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Foreword
We are proud to present the results of our five-year, statewide grantmaking initiative 

Healthy Together, designed to improve the health of immigrants and refugees and help 

strengthen communities. Minnesota is home to the country’s largest Somali and second-

largest Hmong and Liberian populations — most of them political refugees. The transition 

to “feeling at home” is often a long, difficult process. For all immigrant groups, maintaining 

connections among themselves and making connections with the broader community are 

key factors in their overall health and quality of life.

That’s why, since 2005, the Blue Cross and Blue Shield of Minnesota Foundation has awarded 

$5.3 million in grants through Healthy Together and provided support and coaching to 

organizations so that they can better serve their clients. Funded organizations ranged 

from the Center for Victims of Torture for its Partnership in Healing project, to West Side 

Community Health Services, which formed SoLaHmo Partnership for Health and Wellness 

to help Somali, Latino and Hmong newcomers learn about each other’s traditional cultural 

practices.  

Programs have helped connect immigrants and refugees to each other and to the broader 

community. For example, Create CommUNITY in St. Cloud formed a group that regularly 

brings together African and African American women to discuss issues and share a meal 

and stories. These connections strengthen the sense of belonging, reduce feelings of isolation 

and lead to better health. Other projects funded through our grants have helped immigrants 

learn about public transportation, education, safety, housing and finances so that they can be 

actively engaged in their new community.

We offer this report in the spirit of shared learning. You’ll find many more examples of 

programs that are working to build understanding and trust among all residents of our 

changing communities. We are incorporating what we have learned into our work, and we 

hope that you find the lessons and stories presented here useful as well.

To your health,

Patrick Geraghty 

President and CEO, Blue Cross and Blue Shield of Minnesota 

Chair, Board of Directors, Blue Cross and Blue Shield of Minnesota Foundation 

Marsha Shotley 

Vice President, Board and Community Relations, Blue Cross and Blue Shield of Minnesota 

President, Blue Cross and Blue Shield of Minnesota Foundation   

Blue Cross and Blue Shield of Minnesota is a nonprofit independent licensee of the Blue Cross and Blue Shield Association
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Executive Summary
Healthy Together: Creating Community with New 

Americans is an initiative of the Blue Cross and Blue 

Shield of Minnesota Foundation at the intersection of 

immigrant integration, social connectedness and mental 

health. Healthy Together reflects the Foundation’s 

commitment to address social determinants of health, 

and is a response to Minnesota’s increasingly immigrant-

rich, multicultural population. It has worked to reduce 

health disparities for immigrants and refugees and to 

improve the health of the entire community. Since 2005, 

it has invested in over 80 projects that address social 

adjustment and mental health, strengthen the capacity 

of immigrant-led organizations and their attention to 

health, and foster exchanges between newcomers and 

the receiving community. 

Evaluation of Healthy Together found results on three 

levels: 

• Stronger organizations, both immigrant-led and 

established health, service and civic organizations

• Stronger systems and communities, through 

expanded networks and partnerships, advances in 

systems infrastructure and public policy, and tangible 

community improvements 

• Stronger individuals and families, as project 

participants and clients grew in skills, knowledge and 

social connectedness

Results
Stronger Organizations

Over 50 immigrant-led organizations from a broad range 

of immigrant communities received investments from 

Healthy Together. About three quarters were small 

(annual budgets under $300,000) and fragile. 

• The great majority grew stronger in their 

programmatic practices and partnerships:

- Expanded skills and knowledge regarding social 

adjustment and community engagement strategies

- Increased cross-cultural competency regarding 

health and mental health, to improve early detection 

and referral where appropriate

- Became more active and better connected as bridge 

organizations to mainstream health, education and 

service organizations

• Those that received organization development 

assistance overwhelmingly made gains in 

management and/or governance, which generally 

improved sustainability 

• Nonetheless, six organizations had gone inactive by 

May 2010, reflecting the difficult economic context and 

strains commonly experienced by small organizations 

Over 50 established, mainstream organizations — health 

and human service agencies, civic organizations, local 

governments, settlement houses and resettlement 

agencies, faith-based and arts organizations, schools and 

universities — participated in Healthy Together projects. 

