
 

Wilder 
Research 
Information. Insight. Impact. 

451 Lexington Parkway North  |  Saint Paul, Minnesota 55104 

651-280-2700  |  www.wilderresearch.org 

American Indian Infant Mortality in 
Minnesota – Gaps in Services for  
Mothers and Provider Training Needs 
A Study Conducted for Twin Cities Healthy Start 

J A N U A R Y  2 0 1 5  

Prepared by:  
Nicole MartinRogers, Ph.D., and Ryan Evans 



 

 American Indian infant mortality in Minnesota Wilder Research, January 2015 
 Service gaps and provider training needs 

Contents 
Executive summary ............................................................................................................. 1 

Introduction ......................................................................................................................... 3 

Research questions .......................................................................................................... 3 

Sources of information .................................................................................................... 4 

How this information will be used .................................................................................. 4 

Historical trauma is a key factor in American Indian infant mortality ............................... 5 

Prenatal care .................................................................................................................... 6 

Commercial tobacco, alcohol, and drug abuse ............................................................... 8 

SIDS and sleep disorders ................................................................................................ 9 

Gaps in providers’ knowledge and skills to effectively work within American Indian 
communities to prevent infant mortality ............................................................................ 12 

Working directly with American Indian mothers and community members ............... 12 

Awareness of and access to community resources and assets ...................................... 14 

Recommendations ............................................................................................................. 16 

Training format ............................................................................................................. 16 

Training content ............................................................................................................ 17 

Other recommendations ................................................................................................ 20 

References ......................................................................................................................... 21 

 



 

 American Indian infant mortality in Minnesota Wilder Research, January 2015 
 Service gaps and provider training needs 

Acknowledgments 

We would like to thank Stephanie Graves from the Minneapolis Health Department and 
Noya Woodrich from the Greater Minneapolis Council of Churches for their guidance 
and support during this study. We would also like to thank the professionals who took 
time out of their busy schedules to participate in an interview about this topic, thereby 
sharing their valuable insights. We would also like to thank Fawn Marquez from the 
Division of Indian work, and Colette Lawrence from the American Indian Family Center,  
for their help in coordinating the focus groups. Finally, we would like to thank the 
mothers who participated in the focus groups. Without them, this study and report would 
not be possible.  

The following Wilder Research staff assisted in the completion of this project: 
Jennifer Bohlke 
Jackie Campeau 
Marilyn Conrad 
Denise Huynh 
Nora Johnson 
Kerry Walsh 

We dedicate this report to our colleague and friend Ron Mortenson, who passed away 
unexpectedly in December 2014. Ron conducted all of the provider interviews for this 
study. He was committed to and highly skilled at gathering information in respectful 
ways that ultimately ensures the community’s true voice and story can be told.  

 

This project was supported by the City of Minneapolis Health Department 
through funding from the Health Resources and Services Administration 
(HRSA) of the U.S. Department of Health and Human Services (HHS) under 
grant number H49MC00073 - Healthy Start Infant Mortality Reduction Services 
with a grant award of $532,933 for FY2014. This information or content and 
conclusions are those of the author and should not be construed as the official 
position or policy of, nor should any endorsements be inferred by HRSA, HHS 
or the U.S. Government. 

 

 



 

 American Indian infant mortality in Minnesota Wilder Research, January 2015 
 Service gaps and provider training needs 

1 

Executive summary  
American Indian infant mortality rates are substantially higher than among other 
racial groups. The causes of this disparity are largely preventable.  

Wilder Research was contracted by the City of Minneapolis Department of Public Health, 
as a part of their Twin Cities Healthy Start initiative, to increase understanding of the 
training needs of service providers, including health care and public health providers, 
child protection, law enforcement, and social services. We conducted 44 interviews with 
Native and non-Native providers who serve the American Indian community, plus two 
focus groups with American Indian mothers, and we also completed a literature review 
about infant mortality and about provider training best-practices. The results of this study 
will inform the development of future training opportunities for providers. 

This study indicates that historical trauma is the underlying factor contributing to the 
high infant mortality rate among American Indians, in several specific ways:  

 Mistrust of the system and un/under-insurance results in lack of prenatal care that 
would provide identification of and treatment for conditions that result in infant death  

 Higher rates of pre- and post-natal exposure to tobacco smoke, alcohol, and drugs, 
and increased rates of maternal health problems such as diabetes that cause infant 
health risks  

 Poverty, substance abuse, lack of caregiver knowledge, and cultural factors that lead 
to unsafe sleeping arrangements that result in SIDS and sleep-related infant death    

Results indicate that many health care and social service providers have gaps in 
terms of their ability to serve American Indian mothers directly, including especially 
stereotyping American Indians as drunks and drug users, as well as having a general lack 
of knowledge about the history and culture of American Indian peoples, including lacking an 
understanding of historical trauma that many American Indian people experience. Many 
providers also lack the ability to modify their service delivery to be responsive to 
patients/clients who have experienced trauma. Providers also lack awareness of and 
access to community resources and culturally-specific services.   

The following are recommendations for how to address the gaps in provider knowledge and skill: 

 Consider ways of providing hands-on, experiential training rather than (or in addition 
to) classroom-style training 
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 Build on and use existing materials and resources  

 Incorporate relevant information and resources coming out of the “trauma-informed” 
services and organizations movement, and other approaches that demonstrate how 
historic trauma should inform practice  

 Find ways to teach providers effective and respectful ways to address alcohol and 
drug use with American Indian patients/clients, especially pregnant women, including 
being aware of potential hypersensitivity and fear of child protection  

 Train providers how to build strong relationships with their patients/clients, using 
creative approaches within existing systems and bureaucracies to provide genuine 
care and empathy to their patients/clients    

 Approach the issue from a strengths-based perspective; teach providers about 
American Indian cultural practices, both in terms of general health and well-being, 
and also in terms of pregnancy, childbirth, and infant care  

 Educate providers about community assets, including local programs that use 
culturally responsive approaches, and help them build relationships in the American 
Indian community  

 Support providers in engaging with American Indian elders and extended family 
members in program design, service delivery, and decision-making processes to 
honor the American Indian cultural value of interdependence 

 Training should increase providers’ awareness of organizations, programs, and 
resources that could be helpful for their clients/patients who are experiencing poverty – 
housing, transportation, baby supplies, and in particular free portable playpens/cribs, 
which several of the mothers in this study noted was the most helpful thing they had 
received in order to keep their baby safe  

