onemain.com/~ct1008688/ 

bfusa.htm or (508) 888-8092, or 
info@babyfriendlyusa.org.  

< World Health Organization, Family and 
Reproductive Health, Division of Child 
Health and Development. 1998. 
Evidence for the ten steps to successful 
breastfeeding. Geneva. For copies, call: 
41-22-791-2632 or Fax:  
41-22-791-4853. Available to borrow 
through the MDH library, at  
(612) 676-5090, 
http://www.health.state.mn.us/library/ 
library.htm or 
library@health.state.mn.us. 

 
Evidence for strategy: 
The available evidence in the United States 
and internationally indicates that 
implementation of the “ten steps” in 
maternity facilities can increase 
breastfeeding in many settings. The 
document, Evidence for the Ten Steps to 
Successful Breastfeeding (see information 
above), provides a review of research that 
supports each of the strategies outlined in 
the BFHI.  
 
Has this strategy been implemented in 
Minnesota?  
Yes, in Minnesota, several hospitals have 
received their certificate of intent and are 
working towards certification. Information 
on hospitals in Minnesota that have received 
their certificates or certificate of intent can 
be obtained from Baby-Friendly USA.  
 
Indicators for this strategy: 
< Number of hospitals and clinics that 

have received “Baby-Friendly” 
certification from the BFHI. 

< Number of hospitals in the process of 
obtaining their certificates. 

< Number of hospitals and clinics that are 
assessing their own environments, 
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policies, and procedures with regard to 
breastfeeding and comparing them to the 
10 steps. 

< Types of changes recommended and 
implemented as a result of these 
assessments. 

< Number of hospitals and clinics that 
make needed changes as a result of their 
assessments. 

 
For more information contact: 
< Baby-Friendly USA, at (508) 888-8044, 

Fax (508) 888-8050, or 
info@babyfriendlyusa.org;  
http://home.onemain.com/~ct1008688/ 
bfusa.htm .  

< Mary B. Johnson, at (651) 281-9906,  
MDH WIC Breastfeeding Coordinator. 
If you are requesting copies of materials, 
please email your request with your 
name and complete mailing address to: 
mary.b.johnson@health.state.mn.us. 

< MaryJo Borden, MDH, Women’s Health 
Consultant, at (651) 284-0601.  

 
Special notes:  
Baby-Friendly USA has received reports 
that pregnant women have requested 
hospitals certified for BFHI.   
 
 
Strategy: Ensure training on 
breastfeeding for all who work with 
pregnant and postpartum women, infants 
and young children. 
 

 
 

 
Systems 

 
Community Individual 

 
Primary 

 
U 

 
 U 

 
Secondary 

 
 

 
  

 
Tertiary 

 
 

 
  

 
 

Background: 
The Baby Friendly Hospital Initiative has 
identified health professional training as 
essential for hospital support of 
breastfeeding. It is also important for others 
who work with women and children to 
understand the importance of breastfeeding. 
Training is needed for child care workers, 
employment counselors, teachers and other 
school staff, social workers, and many 
others. Despite the importance of training 
related to breastfeeding, many schools that 
train health professionals do not address 
breastfeeding issues. Breastfeeding 
physiology and management need to be 
included in health professional and 
paraprofessional training and continuing 
education. See the third strategy in this 
collection, “Support baby-friendly 
facilities,” for related information. 
 
Additional resources: 
< Barnett, E., et al. 1995. Beliefs about 

breastfeeding: A statewide survey of 
health professionals. Birth 22:15-22. 

< Esses, C., et al. 1995. Breastfeeding 
rates in New Zealand in the first 6 
months and the reasons for stopping. 
New Zealand Medical Journal 355-57. 

< Freed, G., et al. 1995. National 
assessment of physicians’ breastfeeding 
knowledge, attitudes, training, and 
experience. JAMA 273(6):472-476. 

< Freed, G., et al. 1995. Pediatrician 
involvement in breastfeeding promotion: 
A national study of residents and 
practitioners. Pediatrics 3:490-4. 

< Howard, et al. 1993. The physician as 
advertiser: The unintentional 
discouragement of breastfeeding. 
Obstetrics and Gynecology 81(6):  
1048-51. 
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< Minnesota Institute of Public Health. 
1991. Plan for Promoting and 
Supporting Breastfeeding in the 
Minnesota WIC Program. St. Paul, MN. 
For copies, contact the MDH Library, at  
(612) 676-5090, 
http://www.health.state.mn.us/ 
library/library.htm or 
library@health.state.mn.us. 

< World Health Organization, Family and 
Reproductive Health, Division of Child 
Health and Development. 1998. 
Evidence for the Ten Steps to Successful 
Breastfeeding. Geneva. For copies, call: 
41-22-791-2632 or Fax:  
41-22-791-4853. Also available to 
borrow through the MDH Library. 

 
Evidence for strategy: 
Knowledgeable and supportive health 
professionals have been shown to be a 
primary factor in influencing women who 
decide to breastfeed. Conversely, the lack of 
support from professionals has been 
demonstrated to contribute to a woman’s 
choice not to breastfeed. If health 
professionals lack knowledge about 
breastfeeding, they are less likely to promote 
breastfeeding or to manage breastfeeding 
appropriately. The WHO document, 
Evidence for the Ten Steps to Successful 
Breastfeeding, (see, “Additional resources” 
above) underscores the importance of 
training health care providers about 
breastfeeding and suggests central 
components of the education. It also 
documents the connection between the 
knowledge of and support for breastfeeding 
and increased breastfeeding rates. 

 
 
 
 
 

Has this strategy been implemented in 
Minnesota?  
Yes, several hospitals in Minnesota are 
offering continuing education opportunities 
on breastfeeding. In addition, there has been 
an increase in the amount of information 
about breastfeeding offered by institutions 
that train health professionals. The MDH 
WIC program has received reports of 
changes to hospital and clinic practices 
following training on breastfeeding offered 
to local WIC staff and their community 
partners (from hospitals, clinics, and other 
organizations). All new WIC staff (both 
professional and support staff) receive 
information on breastfeeding at new-staff 
trainings. Continuing education related to 
breastfeeding is also offered yearly for WIC 
staff. The Northside Breastfeeding 
Campaign (Minneapolis), sponsored by the 
League of Catholic Women, coordinated a 
breastfeeding promotion campaign that 
included health professional education. 
 
Women who use child care report the 
importance of support from the child care 
staff to their continued breastfeeding. 
 
Indicators for this strategy: 
< Number and type of trainings held. 
< Target audiences of the trainings. 
< Number of professionals and 

paraprofessionals trained. 
< Changes in knowledge and attitudes 

regarding breastfeeding from the 
trainings (from pre- and post-tests). 