The great majority of these, too, grew stronger in their 

practices, programs and/or partnerships. 

These organizations:

• Added immigrant staff and/or increased linguistic 

and cross-cultural competency to improve access for 

diverse newcomers

• Created or strengthened relationships with both 

immigrant-led and other established organizations for 

improved coordination and joint action

• Developed circle and peer-support methodologies 

to leverage helping and healing capacities within 

immigrant communities 

Stronger Systems and Communities

Over half of the projects resulted in stronger networks or 

partnerships among diverse immigrant and established 

community organizations. These networks resulted in 

better cross-cultural learning, identification of gaps and 

redundancies in local systems and improvements in 

program design and coordination.

About a third of the projects developed new screening 

tools, curricula, training programs or communications 

used across organizations to improve cultural 

competence and strengthen infrastructure.

About a quarter of the projects employed some form of 

community health workers (CHWs) to expand culturally 

relevant assistance and to strengthen outreach and 
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referral. Seven projects worked to strengthen the CHW 

system through diverse strategies including:

• Improvements to training curricula and internship 

opportunities

• CHW peer networks for professional development and 

career advancement

• Increased visibility for CHWs as a paraprofessional 

career pathway

• Policy reforms to expand reimbursement eligibility for 

CHW activities

Tangible community improvements were created by 

about half of the Exchange projects. These included:

• New or enhanced events and spaces for cross-cultural 

dialogue and interaction

• Education and outreach programs designed for the 

whole community

• Physical improvements such as community gardens, 

downtown revitalization, soccer fields and a bus shelter

Stronger Individuals and Families

Healthy Together projects worked to strengthen 

individuals and families in two dimensions: 

• More relationships (social connectedness), which 

strengthens the sense of belonging and attachment, 

reduces isolation and expands social resources for 

instrumental and emotional support

• More skills and knowledge for social adjustment, 

including both practical adjustment knowledge and 

skills, and where appropriate knowledge of mental 

health issues and resources

Individual-level change occurred both among 

immigrants and refugees, and in some projects among 

established U.S.-born residents. Likewise, individual 

change happened both among project participants who 

were simply community members (sometimes called 

clients) and among those holding paid staff positions. 

Increasing social connectedness took place along three 

dimensions: 

• Within specific immigrant populations 

• Across diverse immigrant groups 

• Between newcomers and established residents

Specific kinds of changes depended largely on the stage 

of adjustment people were in. These included: 

• Practical adjustment gains necessary especially for 

new arrivals

• Improvements in deeper-seated behavioral and 

mental health problems experienced by a subset of the 

immigrant population that became evident after basic 

adjustment tasks were completed 

• Development of leadership and civic engagement 

knowledge, skills and relationships among many well-

established immigrants and U.S.-born participants

Lessons 
Challenges for Healthy Together projects

The process of immigrant integration requires a complex 

and long-term adjustment for individuals and families. 

Relocation can result in the loss or diminution of cultural 

systems and practices that support health and well-being. 

When people come from environments of extreme 

deprivation or violence, the journey toward social 

adjustment involves additional internal and external factors.

 Transformation of health care to focus more attention on 

social determinants of health requires health and social 

service systems to rethink the professionalized service 

delivery model — a steep challenge that requires change 

at every level. 

Infusing the health care system with more 

immigrant-led organizations and more culturally 

diverse staff is a long-term process requiring 

significant coaching and training. 

Federal policies on immigration and refugee 

resettlement pose barriers to community building with 

newcomers. The continuing gridlock on comprehensive 

immigration reform and recurrent efforts by some 

to use anti-immigrant sentiment as a political 

wedge issue, have profoundly inhibited community 

engagement and created tensions in communities 

throughout Minnesota. 