In addition to provider training, ongoing assessment of providers’ approach with American 
Indian mothers should be implemented to demand provider accountability for providing 
high quality care/services to all patients/clients regardless of their race, socioeconomic 
status, insurance status, or previous behavior. Also, consider ways of distributing 
information directly to the American Indian community about causes and prevention of 
infant mortality. Finally, any efforts to increase the availability of resources to address 
poverty in the American Indian community would also help to prevent infant mortality. 
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Introduction 
American Indian infant mortality rates in the U.S. are consistently higher than infant 
mortality rates among the general population, and the disparity between American 
Indians and the general population is even greater in Minnesota than nationally (Child 
Health USA, 2013; Mathews & MacDorman, 2013; Wilder Research, 2012; Minnesota 
Department of Health 2011; Urban Indian Health Institute, 2011; Minnesota Department 
of Health, 2009; Minnesota Department of Health, 2009 [2]).  

Infant mortality rates per 1,000 live births for the general population and 
American Indian population (2000-2010) 

United States Minnesota 

General  
population 

American Indian/ 
Alaska Native 

General  
population 

American Indian/ 
Alaska Native 

6.14 8.28 5.03 8.60 

Source:  Center for Disease Control and Prevention. Infant Mortality Statistics from the 2010 Period Linked Birth/Infant Death 
Data Set 

Research questions   

The Minneapolis Health Department, through its Twin Cities Healthy Start grant, contracted 
with Wilder Research to conduct a study to increase understanding about gaps in the system 
with regard to prevention of infant mortality among American Indians in Minnesota, and 
specifically to better understand the gaps in knowledge and skills and training needs 
of service providers, including health care and public health providers, child 
protection, law enforcement, social services, and other providers who often interact 
with American Indian mothers who are pregnant or who have recently given birth.   

Several research questions guided this study: 

1. What are the experiences of American Indian mothers and other caregivers with 
providers that help or hinder prevention of infant mortality? 

2. What are the specific causes of disparities in infant mortality between American 
Indians and other racial/ethnic groups?  

3. What are the gaps in provider skills or knowledge that hinders prevention of infant 
mortality among American Indians? 
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4. What are best practices for training non-Native providers how to work with American 
Indian mothers and families, either generally or specifically related to infant mortality? 

5. What specific solutions or issues should providers address to help reduce infant 
mortality among American Indians? 

Sources of information 

As a part of this study, we reviewed 24 publications that focused on American Indian 
infant mortality in the U.S. and Minnesota, as well as on best practices and other 
recommendations for helping providers work effectively with American Indians 
regarding sexual health, pregnancy, and infant health. See the attached list of references.  

We also conducted two focus groups with American Indian mothers – one group was 
with eight mothers at American Indian Family Center in Saint Paul and the other group 
was with four mothers at the Division of Indian Work in Minneapolis. Most of the focus 
group participants were new mothers and/or expecting mothers. Several were teen moms. 
Based on their comments made during the focus group, it appears that the majority of 
these mothers are on public health insurance (Medical Assistance). This is important to 
note because some of their self-reported negative health care experiences may be related 
to their status as having public insurance.  

Finally, we conducted 44 interviews with Native and non-Native providers throughout 
Minnesota who serve the American Indian community, including directors, managers and 
front-line staff from nonprofit community-based organizations, tribal staff, health care 
providers, and other professionals who serve American Indian mothers and their families. 
These providers were asked about their perceptions about the key causes of the disparity 
in infant mortality rates for American Indians, as well as gaps in provider skills and 
knowledge. We also asked these providers about the types of training that has been 
beneficial for them in developing their skills for serving Native patients/clients. Quotes 
from providers and American Indian mothers who participated in this study are used 
throughout this report to illustrate key findings.  

How this information will be used 

The results of this study will be used to inform the development of (and to seek resources 
for) training opportunities to help health care and social service providers better serve 
American Indian mothers, their infants, and their families, to ultimately reduce the 
incidence of infant mortality in the American Indian community. 
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Historical trauma is a key factor in 
American Indian infant mortality 
The causes of higher than average infant mortality rates among American Indians are 
largely preventable: poor or no prenatal and postnatal care, unsafe sleeping arrangements 
(which may often be related to unsafe/unstable housing), mothers’ substance abuse, and 
prenatal and postnatal exposure to commercial tobacco smoke (Minnesota Department of 
Health, 2014; Urban Child Health USA, 2013; Mathews & MacDorman, 2013; Wilder 
Research, 2012; Indian Health Institute, 2011; National Institutes of Health, 2010; 
Minnesota Department of Health, 2009; Urban Indian Health Institute, 2009).  

The providers we interviewed for this study universally believe that historical trauma is 
the primary factor contributing to the high infant mortality rate among American 
Indians from these largely preventable causes. In fact, the author of this report has 
never led a study where the evidence from a variety of sources and large number of 
respondents so overwhelmingly identifies a single root cause for a serious social problem.  

According to the providers we interviewed, there are several specific ways in which 
historical trauma results in preventable infant deaths:  

 Mistrust in providers plus lack of adequate health insurance results in lack of prenatal 
care that would provide identification of and treatment for conditions that cause infant 
death  

 Higher rates of pre- and post-natal exposure to tobacco smoke, alcohol, and drugs, 
and increased rates of maternal health problems such as diabetes create increase 
health problems and risk of death for infants  

 Poverty, substance abuse, lack of caregiver knowledge, and cultural factors that lead 
to unsafe sleeping arrangements that result in SIDS and sleep-related infant death    

“Our community is caught up in all those cycles, the cycle of poverty, of survival, of mental 
health, of domestic violence. They are all entrenched in that.” – a provider 

“A lot of moms, who have had some experience in foster care or whatever, have a hard 
time parenting, because they weren’t shown good parenting themselves.” – a provider 
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Prenatal care 

Inadequate or no prenatal care is a risk factor for infant death. Adequate prenatal care 
identifies and helps to ameliorate negative infant outcomes associated with mothers’ 
health issues such as obesity and diabetes. Prenatal care can also help to address and help 
mothers and health care providers be prepared for necessary neonatal care for congenital 
birth defects, which are more common among American Indians than other racial and 
ethnic groups (Minnesota Department of Health, 2014; Mathews & MacDorman, 2013; 
Wilder Research, 2012; Urban Indian Health Institute, 2011; Minnesota Department of 
Health, 2009; Urban Indian Health Institute, 2009). 