< Type and number of changes in hospital 
and clinic practices occurring as a result 
of trainings. 
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For more information contact: 
< Mary B. Johnson, at (651) 281-9906,  

MDH WIC Breastfeeding Coordinator. 
If you are requesting copies of materials, 
please email your request with your 
name and complete mailing address to: 
mary.b.johnson@health.state.mn.us. 

< MaryJo Borden, MDH, Women’s Health 
Consultant, at (651) 284-0601.  

 
 
 
Strategy: Assess barriers to 
breastfeeding for the individual client, 
then address the barriers and discuss 
breastfeeding as the optimal infant 
feeding choice during prenatal care. 
 

 
 

 
Systems 

 
Community Individual 

 
Primary 

 
 

 
 U 

 
Secondary 

 
 

 
  

 
Tertiary 

 
 

 
  

 
Background: 
Research has demonstrated many barriers to 
breastfeeding. Even when women know the 
benefits of breastfeeding, societal barriers 
can keep women from breastfeeding. One 
method for identifying barriers is for health 
care professionals involved in providing 
prenatal care to ask women, “What do you 
know about breastfeeding?” “What have you 
heard about breastfeeding?” or a similar 
open-ended question, rather than asking how 
they plan to feed their babies. By asking 
women what they know or have heard, 
health care professionals offer them the 
opportunity to discuss and address any 
concerns they might have. Inquiring about 
their feeding plans first, without assessing 
potential barriers, might, on the other hand, 
lead women to make a premature infant 

feeding decision, before they have had the 
opportunity to discuss any misconceptions 
which might keep them from breastfeeding. 
Assessing barriers can lead, therefore, to 
supporting women who will breastfeed if 
their questions and concerns are addressed. 
 
Additional resources: 
< Best Start Training Program, Three-step 

Counseling Technique (Rev. ed.). 1997. 
Best Start Social Marketing. Purchase 
from Best Start Social Marketing, at  
(800) 277-4975, or borrow from the 
MDH Library, at (612) 676-5274, 
http://www.health.state.mn.us/library/ 
library.htm or 
library@health.state.mn.us. 

< Biancuzzo, M. 1997. Breastfeeding 
education for early discharge: A three-
tiered approach. Journal of Perinatal 
Neonatal Nursing 11(2):10-22. 

< Bryant, CA., et al. 1992. A strategy for 
promoting breastfeeding among 
economically disadvantaged women and 
adolescents. NAACOGS Clinical Issues 
in Perinatal Women’s Health Nursing 
3(4):723-730. 

< Hartley, B., and O’Connor, M. 1996. 
Evaluation of the Best Start 
breastfeeding education program. 
Archives of Pediatric and Adolescent 
Medicine 150:868-71. 

 
Evidence for strategy: 
Research documents increases in 
breastfeeding initiation after implementing 
this method in a prenatal clinic (see Hartley 
and O’Connor above). Anecdotal reports 
from Minnesota staff that have used the 
method indicate that it works well.  
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Has this strategy been implemented in 
Minnesota?  
Yes, many WIC clinics throughout 
Minnesota are using the three-step 
counseling technique to identify and address 
barriers before discussing breastfeeding as 
the optimal infant feeding choice with their 
pregnant clients. Staff report the strategy has 
helped them identify and address barriers to 
breastfeeding. The Northside Campaign 
included training on this process in the 
training they provided to health 
professionals. Minnesota WIC staff and 
some staff from other programs were offered 
training on this method in 1991 with  
refresher workshops offered yearly at 
locations throughout Minnesota. 
 
Indicators for this strategy: 
< Breastfeeding initiation and duration 

rates. 
< Ability of staff to identify and address 

breastfeeding concerns and issues. 
< Number of pregnant women who have 

had a health care provider speak to them 
about breastfeeding. 

< Number and type of health professionals 
and paraprofessionals who routinely  
assess barriers and discuss breastfeeding 
with their pregnant clients. 

< Number of women who report they 
breastfed as long as they planned to. 

 
For more information contact: 
< Mary B. Johnson, at (651) 281-9906,  

MDH WIC Breastfeeding Coordinator. 
If you are requesting copies of materials, 
please email your request with your 
name and complete mailing address to: 
mary.b.johnson@health.state.mn.us. 

< MaryJo Borden, MDH, Women’s Health 
Consultant, at (651) 284-0601. 

 
 

Strategy: Offer breastfeeding 
counseling, information and support in 
hospitals, prenatal and pediatric clinics 
and offices; WIC and public health 
clinics; and during home visits. 
 

 Systems 
 

Community Individual 

Primary U 
 

U U 

Secondary  
 
  

Tertiary  
 
  

 
Background: 
Many women have questions about 
breastfeeding, both during the prenatal and 
postpartum periods. There is limited 
availability of accurate client educational 
materials about breastfeeding issues and 
how to breastfeed. Breastfeeding 
information that is available is sometimes 
inaccurate or misleading. Good-quality 
breastfeeding informational materials, 
readily available, at no or reasonable cost, 
and free of advertising, are needed. A needs 
assessment in the Minnesota WIC program 
indicated that clients do value and use 
written information about breastfeeding. 
Women were also interested in seeing 
videos about breastfeeding either in a 
private place in a clinic or by borrowing the 
videos and viewing them at home with their 
partners.  
 
Additional resources: 
Bibliographic resources: 
< Abramson, R. 1992. Cultural sensitivity 

in the promotion of breastfeeding. 
NAACOGS Clinical Issues in Perinatal 
Women’s Health Nursing 3(4):717-722. 

< Howard et al. 1993. The physician as 
advertiser: The unintentional  
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discouragement of breastfeeding 
[Clinical Commentary]. Obstetrics and 
Gynecology 81(6): 1048-51. 

< Minnesota Institute of Public Health. 
1991. Plan for Promoting and 
Supporting Breastfeeding in the 
Minnesota WIC Program. St. Paul, MN: 
Contact the MDH library, at             
(612) 676-5091, 
http://www.health.state.mn.us/library/ 
library.htm or 
library@health.state.mn.us. 

< Smith, LJ. 1995. A score sheet for 
evaluating breastfeeding educational 
materials. Journal of Human Lactation 
11(4):307-311. 

< Valaitis, R., and Shea, E. 1993. An 
evaluation of breastfeeding promotion 
literature: Does it really promote 
breastfeeding? Revue Canadienne de 
Sante Publique 84(1):24-27. 