The economic context, particularly since the recession 

started in 2008, puts stress on organizations and 

families alike. Ongoing state and local budget crises and 
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shrinking foundation assets have tested the resiliency of 

all nonprofits.

The challenge for communities to create welcoming 

environments is exacerbated by the insecurity and 

hardship experienced by many established residents 

during economic downturn, and by the yet-unresolved 

tensions over international terrorism and homeland 

security. While many Healthy Together projects 

have made tangible contributions toward increasing 

hospitality and mutual appreciation, anxieties simmer 

just below the surface in many communities. 

What factors contribute to stronger 
organizations?

Organization development coaching strengthened 

management and governance.

The public work framework presented by the Center for 

Democracy and Citizenship helped projects learn about 

engaging community members and co-creating public 

work, offering an organizing model as an alternative to 

service delivery.

Careful relationship building across lines of cultural and 

professional difference, through listening and dialogue 

that increases mutual understanding and trust, is often a 

precursor to effective development of stronger practices, 

programs and partnerships.

Several projects developed screening or assessment tools 

and protocols, and/or training curricula, which can be 

used or adapted by other organizations.

Developing strong, immigrant-led nonprofit 

organizations is a long-term process. Learning 

American nonprofit organizational norms of 

governance, management and financial controls,  

and integrating Western administrative standards  
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with the skills needed to develop culturally-based 

projects and programs that preserve and draw upon 

the health-giving strengths of traditional communal  

life, are processes that typically take multiple years. 

Follow-along coaching, peer networking and operating 

support over multiple years can be fruitful. 

What factors contribute to stronger systems 
and communities?

Authentic engagement of immigrants as partners 

and advisers to established institutions helps lead to 

systems change. Peer dialogue for mutual learning, 

rather than “needs assessment” data collection, 

appears more effective for organizational and systemic 

transformation. This requires an openness and 

flexibility in use of tools and processes as well as public 

spaces where people can work together across cultures. 

Locating dialogues, activities and services outside the 

clinics in community settings can be a meaningful step 

forward. Offering both public dialogue and public work 

helps to strengthen partnerships. These opportunities 

help build the sense that people belong to and 

contribute to the same community. When immigrant-

led organizations engage in authentic partnerships 

with mainstream organizations, change is generally 

accelerated in both and the likelihood of innovative 

systemic strategies increases. 

Change is facilitated when established organizations and 

professionals focus on recognizing and using cultural 

community resources within immigrant communities —  

rather than simply creating bridges to conventional 

Western medical services. Finding sustainable solutions 

to problems of inclusivity, access and community health 

requires more than technical expertise. Community 

health worker strategies offer promise for combining 

cultural wisdom with health service access, especially 

when both competencies are nurtured in CHW training 

and job expectations. 

Successful community improvement projects generally 

had a lead bridging organization effective in the role of 

both a “first stop” for newcomers and a “first call” resource 

for mainstream organizations and established residents 

seeking to understand and adjust to new neighbors. 

Broad networks and partnerships that include diverse 

sectors — such as business and labor, education and 

health care, criminal justice and human services, civic 

and faith-based organizations — help generate holistic 

perspectives effective at addressing social determinants 

of health. A diverse group of leaders can be influential in 

shifting community attitudes and improving integration 

practices across sectors. 

Projects offering many entry points for engagement and 

leadership as well as multiple spaces where newcomers 

and established residents interact (Ex. community 

gardens, talking circles, annual international markets) 

tend to attract broad and deep participation leading to 

greater systemic change.

Because it depends on strong working relationships and 

organizational partnerships that encourage risk taking 

and collaborative co-creation, systems change takes time. 

What factors contribute to stronger 
individuals and families?