Several studies have found that American Indian women are less likely than other 
racial or ethnic groups to receive adequate prenatal care. Two studies we reviewed 
from Minnesota noted that American Indian women were less likely than women of other 
racial and ethnic groups to receive adequate prenatal care, with rates for American Indian 
women fluctuating between 27 to 51 percent of mothers who are not receiving adequate 
care. (For comparison, African American women was the group with the next highest 
percentage of women not receiving adequate care, at 10%.) Further, infant mortality rates 
are higher for American Indian women who received inadequate prenatal care (Minnesota 
Department of Health, 2014; Mathews & MacDorman, 2013; Wilder Research, 2012; 
Minnesota Department of Health, 2009; Urban Indian Health Institute, 2009).  

Although most American Indian women view prenatal care as important for infant health, 
there are several important reasons why American Indian mothers may not receive 
adequate prenatal care. First, the care offered by non-Native providers might conflict 
with cultural beliefs of some American Indians, particularly the belief that the souls of 
not-yet-born children hover close to their mothers during pregnancy, and that the Great 
Spirit decides when a child is born as well as if a child is born successfully. By preparing 
for and anticipating a successful childbirth – through prenatal care, baby showers, selecting 
a name for the child before it is born, or other celebratory events – a mother assumes the 
successful birth of her child, which may conflict with the belief that the Great Spirit 
makes such a decision at the time of birth (Treuer, 2012; Urban Indian Health Institute, 
2011; National Institutes of Health, 2010). 

American Indians may also define health more broadly, and in different ways, than health 
care and social services providers and systems. One study noted that, when asked about 
infant health,  American Indian respondents mentioned spiritual and cultural practices 
such as dancing, blessings, singing, drumming, placenta/umbilical cord burial, sweats, 
and sage burning (Urban Indian Health Institute, 2011). These are all practices and 
traditions that may be important and/or beneficial to the mother but are unlikely to be 
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recognized or recommended by most health care and social service providers, especially 
non-Native providers. 

Another reason for not getting adequate prenatal care that was mentioned by mothers and 
providers who participated in this study is that American Indian mothers exhibit a lack 
of trust in health care providers and systems. This lack of trust stems from the fact that 
so many American Indian families have had their children taken by the U.S. government 
(or local governments acting on state and federal laws), historically in the name of 
education (boarding schools) and more recently in the name of Child Protection. Because 
most health and social service providers are mandated reporters, American Indian women 
may be reluctant to see these providers, or if they do see them, they may be afraid to open 
up about their situation, due to the (real or perceived) threat that Child Protection will 
become involved and their child will be taken from them. Most of the women who 
participated in focus groups for this study reported first-hand negative experiences 
with health care providers that have contributed to their mistrust and reluctance to fully 
participate in services or care. 

“I know of a woman who needed pain medication and had to go to three different places, 
because she had been viewed as chemically dependent. And I know of a woman who had 
been physically abused and had been drinking. She needed medical attention, but had 
been told at a hospital that she needed to be in detox rather than receiving medical care. 
We need to address stereotyping and the racism that does exist.” – a provider 

“It goes along with respect, knowledge, and understanding. We’re not all drunks. We’re 
not all drug addicts. We’re not all under the bridge. We’re discriminated against a lot.” – 
an American Indian mother  

 “There are large systemic issues and cultural issues. American Indians don’t go to their 
prenatal and well-baby appointments. There is fear to enter into that field. It is associated 
with Child Protection and social service systems that have interfered with them parenting 
their children.” – a provider 

Finally, lack of insurance, spotty coverage, and/or poor access to quality providers 
may also contribute to lack of prenatal care among American Indian women. Even 
among focus groups participants with consistent insurance coverage, many experienced 
problems with the health care system that resulted in them missing appointments.   

“Sometimes I feel like they care about what insurance you have. If you’ve got insurance, 
you get the nicer rooms and the better treatment and you can make your own choices.” 
 – an American Indian mother 

“You have to accept missed appointments and keep trying. In some systems, a couple of 
missed appointments and you no longer accept the person.” – a provider 
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Commercial tobacco, alcohol, and drug abuse 

American Indians in Minnesota have higher rates of commercial tobacco use as well as 
higher rates of alcoholism and drug use than the general population (Minnesota Department 
of Health, 2006).  

Alcohol use is a risk factor for infant death (Child Health USA, 2013; Urban Indian 
Health Institute, 2009). It should be noted, however, that publications rarely reported 
findings regarding alcohol use among American Indians during pregnancy, with one 
study noting a lack of reliable data regarding the subject (Minnesota Department of 
Health, 2009).  

Alcohol and drug abuse did not come up often during the focus groups, except in the 
context of “a provider accused me of being drunk/using drugs right away, without even 
knowing anything about me, and that made me not want to deal with that provider.” 
However, many of the providers we interviewed mentioned alcohol and drug abuse as a 
contributing factor in the high American Indian infant mortality rate. Several of the 
providers we interviewed also specifically noted the recent notable increase in heroin and 
prescription opioid abuse/addiction in the American Indian community and the impact 
that has on infant and maternal health. 

In addition, the providers we interviewed noted that alcohol and drug use of the mother or 
other caregivers can result in neglect or abuse, as well as accidental infant injury or death. 
Alcohol and drug use generally contributes to a more volatile, unstable, and violent 
environment, which can also result in direct harm to the infant. Many of the providers we 
interviewed view these issues as a direct cause of infant mortality among American Indians.   

Understanding the effects of using alcohol while pregnant is mixed among American 
Indians. These perceptions are due to inconsistent messages regarding alcohol use during 
pregnancy from health care providers (such as some providers advising no alcohol use at 
any point of a pregnancy and others taking a more moderate stance), as well as a lack of 
adequate explanation from health providers to American Indian mothers about the effects 
of alcohol use during pregnancy (Wilder Research, 2013; Urban Indian Health Institute, 2011).  