Organizational resources: 
< Minnesota Department of Health 

Library. To borrow or request material, 
contact MDH Library, at:  
(612) 676-5090, 
http://www.health.state.mn.us/library/ 
library.htm or 
library@health.state.mn.us, 717 
Delaware Street SE, PO Box 9441, 
Minneapolis, MN 55440-9441. Please 
specify type of material requested on the 
envelope or the subject line of the  
e-mail. Available from this library are: 
< Breastfeeding videos 
< What to Expect in the First Week at 

Home, a camera-ready pamphlet 
developed by the Minnesota WIC 
program. It addresses key issues in 
the first week, such as frequency of 
breastfeeding and signs of adequate 
intake. Specify English, Spanish, 
Hmong, or Somali. Permission to 
reproduce without modification other 

than adding phone numbers is 
granted. 

 
Evidence for strategy: 
There are documented barriers and 
educational needs related to breastfeeding. 
Providing targeted information to address 
potential barriers, then providing 
information on how to breastfeed, once a 
feeding decision has been made, is a 
strategy that has been reported as effective. 
As more is learned about the physiology of 
breastfeeding, some practices, such as timed 
feedings or limiting the number of feedings, 
as well as other advice that is commonly 
given, have been identified as interfering 
with the establishment of breastfeeding and 
building a milk supply. It is important that 
educational materials be based on 
physiology and research rather than opinion. 
See the previous strategy, “Assess barriers 
to breastfeeding for the individual client, 
then address the barriers and discuss 
breastfeeding as the optimal infant feeding 
choice during prenatal care,” for related 
information. 
 
Has this strategy been implemented in 
Minnesota?  
Yes, several community task forces in 
Minnesota have developed breastfeeding 
educational materials cooperatively, helping 
to assure accurate and consistent 
breastfeeding information within their 
communities. Several hospitals or health 
plans have also formed task forces to review 
and select or develop educational materials.  
 
The Minnesota WIC program uses materials 
to address common barriers to breastfeeding 
and educational materials about how to 
breastfeed, combined with a three-step 
counseling approach (see the strategy on 
breastfeeding as the optimal infant feeding 
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choice during prenatal care). WIC also uses 
a variety of client videos, both breastfeeding 
promotion videos and those that demonstrate 
positioning and breastfeeding. Materials are 
selected based on client needs. If the client 
has concerns about breastfeeding (such as 
embarrassment, feelings of family and 
friends, or concerns that she can produce 
sufficient breast milk), counseling and 
written materials to address that concern are 
provided. When a client decides to 
breastfeed, information on how to breastfeed 
is provided. WIC, in addition, provides 
anticipatory guidance, usually in the eighth 
or ninth month of pregnancy, to help women 
know what to expect in the early postpartum 
period and whom to call if they have 
questions. Videos are also used. This 
strategy, combined with other strategies, has 
resulted in increases in the breastfeeding 
initiation rates within the Minnesota WIC 
program every year since 1991.  
 
Indicators for this strategy: 
< Number of prenatal and pediatric clinics,  

offices, and hospitals that offer 
breastfeeding materials. 

< Number and type of materials present in 
clinics, offices, and hospitals. 

< Breastfeeding initiation and duration 
rates. 

< Client surveys regarding information 
needs and how well they are met by 
information they receive. 

< Number of women who report they 
breastfed as long as they planned to 
breastfeed. 

 
For more information contact: 
< Mary B. Johnson, at (651) 281-9906, 

MDH WIC Breastfeeding Coordinator. 
If you are requesting copies of materials,  
 
 

please email your request with your 
name and complete mailing address to: 
mary.b.johnson@health.state.mn.us. 

< MaryJo Borden, MDH, Women’s Health 
Consultant, at (651) 284-0601. 

 
 
Strategy: Provide early and ongoing 
post-hospital support for breastfeeding. 
 

 Systems 
 

Community Individual 

Primary U 
 

U U 

Secondary  
 

U U 

Tertiary  
 
  

 
Background: 
The American Academy of Pediatrics 
recommends continuing breastfeeding for a 
year or more. However, misinformation or 
unanswered questions and concerns about 
breastfeeding often lead to its early 
cessation. Lack of support from family and 
friends, and concerns about adequacy of 
milk supply or pain associated with 
breastfeeding are reasons commonly given 
for early cessation of breastfeeding. 
Concerns could be readily addressed if new 
mothers had the opportunity to have their 
questions answered. Therefore, it is 
important that breastfeeding mothers have 
easy access to health professionals and other 
resources for information and support and 
supplementary written materials to take 
home with them.  
 
Home visiting programs, such as the 
Healthy Beginnings program, offer excellent 
opportunities to provide breastfeeding 
information and support, as well as to 
address other common concerns. Other 
methods for providing early postpartum 
support include mother-baby groups, 
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organizations such as La Leche League or 
other peer support programs, or an office 
visit or phone follow-up within two or three 
days after discharge in combination with 
written information provided to new 
mothers. For additional information, see the 
related strategies in this section on initiating 
peer-counseling breastfeeding programs and 
offering breastfeeding materials in prenatal 
and pediatric clinics, offices, and hospitals. 
 
Additional resources: 
Resources addressing barriers/needs: 
< Edmonson, MB., Stoddard, JJ., and 

Owens, LM.. 1997. Hospital 
readmission with feeding-related 
problems after early postpartum 
discharge of normal newborns. JAMA 
278(4):299-303. 

< Hartley, B., and O’Connor, M. 1996. 
Evaluation of the Best Start 
breastfeeding education program. 
Archives of Pediatric and Adolescent 
Medicine 150:868-71. 

< Jain, E. 1995. Early discharge of 
postpartum patients, changes in the  
physician’s role. Canadian Journal of 
CME. 

< Maisels, J., and Kring, E. 1998. Length 
of stay, jaundice, and hospital  
readmission. Pediatrics 101(6):  
995-998. 

< Matthews, MK. 1993. Experiences of 
primiparous breastfeeding mothers in the 
first days following birth. Clinical 
Nursing Research 2(3):309-326. 

< Minnesota Department of Health, 
Division of Family Health. 1998. 
Minnesota Healthy Beginning. 
Comprehensive Implementation Plan. 
Report to the Minnesota Legislature. St. 
Paul, MN: Author. For copies, contact 
Junie Svenson, at (651) 281-9891, or 
junie.svenson@health.state.mn.us. 

< Minnesota Institute of Public Health. 
1991. Plan for Promoting and 
Supporting Breastfeeding in the 
Minnesota WIC Program. St. Paul, MN: 
Author. For copies, contact the MDH 
Library, at (612) 676-5090, 
http://www.health.state.mn.us/library/ 
library.htm or 
library@health.state.mn.us,  
717 Delaware Street SE, PO Box 9441, 
Minneapolis, MN 55440-9441. 