Effective strategies must be carefully tailored to “meet 
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participants where they are.” Immigrant groups have 

considerable internal diversity including some members 

who have lived here for decades or are U.S.-born 

children of immigrants and others who have arrived 

very recently. The challenges and opportunities for 

strengthening social connections, skills and knowledge 

vary along these gradients. 

Circle methodologies and intentional listening/

dialogue strategies appear most effective for building 

peer relationships. These relationships can provide 

instrumental and emotional support for social 

adjustment, increase mutual understanding and support 

between newcomers and established residents, and build 

groundwork for collaborative public work on common 

community concerns.

Educational strategies are effective for imparting 

knowledge and developing some skills. This is 

especially relevant for addressing basic adjustment 

challenges and increasing awareness of possible 

mental health problems.

Culturally appropriate strategies for addressing 

persistent mental and behavioral health problems 

among immigrants often include screening for somatic 

symptoms, since many immigrant and refugee cultures 

do not traditionally link physical symptoms with what 

Western medicine considers mental illness. Screening 

for experiences with traditional healers (Ex. shamans, 

curanderos) is another way to surface possible mental 

health problems.

Leadership growth is facilitated when immigrants’ lived 

experience, cultural knowledge and social networks 

can be used in addressing current, local problems. 

The listening, dialogue and public work approaches 

mentioned earlier are useful for attracting and 

strengthening leadership.

Recommendations 
• Continue investing at the intersection of immigrant 

integration and health, and give increased attention 

to projects squarely focused on social determinants 

of health

• Continue the emphasis on developing immigrant-led 

organizations and diversifying the staff of mainstream 

organizations

• Prioritize going deeper and higher with high-

performing current grantees rather than continually 

adding new grantees. Small planning grants, which 

were helpful for first-time Exchange grantees, can 

probably be dispensed with when considering further 

proposals by current grantees.

• Further align Foundation reporting requirements  

with initiative goals and learning questions, and 

target evaluation coaching to strengthen grantees’ 

grant reports 

• Target organization development assistance to 

existing immigrant-led organizations, especially those 

engaged in Exchange or Social Adjustment/Mental 

Health projects. In addition to building governance 

and management capacity, expand staff and program 

development efforts that intentionally identify and 

leverage immigrant cultural strengths for health.

• Deepen peer learning and project development by 

forming peer learning clusters where a set of grantee 

leaders engage in a sustained, facilitated process to 

pursue a shared learning agenda

• Target Exchange support to immigrant integration 

and community improvement projects that feature 

strong immigrant and established resident leadership, 

inclusive of multiple sectors, with a well-defined 

strategy for public dialogue and public work 

• Expand mentorship and developmental assistance 

for advanced Exchange projects, possibly through 

facilitated peer learning clusters and through access to 

policy advisers and accomplished practitioners from 

other states

• Continue developing the community health worker 

field: develop public policies and institutional 

infrastructure supporting CHW utilization; strengthen 

training standards to bolster cultural competency as 

well as health competency; enlarge roles for CHWs 

as bicultural leaders in devising innovative health 

strategies that build upon healthy traditions and 

practices in immigrant cultures, including circle- and 

peer-based strategies 

• Consider supporting further development of culturally 

appropriate mental health screening tools and protocols 

for use in diverse immigrant and refugee populations 
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 I. Origins of Healthy 
Together 
The changing makeup of 
Minnesota communities
Minnesota has changed dramatically in recent decades 

as immigrant and refugee populations have grown 

rapidly. Between 1990 and 2000, the number of foreign-

born Minnesotans increased by 130 percent, compared 

with a nationwide increase of 57 percent. While 

the immigrant growth rate slowed somewhat after 

2000, from 2000 to 2008 the Minnesota foreign-born 

population still grew by another 48 percent, compared 

to a nationwide growth rate of 22 percent. Minnesota’s 

immigrant population is more diverse than that of the 

country overall, with higher percentages from Africa, 

Southeast Asia and Eastern Europe. Minnesota is 

home to the country’s largest Somali population and 

the second-largest Hmong and Liberian populations, 

according to the 2000 Census. Minnesota also has 

the highest proportion of refugees in its immigrant 

population of any state (in 2007, 23 percent compared 

to 17 percent nationwide). Foreign-born Minnesotans 

comprised 7.4 percent of the state’s population and 

8.5 percent of its workforce in 2008.1  Through their 

workforce contributions, entrepreneurship, consumer 

spending and tax contributions, immigrants make 

increasingly vital contributions to the economy. 