Regarding commercial tobacco use while pregnant, one study noted that American Indian 
mothers were most likely to smoke during the last three months of pregnancy compared 
with other racial and ethnic groups (26% smoked during this time period compared to 
15% of white women, the next highest percentage). Additionally, one study noted that 
from 2007-2011 in Minnesota more than two-fifths of American Indian women (42%) 
smoked during their pregnancy, compared to 11 percent of white women, the group with 
the next highest percentage of women smoking during pregnancy. Further, infant 
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mortality rates among Minnesota American Indian women who use tobacco during 
pregnancy are higher than among those who do not use tobacco (Minnesota Department 
of Health, 2014; Child Health USA, 2013; Minnesota Department of Health, 2009).  

Exposure to secondhand and third-hand smoke after birth may also be a contributing 
factor for high infant mortality rates among American Indians. American Indians in one 
study we reviewed mentioned the social discomfort of asking family members to refrain 
from commercial tobacco use in the presence of their infant, and the social isolation that 
might accompany the request (Urban Indian Health Institute, 2011).  

SIDS and sleep disorders  

SIDS is defined as the sudden death of an infant younger than one year of age that 
remains unexplained after a thorough case investigation. Studies found that SIDS and 
other sleep disorders were a primary cause of infant death in the American Indian 
population, noting that death due to SIDS is more common among American Indian 
infants as compared with other racial or ethnic groups (Minnesota Department of Health, 
2014; Mathews & MacDorman, 2013; Urban Indian Health Institute, 2011; National 
Institutes of Health, 2010; Minnesota Department of Health, 2009). 

A study by National Institutes of Health identifies altering environmental factors as the 
most effective way to reduce the likelihood of SIDS. The following were identified as 
environmental risk factors for SIDS:  

 Overheating during sleep 

 Bed sharing 

 Stomach sleeping during naps and at night 

 Soft sleeping surfaces and loose, fluffy bedding 

 Maternal alcohol use (during pregnancy and after birth of the infant) 

 Commercial tobacco use (during pregnancy and in baby’s living environment) 

Findings from our literature review noted that some American Indian mothers are 
taking steps to prevent SIDS in some cases. One study found that more than three-
quarters (77%) of American Indians mothers placed their babies on their backs to sleep, a 
sleeping position which reduces the risk of SIDS. Another study highlighted generational 
differences between American Indian elders’ approach to infant care and the views and 
approaches of younger American Indians. (This generational difference was attributed by 
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the authors of this study to the effectiveness of communication and outreach efforts 
regarding infant health from health care providers and public health workers.) In 
particular, some younger American Indian respondents mentioned elders instructing 
them to place infants on their stomachs to sleep, which is contrary to safe sleep best 
practices. Given the importance placed on elders in many American Indian cultures, 
rejecting an elder’s advice is often a social taboo (Child Health USA, 2013; Urban Indian 
Health Institute, 2011; National Institutes of Health, 2010).  

Regarding sleep-related causes of death, bedsharing is another risk factor for infant 
mortality. Just over one-quarter (28%) of American Indian mothers shared their bed with 
their infants always or often, and almost half (46%) shared their bed with their infant 
sometimes or rarely. (Bedsharing rates were higher among some racial and ethnic groups, 
such as African American and Asian, and lower among others, such as white and 
Hispanic.) Both the providers and American Indian mothers who participated in this 
reviewed study noted that it is common to bedshare with infants and that many American 
Indian women believe bedsharing is an important aspect of bonding with their baby 
(Child Health USA, 2013). Providers who were interviewed here also noted the 
prevalence of co-sleeping.  

“One big difference I would see [between Native and other groups in terms of causes of 
infant mortality], co-sleeping has been adopted as a norm in Native country, whereas in 
other groups, having a nursery and separate crib is something they would do without 
question. My mother slept with me, I slept with my babies. It wasn’t until I was of the 
reservation that I saw it the other way. I think Natives had always done some co-sleeping. 
The breastfeeding was always our culture. But we never had that substance abuse, big 
soft couches, that sort of thing. It was never a concern before.” – a provider 

Putting an infant to sleep in a hammock is a cultural practice that was mentioned several 
times by providers, who recognized this could be an unsafe sleeping arrangement for the 
infant due to the risk of SIDS/suffocation. (One provider, as illustrated in one of the 
quotes below, also indicates that there are “safe hammocks.”) On the other hand, several 
of the providers who participated in this study implied that cradleboards, which are 
traditional Ojibwe devices used to carry infants and keep them safe and cozy, are 
considered to be safe for sleeping when used appropriately. Cradleboards were also 
noted as safe for infant sleep by published literature (National Institutes of Health, 2010).  

Although there may be cultural reasons for bedsharing and alternative sleeping arrangements, 
it is also clear that poverty leads to housing instability and inability to obtain safe 
infant beds (cribs or portable playpens, for example). There are some programs that 
provide free or low cost infant beds to eligible mothers, but many providers (and the 
mothers themselves) may not be aware of these resources, and mothers may not be able 
to access these programs due to lack of transportation. Also, it is likely that there are not 
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enough of these types of programs to meet the need. Several of the mothers who 
participated in a focus group for this study had received a portable playpen/infant bed 
through the program they were participating in at Division of Indian Work, and these 
mothers said that this was one of the most helpful resources that had been offered to help 
them keep their infant safe.  

“I think that [unsafe sleep arrangements] is often associated with unstable, unsafe living 
environments. There is a lot of couch hopping, or staying in shelters or wherever you can. 
Moms who are juggling a lot of different things. It is difficult for them to provide adequate 
and safe conditions. Trying to find housing that is safe becomes a priority. The housing 
issue is huge.” – a provider 

“Unsafe sleep environments. Bed-sharing, sleeping together on sofas. Makeshift things on 
the floor, with pillows and blankets, and other people. That is the cause of death. And you 
look at the larger social determinants. Housing, poverty, health care that people are 
comfortable with, that they trust. The financial resources to have a place for baby to sleep. 
Even cradleboards and safe hammocks for those who want to use some of the more 
traditional approaches.” – a provider 
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Gaps in providers’ knowledge and skills to 
effectively work within American Indian 
communities to prevent infant mortality 
The interviews with providers and focus groups with mothers revealed several prominent 
gaps in many providers’ ability to effectively work within American Indian communities 
to prevent infant mortality. These gaps fall into two main categories: providers’ ability to 
work directly with American Indian mothers and other community members, and providers’ 
awareness of resources available in the community to address the needs of American 
Indian mothers.   