Resources for early postpartum strategies: 
< Biancuzzo, M. 1997. Breastfeeding 

education for early discharge: A three-
tiered approach.  Journal of Perinatal 
and Neonatal Nursing 11(2):10-22. 

< Chavez, L. 2001. Striking improvements 
in breastfeeding rates linked to low-tech 
study, http://www.ars.usda.gov/is/pr/ 
2001/011219.htm. 

< Moore, ER. et al. 1991. A community 
hospital-based breastfeeding counseling 
service. Pediatric Nursing 17(4):383-
389. 

< Neifert, M. 1992. Screening forms. Aid 
to breastfeeding. Pediatric Management 
24-27. 

< World Health Organization, Family and 
Reproductive Health, Division of Child 
Health and Development. 1998. 
Evidence for the Ten Steps to Successful 
Breastfeeding. Geneva. For copies, call: 
41-22-791-2632 or Fax: 
41-22-791-4853. 

Resources for peer support: 
< Kistin, N., Abramson, R., and Dublin, P. 

1994. Effect of peer counselors on 
breastfeeding initiation, exclusivity and 
duration among low-income urban 
women. Journal of Human Lactation 
10(1):11-15. 

< Minnesota Department of Health 
Library. The library has both print and 
video materials available for borrowing. 
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To obtain print materials contact Connie 
Neuman, at (612) 676-5091, or 
connie.neuman@health.state.mn.us. To 
order videos, contact the Library,  
717 Delaware Street SE, PO Box 9441, 
Minneapolis, MN 55440-9441, at (612) 
676-5090 or library@health.state.mn.us. 
Both can be checked-out on their web 
site at: http://www.health.state.mn.us/ 
library/library.htm or library@health. 
state.mn.us. Please specify type of 
material requested on the envelope or on 
the subject line of the e-mail. Some 
helpful materials specific to this strategy 
include:  
< Loving Our Children, Loving 

Ourselves. 1993. A 36-minute video 
from Best Start Social Marketing. 
$25.00. An overview of Chicago's 
Breastfeeding Peer Counselor 
Program, the tape includes 
background on the community, 
interviews with peer counselors, and 
interviews with the administrative 
team. 

< Supporting Breastfeeding “Mother 
to Mother.” 1994. Boston, MA: 
Massachusetts WIC Program 
Breastfeeding Peer Counselor 
Training Program. 

< WIC Breastfeeding Peer Counselor 
Training Program/Mountain Plains 
Region. 1996. Salt Lake City, UT: 
Utah WIC Program. $4.75 plus 
shipping. This manual contains 
information on peer counselors in the 
Mountain Plains Region, including 
roles, a confidentiality statement, 
liability issues, and training outlines. 
Local WIC programs can purchase a 
copy of this manual from the Utah 
WIC Program, 288 N 1460 West, 
Box 144470, Salt Lake City, UT 
84114-4470, Phone:  

(801) 538-6960. 
< Raj, V., and Plichta, S. 1998. The role of 

social support in breastfeeding 
promotion: A literature review. Journal 
of Human Lactation 14(1):41-45. 

Resources for addressing breastfeeding 
concerns (health professional references): 
< Dr. Hale’s Pharmocology Website. 

http://neonatal.ttuhsc.edu/lact/  
< Hale, T. 2002. Medications and 

Mother’s Milk (10th ed.). Pharmasoft 
Medical Publishing. Order from  
Pharmasoft Medical Publishing,  
21 Tascocita Circle, Amarillo, Texas 
79124, at  (800) 378-1317 or (806) 358-
8138. 
http://neonatal.ttuhsc.edu/lact/html/ 
books.html. 

< Iowa Department of Public Health. 
1995. Community Based Coalition 
Building for Breastfeeding Promotion: 
Reference for Planning and 
Coordinating Breastfeeding Coalitions. 
Des Moines, IA. This document includes 
tools for community assessment to 
determine factors that affect 
breastfeeding duration. Ask for the state 
WIC Nutrition Coordinator. 

< Minnesota WIC program collects data 
on reasons for breastfeeding cessation. 
Contact your local WIC program to 
determine if this information is 
available.  

< Mohrbacher, N., and Stock, J. 2002. The 
Breastfeeding Answer Book, 3rd Ed. 
Schaumburg, IL: La Leche League 
International. A comprehensive 
professional reference book, well-
indexed and highly recommended. 
Contact La Leche League International, 
1400 N. Meacham Road, Schaumburg, 
IL 60173, at (847) 519-7730, Fax: (847) 
455-0215, 
http://www.lalecheleague.org/. 

mailto:library@health.state.mn.us
mailto:library@health.state.mn.us
mailto:library@health.state.mn.us
http://www.health.state.mn.us/library/library.htm
http://www.health.state.mn.us/library/library.htm
mailto:connie.neuman@health.state.mn.us
http://neonatal.ttuhsc.edu/lact/
http://neonatal.ttuhsc.edu/lact/html/books.html
http://www.lalecheleague.org/
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< Seattle-King County Department of 
Public Health. 1998. Breastfeeding 
Triage Tool (4th ed.). Seattle, WA: 
Author. Excellent, pocket-sized 
reference for breastfeeding problem-
solving. Contact Seattle-King County 
Department of Public Health, Health 
Education Materials Sales, Phone: 
(206) 296-4902, Fax (206) 205-5281; 
400 Yesler Way, 3rd Floor, Seattle, 
Washington 98104. 

 
Organizational resources:  
< (877) 214-BABY. For information on 

sources of breastfeeding support in the 
community, at (877) 214-BABY (toll-
free referral to all counties in 
Minnesota). 

< La Leche League in Minnesota, at 
(612) 922-4996, http://www. 
lalecheleague.org/Web/Minnesota.html.  

< Minnesota WIC Program. WIC offers 
breastfeeding information and support. 
WIC clinic, at (800) WIC-4030. 

< Nature’s Way Circle, a Native American 
breastfeeding support program that 
includes doula services. Contact Mary 
Rose, at (651) 793-3803, American 
Indian Family Center, 579 Wells Street, 
St. Paul, MN 55101. 

 
Evidence for strategy: 
Research indicates that women who do not 
have their concerns about breastfeeding 
addressed are more likely to stop 
breastfeeding very early. Several methods 
are successful in providing post-hospital 
support for breastfeeding. Examples include: 
< Breastfeeding assessments, which 

mothers complete at home, calling if 
they have problems (see Neifert article 
above). 

< Hospital notification of mother/baby 
discharge and feeding status to public 

health nursing or WIC by Fax (with 
signed release) to enable early follow-
up.  

< Hospital-based follow-up for 
breastfeeding.  