Immigrants’ children have become a major part of the 

student body in a growing number of school districts 

throughout the state, with students of color comprising 

31 percent of total enrollment in Madelia, 41 percent in 

Worthington, 62 percent in Brooklyn Center, 71 percent 

in St. Paul, and 20 percent statewide in 2003-04.2  With 

their hard work, entrepreneurial spirit, strong family 

and faith commitments, distinctive arts and cultural 

traditions, these newcomers are transforming and 

enlivening communities across the state.

Minnesota’s health, in medical, economic, educational 

and political terms, increasingly depends on how 

the state integrates and adapts to this new diversity. 

While Minnesota is consistently ranked as one of 

the healthiest states in the nation overall, significant 

health disparities exist between Minnesota’s majority 

White population and its people of color who are 

largely immigrants. Minnesotans of African, Asian and 

Latino heritage suffer from higher infant mortality 

rates, lower immunization rates and are less likely to 

have health insurance, to name just a few disparities.3  

Racial disparities in educational attainment and 

employment are among the largest in the country.4  

Some analysts have speculated that the increasingly 

contentious gridlock that has characterized state-level 

policy making in the past decade may be related 

to the growing cultural and racial diversity in our 

population. As our population has grown more diverse, 

the bipartisan willingness to invest in the common 

good that earned Minnesota a “miracle” reputation 

nationally in the 1970s has been replaced by bitter 

struggles to hold down taxes and public spending.

The importance of social 
determinants of health
While these demographic and social changes have been 

affecting Minnesota communities, a growing body of 

research points to the importance of social determinants 

of health. Health is a product of many interrelated 

factors, with culture, education and income often 

playing key roles. International research has identified 

the importance of social connectedness as a health 

determinant. A synthesis of literature reviews by the  

U. S. National Institutes of Health found that:

• Social ties play a significant role in maintaining 

psychological well-being, including reduced anxiety 

and depression

• Social networks and social supports influence mental 

and physical health, including blood pressure, strokes, 

resistance to common colds, alcohol and tobacco 

use, cardiovascular mortality, accidents, suicide, and 

all-cause mortality5  

1 Fennelly, Katherine, and Anne Huart: The Economic Impact of Immigrants in Minnesota, Minneapolis: University of Minnesota, 2010, pp. 2, 6, 11-13.  
http://www.hhh.umn.edu/people/kfennelly/pdf/eco_impacts_report_2010.pdf; Fennelly personal statement April 15, 2010.

2  Minnesota Department of Education, cited in “All Kids Learn” fact sheet, www.MinnesotaMeeting.com. 

3  “Racial Disparities in Minnesota,” The Minneapolis Foundation, 2006: www.MinneapolisFoundation.org. 

4  See Mind the Gap report on education disparities: http://www.brookings.edu/reports/2005/10cities_sohmer.aspx and Uneven Pain- Unemployment by Metropolitan Area 
and Race article regarding employment disparities: http://www.epi.org/publications/entry/ib278/ 

5 “Healthy Brain Project: Demographic and Social Factors.” National Institutes of Health. www.trans.nih.gov/CEHp/HBPdemo-socialsupport.htm, downloaded 5/1/08.
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According to the World Health Organization-Europe: 

• “Societies that enable all citizens to play a full and 

useful role in the social, economic and cultural life of 

their society will be healthier than those where people 

face insecurity, exclusion and deprivation”

• “Belonging to a social network of communication and 

mutual obligations…has a powerful protective effect on 

health” 6 

Overview of the Healthy Together 
Initiative
In response to these shifts in Minnesota communities 

and this emerging research, the Blue Cross and Blue 

Shield of Minnesota Foundation launched Healthy 

Together: Creating Community with New Americans 

in 2005. This initiative was designed to reduce health 

inequities for immigrants and to improve the health 

and vitality of Minnesota communities overall. Healthy 

Together is a bridge strategy linking the Foundation’s 

former focus, which included a funding priority to help 

diverse populations access and navigate the complex 

health system, to its new focus on social determinants 

of health.