Working directly with American Indian mothers and community members 

As noted above, nearly all of the mothers who participated in focus groups, as well as 
many of the providers who were interviewed, have experienced situations of providers 
stereotyping American Indians as drunks and drug users. Similarly, some providers 
may assume a lack of parenting skills or knowledge among their American Indian patients/ 
clients. This is an extremely pervasive concern, based on this and previous studies we 
have conducted with American Indians in the Twin Cities (Minnesota Department of 
Health, 2012). The vast majority of American Indians who have participated in these 
studies (who are also mostly poor and on public insurance) describe their experiences, 
and the degree to which these experiences make them unwilling to deal with or place 
their trust in the provider, which ultimately results in poorer care/service and outcomes.  

“When I was pregnant with my little baby girl, when I first went to the doctor, the first thing 
the doctor said was, ‘How many drinks, beer or alcohol, have you had this week?’” 
 – an American Indian mother 

 “The doctor came in and closed the door and he was like, ‘I know you just came in for 
pain medicine. I’m not giving you narcotics.’ I had never seen this doctor before.”  
– an American Indian mother 

“If something is wrong with your baby and you bring them to the emergency room and 
every time they assume it’s something that you did.” – an American Indian mother 
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American Indians may also have hyper-sensitivity to being accused of using alcohol 
or drugs, questions about their parenting, and related topics, due to historical trauma 
and the community’s own first-hand experience about how they and others have been 
consistently treated by providers.  

“Being sensitive to the historical trauma and distrust of the system. To make an effort to 
make the patient feel welcome and respected. That is always the biggest thing, because 
they seem to be expecting not to be.” – a provider 

“It is important to go in and develop a relationship, a connection, so that person will 
continue to work with them and will follow through. So developing the empathic 
relationship, meeting them where they are at, with no judgment of their situation or why it 
has gotten to that situation. Indian people will pick up on that judgment very quickly and 
shut down the relationship.” – a provider 

The specific gap to be aware of here is providers’ lack of ability to effectively 
address alcohol and drug use with American Indian mothers (regardless of the 
mothers’ current use and/or history of use), and how ineffectively addressing this 
and related topics can result in poor or no prenatal care, and ultimately, harm to 
the mother and/or infant.  

In general, it was clear from this and previous studies we have conducted with American 
Indian mothers and other American Indian community members (Minnesota Department 
of Health, 2012) that many health care and other providers lack the skills or resources 
necessary to build a positive relationship with their patients/clients. This includes not 
taking the time to listen to them, not trusting the patient/client to know themselves or 
their children and what their needs are/what they are experiencing, and scaring new 
mothers or pushing them into having various procedures or into taking medications (for 
themselves or their children) without fully explaining why they needed it or how it would 
affect them.  

“They just kept coming in and [saying that I needed a C-section]. Of course I was scared 
… and so I eventually had a C-section, but I felt more like I was pushed to have the C-
section. The doctor said, ‘You have 20 seconds to sign this paper.’ I was 15, and I was 
scared.” – an American Indian mother 

”It felt like they didn’t want to take the time to talk to me about it. I think if they would take 
those little steps like that, you know, because there are so many debates now about what 
that [medication] does to the kids or whatever, but if you would take a few minutes and 
accurately tell a parent what this is for and why, it would scare people so much less.”  
– an American Indian mother 

“They treat you kind of like you don’t understand things. They talk to you like you’re a 
child.” – an American Indian mother 
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“It takes time to develop relationships within the Native community, and a lot of people 
don’t take that time. Like going on a home visit the first time and sitting down and drilling 
the case plan right off the bat. It can take more time and more work to build relationships 
in the Native community.” – a provider 

Further, most non-Native providers lack knowledge of the history and culture of 
American Indian peoples, especially factors that contribute to historic trauma, such as 
boarding schools, removal of children from their families (including historical and 
contemporary Child Protection processes).  

Many providers also do not understand how these traumatic events have contributed to 
the loss of protective cultural and traditional infant care and related practices. In other 
words, they lack awareness of cultural and community strengths.  

“A lot of people just don’t really know about things like sending kids to boarding schools 
where they were physically and sexually abused, raised in an institutional culture, with no 
idea of how to parent and raise kids properly, having not lived with their parents. And that 
is hard for people to grasp and for some people to see a correlation with that.”  
– a provider 

“I think a lot of times people who come in from outside really don’t understand the unique 
needs of the complexity of the community. They have the best of intentions, but want to 
use their way of doing things.” – a provider 

Finally, even if providers have a basic awareness of historical trauma, they often 
lack the skills and tools needed to modify their service delivery to be responsive to 
the needs of individuals and communities who have experienced this trauma. In 
addition, the health care, social service, and related institutions and systems that 
providers work within and American Indian mothers interact with, are unresponsive to 
and unprepared to provide appropriate, trauma-informed services and interventions to 
prevent infant mortality within the American Indian cultural context.  

“We go through cultural proficiency training here in [name of organization] each year. It 
seems the majority of the workers do listen, but they don’t know how to take action or they 
don’t have the continuous training.” – a provider 

Awareness of and access to community resources and assets  

As described above, poverty is a major social problem that contributes to the high 
rate of infant mortality among American Indians in Minnesota. Specifically, poverty 
is associated with lack of adequate prenatal care, housing instability, inability to provide 
a safe sleeping arrangement for baby, lack of transportation for medical appointments, 
poor nutrition, and so on. Although it is unlikely that this study or the resulting training 
for providers will solve systemic issues like poverty and racial disparities, the questions 
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to specifically consider and address through provider training are: what are the 
resources available in the community to help American Indian mothers who are 
experiencing situations of extreme poverty or hardship? And how can we make sure 
providers who are serving these mothers in health care and social service settings 
are aware of these resources and are making effective referrals to the mothers, as 
appropriate? Another question: are the resources available in the community adequate 
to meet the need? (The answer is probably no, but we won’t know until we ask.) And if 
not, what can or should the role of providers be in making that need known to stakeholders 
and the public, and identifying resources to meet the need? 

Also, most non-Native providers are not aware of the traditional cultural practices 
of American Indians and how to integrate these into their care/services. This could 
include general spiritual, health, and wellness practices (e.g., sweatlodge), as well as 
practices related specifically to pregnancy, child birth, and infant care. It is important to 
approach working with American Indians from a standpoint of honoring their cultural 
values and traditions. Programming should strive at all times to value the perspectives of 
American Indian peoples regarding sexual health, pregnancy, and infant health – 
particularly when those perspectives may differ from, or directly contradict, biomedical 
understandings of health (Wilder Research, 2013; Treuer, 2012; Urban Indian Health 
Institute, 2011; Gray & Wolf, 2008; Weaver, 2004; San Diego State University, no date). 