< “Warmlines.”  
< Information on phone numbers to call 

with questions.  
< Calls made to postpartum women two or 

three days after discharge. 
< Written information on what to expect in 

the first week at home and other 
methods.  

 
Peer support programs have demonstrated 
effectiveness in increasing the incidence and 
duration of breastfeeding in a number of 
settings.  
 
Has this strategy been implemented in 
Minnesota?  
Yes, North Country Hospital in Bemidji has 
developed a program to provide 
breastfeeding support in the early 
postpartum period. They report an increase 
in breastfeeding initiation and duration. 
Nature’s Way Circle offers group and now 
individual peer support, and the Northside 
Breastfeeding Campaign included a peer 
support component. Other hospitals, clinics, 
and public health programs have used a 
variety of strategies, including all those 
mentioned in the above evidence section. 
 
Indicators for this strategy: 
< Number and type of organizations in the 

community offering breastfeeding 
support. 

< Number of breastfeeding women 
utilizing the different kinds of support in 
the community. 

< Satisfaction of breastfeeding women 
with the support. 

 

http://www.lalecheleague.org/Web/Minnesota.html
http://www.lalecheleague.org/Web/Minnesota.html
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< Breastfeeding duration rates, especially 
rates within the first two weeks. 

 
For more information contact: 
< Mary B. Johnson, at (651) 281-9906, 

MDH WIC Breastfeeding Coordinator. 
If you are requesting copies of materials, 
please email your request with your 
name and complete mailing address to: 
mary.b.johnson@health.state.mn.us. 

< MaryJo Borden, MDH, Women’s Health 
Consultant, at (651) 284-0601. 

 
 
Strategy: Develop systems to support 
women who are breastfeeding and 
returning to work or school. 
 

 
 

 
Systems 

 
Community Individual 

 
Primary 

 
U 

 
  

 
Secondary 

 
 

 
  

 
Tertiary 

 
 

 
  

 
Background: 
Planning to return to work or school is a 
barrier to breastfeeding. Research has shown 
that some women do not initiate 
breastfeeding or breastfeed for only a short 
time when returning to work or school. 
Continuing to breastfeed after returning to 
work or school can be affected by: 
< Knowledge of ways to combine 

breastfeeding and working (e.g. 
pumping, bringing the infant to the 
worksite, or partially breastfeeding). 

< Knowledge of the benefits of continuing 
to breastfeed. 

< Availability of a private place to pump. 
< Access to a good-quality breast pump. 
< Support from the child care provider. 
< Workplace policies and support from 

supervisors and co-workers. 

< School policies and support from 
administrators, teachers and other 
students. 

 
Working to address any and all of these 
factors can increase the rates at which 
women continue to breastfeed after 
returning to work or school. 
 
Additional resources: 
Bibliographic resources: 
< Caring For Our Children: National 

Health and Safety Standards: Guidelines 
for Out-of-Home Child Care, 2nd edition. 
Health and safety guidelines for child 
care in centers and in family homes. 
Searchable and downloadable versions 
are available on the National Resource 
Center for Health and Safety in 
ChildCare's web site 
http://nrc.uchsc.edu/CFOC/index.html. 

< Chapter 369, MN S.F. No. 2751 
Minnesota Breastfeeding Legislation 
that relates to working and 
breastfeeding. St. Paul, MN: Author. To 
get copy of the bill, contact the chief 
clerk’s office, at (651) 296-2314, 
http://www.revisor.leg.state.mn.us/ 
cgi-bin/getbill.pl?number= 
SF2751&session=ls80&version=latest. 

< Cohen, R., and Mrtek, M. 1994. The 
impact of two corporate lactation 
programs on the incidence and duration 
of breastfeeding by employed mothers. 
American Journal of Health Promotion 
8(6):436-441. 

< Cohen, R., Mrtek, M., and Mrtek, R. 
1995. Comparison of maternal 
absenteeism and infant illness rates 
among breastfeeding and formula-
feeding women in two corporations. 
American Journal of Health Promotion 
10(2):148-153. 

 

mailto:mary.b.johnson@health.state.mn.us
http://nrc.uchsc.edu/CFOC/index.html
http://www.revisor.leg.state.mn.us/cgi-bin/getbill.pl?number=SF2751&session=ls80&version=latest
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< Hills-Bonczyk, S., Avery, M., Savik, K., 
Potter, S., and Duckett, L. 1993. 
Women’s Experiences with Combining 
Breastfeeding and Employment. Journal 
of Nurse-Midwifery 38(5):257-266. 

Organizational resources:  
< Baby Tracks incentive program. 

Working with Tribal leadership to 
develop supportive breastfeeding 
policies, including breast pumps 
available to Casino employees. Oras 
Smith, RN, WIC Director, Leech Lake 
Band of Ojibwe, e-mail: 
llbowic@paulbunyan.net.  

< Lactation Friendly Workplace Program 
(LFWP) materials are available to 
borrow through the MDH library (see 
next resource for contact information): 
< The MDH LFWP: Community-Based 

Health Agency Orientation Packet 
< The MDH LFWP: Employer 

Orientation Packet (contains a 
reproducible employee packet), and 

< The MDH LFWP: Nursing Mother’s 
Room Comments and Other Shared 
Wisdom...  

< MDH Library. The library has both print 
and video materials available for 
borrowing. To borrow materials or 
videos, contact the MDH Library, at 
(612) 676-5090, 
http://www.health.state.mn.us/library/ 
library.htm or 
library@health.state.mn.us,  
717 Delaware Street SE, PO Box 9441, 
Minneapolis, MN 55440-9441. Please 
specify type of material requested on 
envelope or subject line. Printed 
materials include the Lactation Friendly 
Workplace Program materials mentioned 
in the previous resource, and Breastfed 
Babies Welcome Here, a folder of 
information for breastfeeding promotion 
in day care centers. The folder contains a 

poster, a "mother’s guide" which a day 
care provider can give to parents, and a 
"guide for child care providers." A 
single copy of the folder, booklet, or 
poster is available. For materials from 
Breastfed Babies Welcome Here, contact 
Connie Neuman, at (612) 676-5091 or 
connie.neuman@health.state.mn.us.  

 
Video materials include a variety of 
videotapes on breastfeeding and 
working, including: 
< For clients: 

< Breastfeeding and Working – It’s 
Worth the Effort, (English) 
#PWV15-01. 

< Breastfeeding and Working – It’s 
Worth the Effort, (Spanish) 
#PWV15-02. 

< For staff training: 
< Breastfed Babies Welcome 

Here!, #PWV39-01. 
< Breastfeeding and the Working 

Mom, a video with  
accompanying study guide, 
#PWV41-01. 
 