The Blue Cross Foundation is one of several health 

foundations nationally focusing on social determinants 

of health. Other foundations innovating with immigrant 

integration and community building as strategies for 

improving health include The California Endowment, 

The California Wellness Foundation and the Robert Wood 

Johnson Foundation. The Centers for Disease Control are 

sponsoring a growing number of studies and projects, 

such as those led by Bobby Milstein, to study public 

engagement and social connectedness as strategies to 

strengthen community health. Blue Cross Foundation 

staff participate in policy, research and philanthropic 

networks, such as the Healthy People 2020 Minnesota 

Research Partners Group and Grantmakers Concerned 

with Immigrants and Refugees (GCIR), to stay abreast  

of cutting-edge developments. 

Through Healthy Together, the Foundation 

explores, implements and evaluates innovations 

at the intersection of immigrant integration, social 

connectedness and health. It has invested in projects 

working for change at three levels: individuals and 

families; organizations (both immigrant-led and 

mainstream); and communities and their institutional 

systems. Healthy Together’s theory of change posits 

that if community-building organizations and the care 

system are strengthened, then newcomers and receiving 

community members will achieve better mental health 

and social adjustment outcomes in their lives.  

The initiative has used three interrelated funding 

strategies, supporting projects designed to:

• Strengthen the capacity of immigrant-led organizations 

and their attention to health (the Organization 

Development strategy) 

• Foster exchanges and interaction between newcomers 

and the receiving community (the Exchange strategy)

• Promote the mental health and social adjustment of 

new Americans (the Mental Health/Social Adjustment 

strategy)

Since September 2005, Healthy Together has made over 

160 grants, totaling over $5.3 million, to 86 different 

projects or organizations: 7≠

• $300,000 to 29 Organization Development projects.

• $1.8 million to 30 Exchange projects.

• $3.2 million to 41 Mental Health/Social Adjustment 

projects.

Reflecting the inter-related nature of the three funding 

strategies, nearly one in six grantees (13 in all) received 

support under multiple strategies (including two funded 

under all three), as shown in Figures 1 and 2. 

All three strategies supported organizations and projects 

throughout the state, seeking to reach all significant 

immigrant population centers. As shown in Figure 3, about 

two thirds of the projects (61) were in the Twin Cities 

metropolitan area, including four that focused on Greater 

Minnesota communities. Twenty-two projects were based 

in Greater Minnesota cities including Austin, Blackduck, 

6 Wilkinson, Richard and Michael Marmot, eds., Social Determinants of Health: The Solid Facts, second edition. WHO-Europe, 2003, p.22.  
www.euro.who.int/InformationSources/Publications/Catalougue/20020808_2. 

7 A $12,000 “related grant” was also awarded to Grantmakers Concerned with Immigrants and Refugees to research support for immigrants and refugees among Min-
nesota foundations.



10      

Faribault, Mankato, Marshall, Moorhead, Owatonna, 

Pelican Rapids, Rochester, Springfield, St. Cloud, Willmar 

and Winona. Three projects had a statewide focus led by 

organizations from outside Minnesota.

Projects varied in their ethnic focus, as shown in Figure 4. 