Because we are not so naïve as to believe that this study or the resulting training will 
revolutionize Minnesota’s health care and social service systems to provide more 
culturally responsive care based in traditional and folk knowledge (“Indigenous best 
practice”), the issues we recommend for consideration here are: What are some 
cultural practices that can support good infant and mother health that providers 
should be aware of? What are the resources in the community that providers can 
connect to (or refer their patients/clients to) to meet these cultural needs? 

The last question leads directly into the final gap that we identified with regard to 
providers’ awareness of community resources and assets. Several of the providers who 
were interviewed as a part of this study indicated that non-Native providers may not be 
aware of the community-based organizations that provide Native-specific services. 
In addition, we assume that most non-Native providers do not have access to an informal 
network of Native providers and community leaders, elders, healers, etc., who they can 
call on if they are not able to meet the needs of an American Indian patient/client. One 
study we reviewed noted that, at the very least, practitioners should make consistent 
efforts to build relationships in American Indian communities that they serve, and they 
should seek feedback from their clients regarding perceptions of services received 
(Wilder Research, 2013).   
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Recommendations  
The purpose of this study was to develop recommendations for training health care and 
social service providers who serve American Indian mothers and infants, so these providers 
can better serve their patients/clients to ultimately prevent infant mortality. The following 
recommendations include things related to the training format and content, specific ideas 
or resources to consider incorporating, and suggestions of activities in addition to provider 
training that could help to prevent American Indian infant mortality.  

Training format 

Before we make recommendations for “training,” it is important to note that a majority of 
the providers who we interviewed for this study (some of whom are non-Native but have 
nonetheless been able to establish their credibility as providers in the Native community) 
cited their real life experience as the most effective approach to learn about how to best 
serve American Indian mothers. Therefore, when designing any future “training” 
opportunity for providers, strongly consider ways to make it hands-on, experiential 
training rather than (or in addition to) classroom-style training. This might include, 
for example, shadowing experienced providers, attending events or programs in the 
American Indian community, volunteering for an organization or program that serves 
American Indians, etc. 

Several of the providers we interviewed specifically noted that any training about how 
to serve American Indians should be provided by a Native person. Some respondents 
also suggested that provider trainings incorporate Native traditional practices (smudging, 
storytelling, etc.). 

“I really enjoy when the presenters are from the Native American community. I say that as 
a non-Native. I think it has more credence. I would not want to be involved in anything that 
is disrespectful of the Native people and their culture and their stories. I think having as 
much cultural traditions involved in the training, from smudging to drumming – anything 
that can be incorporated helps people to understand the role and the respect that is given 
to that and why.” - a provider 

Finally, we recommend that provider training should use or build on existing 
materials and resources (see references, for some examples of resources that could be 
used for this purpose) rather than using limited resources to create new materials from 
scratch. For example, the Healthy Native Babies project workbook and toolkit that could 
be shared with non-Native providers offers in-depth information about SIDS and 
strategies to prevent SIDS.  
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Training content 

As described extensively above, many providers lack even a basic awareness of history of 
American Indians in Minnesota or an understanding of how historic trauma plays out in 
the lives of their patients/clients. Further, even providers who are aware of the history and 
who acknowledge that historic trauma plays an important role in the high rates of American 
Indian infant mortality (and other social problems) often lack the skills needed to modify 
their practice to address this trauma. Therefore, future provider training should 
incorporate relevant information and resources from the “trauma-informed” services 
and organizations movement, and other approaches to understanding how historic 
trauma should inform practice. Most importantly, provider training on historic trauma 
should always be paired with practical training and tips for how to improve practice to better 
meet the needs of individuals and communities that have experienced trauma.   

“I already knew the problem, what existed. I was hoping to get out of the training how to 
work with families, how to work with the community.”  - a provider 

“Like, if there is historical trauma training for those who have been to other historical 
trauma trainings, so it is more advanced – kind of a ‘now what?’ training, more advanced 
steps.” – a provider 

An important goal of any provider training should be to reduce providers’ stereotypes and 
biases, especially related to alcohol and drug use and parenting skills. At a minimum, the 
training should teach providers effective and respectful ways to address alcohol and 
drug use with American Indian patients/clients, especially pregnant women. The 
training should address why American Indians may have hypersensitivity to these types 
of questions from providers. The training should also teach providers how to both provide 
information to, and obtain information from, their patients/clients about alcohol and drug 
use and other sensitive parenting topics in a way that will be most likely to reduce the 
infant’s exposure to harmful environments, and that will maintain the ongoing care/ 
service relationship with the patient/client.   

Many of the American Indian mothers who participated in this study described feeling 
that providers are too rushed, and that the format in which information about infant care 
is provided (usually in writing) is not helpful. Several of these mothers wanted more 
hands-on experience with infant care and more support from providers to do this. 
These mothers also wanted providers to take more time to explain medications, 
treatments, and procedures, and to work with them to make the right choices for 
themselves and their babies. Moms want providers to listen to them, to trust their 
knowledge of their children and family, and to be supportive of them regardless of their 
life circumstances or previous decisions. (And not having providers take the time needed 
or work with the patient/client to decide on the best treatment option is a very common 
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experience across multiple studies we have conducted in the American Indian 
community.) Training providers on how to build strong relationships with their 
patients/clients is very important, as is teaching providers how to use creative 
approaches while working within existing systems and bureaucracies to provide 
genuine care and empathy to their patients/clients.    

“…There needs to be a big shift in how women with substance abuse are being treated. 
They love their babies and want to help their babies, but they are so afraid of being 
criminalized and having their children taken. Creating some sort of ‘safe harbor’ situation 
where they can come for help.” – a provider 

Any training for providers should approach the issue from a strengths-based 
perspective, rather than a deficit-based perspective, such as acknowledging spirituality as 
a cultural strength (Urban Indian Health Institute, 2011; Gray & Wolf, 2008; Weaver, 
2004). A strengths-based perspective reduces barriers to effective service delivery, for 
example, value judgments associated with “problem-based” programming. One way to 
support a strengths-based approach is to teach providers about American Indian 
cultural practices, both in terms of general spirituality, health, and well-being, and 
also in terms of pregnancy, childbirth, and infant care. It is important to note that 
there are nearly 600 federally recognized American Indian tribes in the United States, and 
each one has its own culture and traditions, and we acknowledge it is not feasible to 
provide training in each of these cultures so the recommendation would be to focus on 
the major tribal groups in Minnesota – Ojibwe, Dakota/Lakota, Ho-Chunk, and so on.  