Evidence for strategy: 
Several Minnesota employers have been 
leaders for many years in their support for 
nursing mother’s rooms. These include: 
several hospitals, the University of 
Minnesota, Lutheran Brotherhood and 
others. The MDH Lactation Friendly 
Workplace program was designed to 
demonstrate the feasibility and benefits of 
workplace breastfeeding support. Each 
business that agreed to participate in the 
evaluation of the program received an 
electric breast pump and comprehensive 
materials to help promote and maintain 
lactation rooms for employees. Evaluation 
of the program demonstrated the benefits of 
workplace support of breastfeeding. Other 

mailto:library@health.state.mn.us
http://www.health.state.mn.us/library/library.htm
mailto:connie.neuman@health.state.mn.us
mailto:llbowic@paulbunyan.net
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research (Cohen and Mrtek) shows that 
workplace support of breastfeeding can lead 
to decreased employee turnover, increased 
satisfaction, less time away from work to 
care for sick infants, and cost savings. 
 
Has this strategy been implemented in 
Minnesota?  
Yes, some Minnesota employers have been 
leaders in establishing support for their 
breastfeeding employees. The Lactation 
Friendly Workplace program created 74 
additional lactation rooms in businesses  
throughout the state. Each business that 
agreed to participate received an electric 
breast pump and comprehensive materials to 
help promote and maintain these rooms for 
employees.  
 
During the 1998 session, the Minnesota 
Legislature recognized the importance of 
breastfeeding and the associated barriers 
related to working and breastfeeding. It 
enacted legislation that requires all 
Minnesota employers to make a reasonable 
effort to provide their employees with break 
time and a private place to express their 
milk. The law became effective August 1, 
1998 (S.F No. 2751, 3rd Engrossment: 80th 
Legislative Session (1997-1998) Posted on 
Apr 2, 1998). Anecdotal reports from 
breastfeeding women demonstrate the 
positive impact this law has had on 
breastfeeding.  
 
Indicators for this strategy: 
< Number of worksites that have lactation 

rooms for employees. 
< Number of schools that have lactation 

rooms for students and employees. 
< Number of employees who use the 

facilities. 
< Satisfaction of employees with the 

facilities. 

< Number and types of worksite and 
school policies that support 
breastfeeding at work or school. 

 
For more information contact: 
< Laura Duckett, PhD, MPH, RN, 

Lactation Friendly Workplace 
Evaluation, at ducke001@umn.edu, 
Associate Professor and Director of 
Research, School of Nursing, University 
of Minnesota. 

< Mary B. Johnson, at (651) 281-9906, 
MDH WIC Breastfeeding Coordinator. 
If you are requesting copies of materials, 
please email your request with your 
name and complete mailing address to: 
mary.b.johnson@health.state.mn.us. 

 
The following contacts have worked to 
establish breastfeeding support in their 
workplaces or communities, and have 
agreed to talk with others: 
< Kim Ball, Washington County Public 

Health and Environment, at 
kim.ball@co.washington.mn.us. 

< Jennifer M. Nelson, at 
Jennifer.m.nelson@westgroup.com, for 
information about establishing 
breastfeeding support in the workplace. 

< Kahoru.C.Reinert@seagate.com, for 
information about how an organization 
developed breastfeeding support as a 
part of the Lactation Friendly Workplace 
Program.  

< Oras Smith, RN, WIC Director, Leech 
Lake Band of Ojibwe, at 
llbowic@paulbunyan.net.  

 
 
 
 
 
 
 

mailto:mary.b.johnson@health.state.mn.us
mailto:ducke001@umn.edu
mailto:kim.ball@co.washington.mn.us
mailto:Jennifer.m.nelson@westgroup.com
mailto:Kahoru.C.Reinert@seagate.com
mailto:llbowic@paulbunyan.net
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Special notes:  
The New Mothers' Breastfeeding Promotion 
and Protection Act, soon to be introduced 
(possibly in 2003), would ensure 
breastfeeding is a protected activity under 
civil rights law, protecting women from 
being discriminated against in the 
workplace for pumping milk or 
breastfeeding. The bill will also provide a 
tax incentive for employers to set up a 
lactation location, purchase or rent 
lactation or lactation-related equipment, 
hire a lactation consultant, or otherwise 
promote a lactation-friendly environment. 
The bill will grant working women breast 
milk breaks of up to one hour per day for up 
to one year following the birth of a child. 
The bill will also ensure all breast pumps on 
the market are safe and effective. For an 
update on this legislation check the 
following website: 
http://www.house.gov/maloney/issues/ 
womenchildren/children.html. 
 
 

http://www.house.gov/maloney/issues/womenchildren/children.html
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CATEGORY: Pregnancy and Birth 
 

TOPIC: INFANT MORTALITY 
 

The strategies below can be used to work on this topic. 
Organizations that may play a role in implementing each strategy are indicated. 

 
 
 

 
Governmental 
Public Health 

Agencies 

 
Health 
Plans 

 
Hospitals 
& Clinics 

 
Educational 

Systems 

 
Community-

based 
Organizations 

 
Businesses/ 
Work Sites 

 
Other 

 
Promote Back To 
Sleep and other 
educational messages 
to reduce the risk of 
infant death and 
promote a safe infant 
sleep invironment. 

 
U 

 
U 

 
U 

 
U 

 
U 

 
 

 
 

 
Create and 
disseminate 
educational messages 
to promote the 
concept of no primary 
or secondary tobacco 
exposure, and no 
alcohol and other drug 
use during pregnancy 
or while parenting or 
care taking. 

 
U 

 
U 

 
U 

 
U 

 
U 

 
 

 
 

 
 
 
 







http://www.aap.org/
http://www.asip1.org/
http://www.sidscenter.org/


mailto:cheryl.fogarty@health.state.mn.us
mailto:kathleen.fernbach@childrenshc.org
mailto:resources@acog.org
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CATEGORY: Pregnancy and Birth 
 

TOPIC: WOMEN’S HEALTH 
 

The strategies below can be used to work on this topic. 
Organizations that may play a role in implementing each strategy are indicated. 

 
 
 

 
Governmental 
Public Health 

Agencies 

 
Health 
Plans 

 
Hospitals 
& Clinics 

 
Educational 

Systems 

 
Community-

based 
Organizations 

 
Businesses/ 
Work Sites 

 
Other 

 
Increase the number 
of health care 
providers with a focus 
on women=s health, 
including certified 
nurse midwives 
(CNMs), nurse 
practitioners (NPs) 
and public health 
nurses (PHNs). 

 
U 

 
U 

 
U 

 
U 

 
U 

 
 

 
 

 
Include fish 
consumption advisory 
information in 
prenatal and women=s 
health care. 
 