“The one thing for me, I always want my room smudged and I know in a hospital it’s not 
always easy to do that but as soon as I found out that I was going to have the baby, like 
before the operation or anything because I had a C-section, that’s what I wanted and they 
were really understand and really helpful.” – an American Indian mother 

 “If you go back to the traditional teachings in the community, there is a lot of this 
information already available in those teachings. People are hungry to reach back to the 
traditions, like the teachings of the cradleboard.” – a provider 

“It is important to know our traditional ways. To know them and understand how they can 
be used as a protective factor, using culture and understanding. Being trained to go into 
our community, understanding birthing and other practices and how to incorporate some 
of those traditional ways into our work.” – a provider 

“It is having the confidence and the competence to ask questions, to recognize that you 
don’t know, don’t understand. Having the curiosity to ask.” – a provider 

In the same vein, provider training should increase the awareness of providers 
about community assets, and help them build relationships in the American Indian 
community, so that they can refer their American Indian clients/patients to these 
resources, as appropriate.  
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 “They should recognize that the reservations have these services and skills and 
capabilities, that we can address these referrals and these clients. Clients do not want to 
be serviced by the county due to the whole historical trauma issue, and they are more 
willing to take services from their own tribe.” - a provider 

Providers may also consider including American Indian elders, parents, and others 
in decision-making processes, and they may need training or support to do this 
effectively. Such a practice acknowledges American Indians as the experts regarding 
their own well-being, contributes to more effective services/care, and combats perceptions 
of paternalism. Published literature mentioned a number of program examples in which 
tribal elders and other American Indian leaders have been engaged in this way (Wilder 
Research, 2013; Urban Indian Health Institute, 2009; Gray & Wolf, 2008; Weaver, 2004).  

Multiple publications reviewed here noted the importance of community in American 
Indian views of health, advising practitioners to emphasize the community value of 
interdependence, and to focus on the benefits of engaging with and supporting 
family and community members. Two studies we reviewed also mentioned the 
importance of a female community for American Indian women who are pregnant or who 
are new mothers, for the purposes of exchanging knowledge and resources as well as 
social support. Other publications noted the importance of fathers for infant health and 
development, advising practitioners to offer programming specifically for fathers. Since 
elders are also influential advisers to young mothers, the education and collaboration of 
elders in supporting efforts to prevent infant mortality in the American Indian community 
is critical (Urban Indian Health Institute, 2011; Urban Indian Health Institute, 2009; Gray 
& Wolf, 2008; Great Lakes Inter-tribal Council, no date).  

Future trainings for providers to prevent American Indian infant mortality should 
also introduce providers to local programs that are using culturally responsive 
models, for example, the parenting classes that are provided by American Indian Family 
Center and Division of Indian Work, from which the mothers who participated in this 
study were recruited, or the Family Education Diabetes Series program run by the Saint 
Paul Council of Churches Division of Indian Work in partnership with the University of 
Minnesota Department of Family Social Science.  

And finally, the training should increase providers’ awareness of organizations, 
programs, and resources that could be helpful for their clients/patients who are 
experiencing poverty –housing, transportation, baby supplies, and in particular free 
portable playpens/cribs, which several of the mothers in this study noted was the most 
helpful thing they had received in order to keep their baby safe. In addition to provider 
training, a referral network or directory could also be useful for this purpose.   
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“Look at the community and the individual in a more holistic way. Really take into account 
socioeconomic status, tapping into more than just a hospital visit or your well-being check-
ups. It is mental health, health care, education. It is more than just going to your 
appointments.” - a provider 

Other recommendations 

In addition to provider training, there are several other recommendations. First, methods 
of assessing providers’ approach with American Indian mothers should be used to 
demand provider accountability for providing high quality care/services to all 
patients/clients regardless of their race, socioeconomic status, insurance status, or 
previous behavior. This would preferably be done in partnership with the health and 
social service systems that employ these providers, but could also be completed with the 
help of outside advocates. A “secret shopper” type of model could be used to assess 
providers’ response to a new patient/client who is an American Indian mother or 
pregnant. (In this author’s opinion, a brighter light needs to be shone on the issue of 
American Indians not being able to access quality health care due to provider bias and 
ineffective ways of addressing American Indian patients/clients.) 

Second,  we should consider ways of distributing information directly to the 
American Indian community about causes and prevention of infant mortality, and 
possibly also about pregnancy prevention for teens, since several of the providers we 
interviewed specifically mentioned pregnancy prevention and teen pregnancy as issues 
that contribute to the high American Indian infant mortality rate. This effort could be 
modeled after the African American Babies Project1 or other efforts. In addition to public 
health campaigns, community-based group formats are also recommended, as many of 
the mothers who participated in this study indicated their preference for receiving 
information about keeping their babies healthy in a culturally-based, “community of 
women/mothers” format.  

Finally, any efforts to increase the availability of resources to address poverty in the 
American Indian community would also help to prevent infant mortality. 
Specifically, efforts to ensure that pregnant and new mothers have access to safe, stable 
housing and safe sleeping arrangements for their baby, plus transportation, nutrition, and 
access to prenatal and postnatal care and support services, legal services, and addiction 
and mental health treatment, will help to prevent infant mortality.  

                                                 
1  https://www.wilder.org/Community-Leadership/Community-Initiatives/Pages/African-American-Babies-

Coalition.aspx 



 

 American Indian infant mortality in Minnesota Wilder Research, January 2015 
 Service gaps and provider training needs 

21 

References 
Adelson, Naomi (2000). Being Alive Well: Health and the Politics of Cree Well-Being. 

Anthropological Horizons. Print.  