 
U 

 
U 

 
U 
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omen’s health issues cut across all 
18 Minnesota Public Health Goals 
and encompass women across the 

lifespan. Health concerns for women include 
examining the physical, biological, 
psychological, and social changes that take 
place throughout their lives from a variety of 
health, cultural, and racial backgrounds and 
belief systems.  Women’s health is 
important to Minnesota. Women make up 51 
percent of the population and head over 
90,400 single-parent households. Forty-six 
(46) percent of Minnesota women are aged 
between 15 and 44, when health issues 
affect not only their health, but also that of 
their (potential) children. Over the course of 
their lifetimes, women experience a higher 
incidence of chronic and acute illness, with 
resulting greater disability, than do men. 
Women have a higher risk of developing 
arthritis, osteoporosis, heart disease, 
Alzheimer’s disease, hip fractures, urinary 
incontinence, and other chronic disabilities.  
 
It is difficult to summarize the state of the 
health of women in Minnesota. On most 
national indicators, Minnesotans, including 
women, fare well. However, the most recent 
data in the state on selected health risk 
indicators demonstrate a need for public 
health attention.  
 
Women are beginning to smoke at younger 
ages, increasing their risks of developing 
smoking-related disease. In Minnesota, 
women aged 18 to 30 who smoke daily are 
more likely to say they are addicted to 
cigarettes than are those who smoke less 
often. 
 
Alcohol and other drug use among women 
in Minnesota has received particular 
attention in recent years. The rate of 
frequent drinking among women of 

childbearing age (aged 18 to 44 years) 
exceeds the rate in most other states (CDC, 
1995, Frequent alcohol consumption among 
women of childbearing age Behavioral Risk 
Factor Surveillance System, 1991, 
Morbidity and Mortality Weekly Report, 43, 
328-329, 335). Female alcoholics have death 
rates 50 to 100 percent higher than those of 
male alcoholics. Furthermore, a greater 
percentage of female alcoholics die from 
suicides, alcohol-related accidents, 
circulatory disorders, and cirrhosis of the 
liver (U.S. Department of Health and 
Human Services, National Institute on 
Alcohol Abuse and Alcoholism, No. PH 
290, 1990, October). 
 
The strategies presented here are intended to 
enhance the health care of women in 
Minnesota. To have the greatest impact, 
they should be implemented in conjunction 
with the other strategies in this category. For 
related strategies, see those on Eliminating 
Disparities and Eliminating Barriers and 
Improving Access to Health Care in the 
Service Delivery Systems category, and on 
Alcohol and Other Drug Use and Tobacco in 
the Alcohol, Tobacco and Other Drugs 
category. 
 
 
Strategy: Increase the number of health 
care providers with a focus on women’s 
health, including certified nurse midwives 
(CNMs), nurse practitioners (NPs), and 
public health nurses (PHNs). 
 

Systems
 

Community Individual

Primary U
 

U 
Secondary  

 
  

Tertiary
 

 

W
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Background: 
Provider characteristics, such as knowledge, 
skill, and preparation, are of consequence in 
influencing health behaviors of women. In 
addition, service delivery characteristics, 
such as payment for service, service setting, 
and visit schedules, are among the crucial 
factors that influence health behavioral 
change. Although certain sub-populations of 
women face additional obstacles to 
receiving health behavior counseling and 
implementing behavioral changes, it is 
incumbent upon health providers, public 
health, and health systems to gather further 
knowledge and develop skills to be more 
effective. Aggressive steps must be taken to 
identify interventions that promote health 
and well being among groups of women 
who are more vulnerable to health-damaging 
behaviors, including adolescent, low-
income, and minority women.  
 
The purpose of this strategy is to increase 
the number of certified nurse-midwives, 
nurse practitioners (NPs), and public health 
nurses (PHNs) who can implement women-
centered health promotion and disease 
prevention programs in the state. Another 
purpose for this strategy is to assure that 
each CHS agency will have CNMs, NPs, 
and PHNs as part of its Maternal and Child 
Health (MDC)/women’s health team. For a 
related strategy, see the strategies on 
Eliminate Barriers and Improve Access to 
Health Care - Promote Access to Health 
Care in the Service Delivery Systems 
category. Ways to accomplish this strategy 
include: 
< Support legislation that would make 

funds available to students pursuing the 
above specialties. 

< Support a statewide initiative to recruit 
students from diverse backgrounds (e.g., 

cultural, ethnic, and geographic) to 
enroll in such educational programs. 

< Support legislation to increase funds to 
provide distance learning to 
accommodate students across the state. 

< Support policy (professional, within 
health plans and delivery systems), 
which enhances ability for above 
practitioners to practice in the state. 

 
Additional resources: 
< Baldwin, LM., Raine, T., Jenkins, LD., 

Hart, LG., and Rosenblatt R. 1994. Do 
providers adhere to ACOG standards? 
The case of prenatal care. Obstetric 
Gynecology, 84, 549-56. 

< Garceau, L., Paine, L., and Barger, M. 
1997. Population-based primary health 
care for women. Journal of Nurse-
Midwifery, 42(6), 465-77. 

< Minnesota Department of Health. 1999. 
Women’s Health Databook: A 
Minnesota Portrait. [This book provides 
an overview of the health of Minnesota 
women based on data from 1995 to 
1997. It offers information on the 
demographic and socioeconomic 
characteristics of the state’s female 
population, and when possible, reveals 
trends in mortality, natality, and 
prevalence of risk behaviors, sexually 
transmitted infections, health services, 
and chronic health problems. For copies, 
contact: MDH Division of Family 
Health, P.O. Box 64882, St. Paul, MN 
55164-0882, Phone: (651) 215-8960, 
Fax: (651) 215-8953.] 

< Murphy, P. 1994. Primary care for 
women: Health assessment health 
promotion, and disease prevention 
services. Journal of Nurse-Midwifery, 
39, 47-50. 
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Evidence for strategy: 
Working on the assumption that women who 
engage in “healthy behaviors” (cradle to 
grave) also have better reproductive health 
(better birth outcomes) than women who do 
not, this strategy advocates that programs, 
policies, and practitioners who adhere to or 
support “best practices” (professional 
guidelines) will more positively influence 
healthy women and healthy pregnancies and 
families. A study conducted by Baldwin 
(1994) showed that urban and rural 
obstetricians, urban and rural family 
physicians, and urban Certified Nurse-
Midwives (CNMs), all adhered closely to 
guidelines provided by the American 
Academy of Pediatrics and the American 
College of Obstetricians and Gynecologists 
(ACOG). The CNMs adhered to the ACOG 
guidelines to the greatest degree, lending 
support to the results of at least two other 
studies demonstrating greater compliance of 
mid-level practitioners (i.e., Certified Nurse 
Midwives, Nurse Practitioners, Physician 
Assistants) to practice guidelines. Birth 
outcomes with nurse-midwives were also 
measured as being equal to or better than 
physician outcomes in a matched 
population. Health promotion and disease 
prevention messages were documented as 
being included in annual well-women and 
family planning visits, as well as prenatal 
care services, at a greater rate than with 
physicians. 
 