American Indian and Alaska Native culture card: A guide to build cultural awareness. 
(n.d.). SAMHSA. Retrieved from http://store.samhsa.gov/shin/content//SMA08-
4354/SMA08-4354.pdf 

American Indian Health Commission for Washington State. (2010). Healthy 
communities: A Tribal maternal - infant health strategic plan. Retrieved from 
http://www.doh.wa.gov/Portals/1/Documents/1200/phsd-AIHCPlan.pdf 

Child Health USA 2013. (2011). Perinatal health indicators: infant mortality. U.S. 
Department of Health and Human Services, Health Resources and Services 
Administration, Maternal and Child Health Bureau. Retrieved July 10, 2014, from 
http://mchb.hrsa.gov/chusa13/perinatal-health-status-indicators/pdf/imortality.pdf 

Child Health USA 2013. (2013). Perinatal risk factors and behaviors. U.S. Department of 
Health and Human Services, Health Resources and Services Administration, Maternal 
and Child Health Bureau. Retrieved July 10, 2014, from 
http://mchb.hrsa.gov/chusa13/dl/pdf/prfb.pdf 

Grant, J., & Brown, T. (2003). American Indian and Alaksa Native resource manual. 
NAMI. Retrieved from 
http://www.nami.org/Content/ContentGroups/MIO/CDResourceManual.pdf 

Gray, N., & Wolf, D. (2008). A Culturally based wellness and creative expression model 
for Native American communities. The Journal of Equity in Health, 1(1), 52–60. 

Great Lakes Inter-Tribal Council, Inc. (n.d.). Honoring Our Children Project. Retrieved 
from http://www.mchlibrary.info/MCHBFinalreports/docs/H49MC00092.pdf 

Hoyert, D. L., & Xu, J. (2012). Deaths: preliminary data for 2011. National Vital 
Statistics Reports, 61(6). Retrieved from 
http://www.cdc.gov/nchs/data/nvsr/nvsr61/nvsr61_06.pdf 

Mathews, T. J., & MacDorman, M. F. (2013). Infant mortality statistics from the 2010 
period linked birth/infant death data set. National Vital Statistics Reports, 62(8). 
Retrieved from http://www.cdc.gov/nchs/data/nvsr/nvsr62/nvsr62_08.pdf 



 

 American Indian infant mortality in Minnesota Wilder Research, January 2015 
 Service gaps and provider training needs 

22 

Minnesota Department of Health. (2006). Estimating the Treatment Need for Substance 
Abuse in Minnesota: 2004/2005 Minnesota Survey on Adult Substance Use. 
Retrieved from: 
http://www.dhs.state.mn.us/main/idcplg?IdcService=GET_FILE&RevisionSelection
Method=LatestReleased&Rendition=Primary&allowInterrupt=1&noSaveAs=1&dDo
cName=dhs_id_055808 

Minnesota Department of Health. (2009). Disparities in infant mortality. Retrieved from 
http://www.health.state.mn.us/divs/chs/infantmortality/infantmortality09.pdf 

Minnesota Department of Health (2009). Populations of color in Minnesota: Health status 
report. Retrieved from 
http://www.health.state.mn.us/divs/chs/POC/POCSpring2009.pdf 

Minnesota Department of Health. (2012).Health Care Needs Assessment: White Earth 
Nation members and other American Indians in the Twin Cities: A Report to the 
Minnesota Legislature. (study conducted by Wilder Research)  

Minnesota Department of Health. (2014). Minnesota Infant Mortality Race/Ethnicity 
Data Book. Retrieved from: 
http://www.health.state.mn.us/divs/chs/infantmortality/20072011imdatabookre.pdf 

National Institutes of Health. (2010). Healthy native babies project workbook and toolkit. 
Eunice Kennedy Shriver National Institute of Child Health and Human Development, 
Retrieved from 
https://www.nichd.nih.gov/publications/pubs/documents/healthy_native_babies_work
book.pdf 

San Diego State University School of Social Work. (n.d.). Considerations for culturally 
sensitive social work practice with American Indians: Lecture and guest formats. 
Retrieved from 
http://theacademy.sdsu.edu/TribalSTAR/resources/files/CURRMSW_Considerations.pdf 

Treuer, Anton. (2012). Everything You Want to Know About Indians but Were Afraid to 
Ask. Minnesota Historical Society Press. Print.  

Twin Cities Healthy Start impact report. (n.d.). Retrieved from 
http://www.mchlibrary.info/MCHBfinalreports/docs/H49MC00073.pdf 

  



 

 American Indian infant mortality in Minnesota Wilder Research, January 2015 
 Service gaps and provider training needs 

23 

Urban Indian Health Institute. (2009). Urban American Indian/Alaska Native maternal, 
infant, and child health capacity needs assessment. Seattle Indian Health Board. 
Retrieved from: http://www.uihi.org/wp-
content/uploads/2010/01/MCHNA_RoundII_UPDATEDec2009.pdf 

Urban Indian Health Institute (2011). Discussions with urban American Indian and 
Alaska Native parents: keeping babies healthy and safe. Seattle Indian Health Board. 
Retrieved from: http://www.uihi.org/wp-content/uploads/2011/05/Discussions-with-
Urban-American-Indian-and-Alaska-Native-Parents.pdf 

Urban Indian Health Institute. (2011). Looking to the past to improve the future: 
designing a campaign to address infant mortality among American Indians and 
Alaska Natives. Seattle Indian Health Board. Retrieved from: 
http://www.uihi.org/wp-content/uploads/2011/07/Healthy-Babies-Lit-Review-
Final_JulyRev.pdf 

Weaver, H. N. (2004). The Elements of cultural competence: Applications with Native 
American clients. Journal of Ethnic and Cultural Diversity in Social Work, 13(1). 
Retrieved from 
http://www.nnaapc.org/publications/Elements%20of%20CulturalCompetencewithNat
ive%20clients.pdf 

Wilder Research. (2012). American Indian babies in Minnesota. Retrieved from: 
https://www.wilder.org/Wilder-
Research/Publications/Studies/American%20Indian%20Babies%20in%20Minnesota/
American%20Indian%20Babies%20in%20Minnesota.pdf 

Wilder Research. (2013). Key informant interviews with service providers to American 
Indian communities: A study conducted for the Minnesota Organization on Fetal 
Alcohol Syndrome. Wilder Research. Retrieved from http://www.wilder.org/Wilder-
Research/Publications/Studies/Alcohol%20Use%20and%20Pregnancy/Key%20Infor
mant%20Interviews%20with%20Service%20Providers%20to%20American%20India
n%20Communities.pdf 

 



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [5472.000 3744.000]
>> setpagedevice