Has this strategy been implemented in 
Minnesota?  
Yes, Minnesota does have baccalaureate and 
master’s educational programs in nursing 
and advanced nursing practice (nurse-
midwives and nurse practitioners). There is 
only one graduate women’s health nurse 
practitioner program, and it is in the 
University of Minnesota’s School of 

Nursing. Minnesota Planned Parenthood has 
a women’s health nurse practitioner 
educational program which will be offered 
at the master’s level by the year 2004. 
 
The Collaborative Rural Nurse Practitioner 
Project, funded by Robert Wood Johnson, is 
a coordinated effort among nurse 
practitioner educational programs in the 
state to increase the number of practitioners 
in rural Minnesota. There is no system in 
place to evaluate the effect this project has 
on health promotion and disease prevention 
messages. 
 
Indicators for this strategy: 
< Client survey detailing what healthy 

behaviors (i.e., immunizations, seat belt 
usage) were addressed in a visit. 

< Provider survey, chart audit, or both 
documenting whether health promotion, 
teaching, safety checks, and nutrition 
counseling were included in the visit. 

< Establishment of standardized clinical 
guidelines. 

< Degree of adherence to guidelines. 
< Natality data. 
< Outcomes of recruitment efforts. 
< Student enrollment, completion of 

degree, and site of practice data 
(including identifying those practicing in 
underserved geographical areas and 
underserved populations). 

< Number of health plan policies, which 
integrate prenatal care and women’s 
health, implementation of guidelines for 
practice in prenatal care and women’s 
health, community outreach, and health 
promotion activities. 

 
For more information contact: 
MaryJo Borden, MDH, Women’s Health 
Consultant, at (651) 284-0601. 
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Strategy: Include fish consumption 
advisory information in prenatal care. 
 

 
 

 
Systems 

 
Community Individual 

 
Primary 

 
U 

 
U U

 
Secondary 

  
 
Tertiary 

  

 
Background: 
Women of childbearing age and pregnant 
women represent a high-risk group for 
methyl mercury exposure, an environmental 
contaminant found in fish. Several well-
documented human exposure episodes have 
proven that mercury is a very effective 
neurotoxin. Mercury has dose related effects 
that range from an alteration in the ability of 
nerves to conduct impulses to changes the 
way nerve cells divide and differentiate. 
This makes mercury particularly dangerous 
to developing nervous systems of fetuses 
and young children.  
 
Adding to the concerns regarding the safety 
of eating fish containing methyl mercury are 
the results from a recently released CDC-
NHANES report that indicated that 10 
percent of their sample of women between 
16 and 49 years of age had been exposed to 
levels of methyl mercury that are close to 
those which have observable adverse 
effects. Using this information and the 
number of births registered in the U.S in 
1998, the U.S. EPA has estimated that as 
many as 400,000 newborns per year are at 
risk of elevated methyl mercury exposure.  
A report recently released by the American 
Academy of Pediatrics included the 
following statement: “the developing fetus 
and young children are thought to be 
disproportionately affected by mercury 
exposure, because many aspects of 

development, particularly brain maturation, 
can be disturbed by the presence of mercury. 
Minimizing mercury exposure is, therefore, 
essential to optimal child health”. It is 
important to get the word out to pregnant 
women and women planning to become 
pregnant. This can best be done in two 
ways: 
< Work with health care systems to 

incorporate fish consumption advisory 
information into their standard protocol 
for prenatal and women’s health care. 

< Form a partnership with providers to 
print and distribute fish consumption 
advisory educational materials to 
pregnant women and women of 
childbearing ages.  

 
Additional resources: 
Bibliographic resources:  
< American Academy of Pediatrics 

Technical Report.(2001. Mercury in the 
Environment: Implications for 
Pediatricians.  

< Centers for Disease Control and 
Prevention. 2001. National Report on 
Human Exposure to Environmental 
Chemicals. 

< Minnesota Department of Health. An 
Expectant Mother’s Guide to Eating 
Minnesota Fish. What You Should Know 
If You Are Pregnant, Planning to be 
Pregnant ,or Nursing a Baby. (MDH 
IC# 141-0709 English version, MDH 
IC# 141-0059 Spanish version). 

< Minnesota Department of Health. Eat 
Fish Often? A Minnesota Guide to 
Eating Fish. (MDH IC# 141-0378). 

< National Research Council (2000). 
Toxicological Effects of Methyl 
Mercury, National Academy Press, 
Washington, D.C. 
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Organizational resources: 
< Minnesota Department of Health. For 

more information see the website for 
strategies resources at:  
www.health.state.mn.us/strategies/. 
Click on “Fish Consumption Advice”. 

< Minnesota Department of Health. Web 
Page at: 
http://www.health.state.mn.us/divs/eh/fis
h/index.html. 

 
Evidence for strategy: 
Research, as described above, has 
conclusively documented the dangers of 
exposure to methyl mercury by pregnant 
women. Furthermore, research on providing 
information to people about issues that 
affect their health has been shown to 
increase knowledge and change attitudes. 
The effectiveness of including fish 
consumption advisory information in 
prenatal care has, however, not been 
empirically studied or field-tested. 
 
Has this strategy been implemented in 
Minnesota?  
Yes, awareness and educational materials 
are distributed by the MDH and by some 
clinics. Currently, in Minnesota, there is no 
coordinated effort or standard within the 
health care system for inclusion of fish 
consumption advisory information in 
prenatal care. 
 
Indicators for this strategy: 
< Increase in the number of expectant 

mother’s guides distributed. 
< Increase in the number of health care 

facilities in the MDH fish consumption 
advisory distributor database. 

< Agreement by health care providers to 
incorporate fish advisory information 
into standard prenatal care procedures. 

 

< Number of physicians and nurse 
midwives who incorporate fish advisory 
information into standard prenatal care 
procedures. 

 
For more information contact: 
Pat McCann, (651) 215-0923,  
patricia.mccann@health.state.mn.us, 
MDH Health Risk Assessment Unit, 
Division of Environmental Health. 
 
 

http://www.health.state.mn.us/strategies/
mailto:patricia.mccann@health.state.mn.us
http://www.health.state.mn.us/divs/eh/fish/index.html
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