Twenty-three worked primarily with African immigrants 

(sometimes from multiple countries, others focusing just 

on Liberians or Somalis, for example). Fourteen worked 

with Southeast Asians (again, some pan-Asian with others 

focusing primarily on Hmong or Karen, for example). Eight 

projects had a Latino focus (generally pan-Latin American), 

four worked with Eastern European populations (Russian, 

Slavic, Bosnian, or pan-Eastern European) and 38 worked 

with a broader range of immigrant cultural groups.     

Reflecting the diverse range of organization types 

relevant to immigrant integration and social adjustment, 

the three funding strategies invested in different types of 

grantee organizations: 

• The Organization Development (OD) strategy funded 

primarily immigrant-led organizations. Most were 

small, with annual budgets under $300,000; five had 

budgets below $50,000. Those that were larger received 

support during major transitions, such as departure of a 

longtime executive director. 

• In the Exchange strategy, one third of the grantees 

were immigrant-led organizations. Of the other 

two thirds, most were mainstream nonprofit 

organizations (commonly with immigrant or mixed 

project leadership, and often with a civic organizing 

rather than service delivery orientation), and three 

were to local governments (City of Blackduck, City 

of Bloomington and Hennepin County) leading 

collaborative projects.

• In the Mental Health/Social Adjustment strategy, two 

fifths of the grantees were immigrant-led organizations 

and three fifths were mainstream nonprofits. In this 

strategy, nearly half were health or mental health 

care providers (some immigrant-led, some not). The 

others were generally mutual assistance associations, 

settlement agencies or service providers. 

A complete listing of grantee organizations including 

their location, total grant size, funding strategies and 

primary ethnic focus appears in Appendix A. 

Blackduck

MINNESOTA
Moorhead

Pelican Rapids

St. Cloud
Willmar

Marshall
Springfield Twin Cities

Winona
Austin

Faribault
Rochester

Owatonna
Madella

Mankato

1

1

1

1

1
1

1

1

61

2
2

2

2

2

4

Figure 3: Geographic Location of Healthy 
Together Grantees8  

Mental Health Only

Organization 
Development Only

Exchange Only

Mixed/Other

31

1320

21

Figure 2: Number of Grantees by Strategy

8 Three grantee organizations were located outside of Minnesota and are not shown on this map.

Exchange
$1,800,000

Mental Health
$3,200,000

Organization Development
$300,000

Figure 1: Grant Money Totals by Strategy
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The three strategies also differed somewhat in 

their desired outcomes, scale of grantmaking and 

supplemental forms of assistance, as outlined below.

Organization Development strategy

The OD strategy, working with immigrant-led organizations, 

aimed to achieve the following desired outcomes:

• Strong organizations serve as “bridging” institutions 

between immigrants and the larger community, 

including partnerships with other organizations to 

maximize program effectiveness and efficiency 

• Increased capacity at the governance, management 

and/or program staff level to engage the immigrant 

community, to partner with other organizations and to 

sustain programs and operations over time 

• New or expanded focus on immigrant health

The OD strategy included two primary components:

• Grants in the $5,000 – $10,000 range (with one 

exception of $30,000). These paid for organization 

development activities such as staff and board training, 

legal incorporation fees and consultant-led planning. 

Grantees could also use a portion of their grant for core 

operating costs so that they could sustain themselves 

while strengthening their organization.

• Coaching (individualized advice and assistance) by 

a consultant experienced in helping new and small 

immigrant-led organizations strengthen themselves. 

Bob Frawley, formerly on the administrative staff of 

Pillsbury United Communities, which has incubated 

many start-up immigrant organizations, filled this role. 

The coach worked with 27 organizations: 25 of the 

29 OD grantees plus two other grantees under other 

strategies that requested some OD coaching. The coach 

generally spent about 20 hours with an organization, 

though in a handful of cases he logged more than 

40 hours per group. The coach and Foundation staff 

also made available several organizational tools and 

templates, including a conflict of interest policy, code 

of ethics, guidelines for board chairs and templates for 

fiscal agent, partnership and consultant agreements. 

Starting in 2007, the coach and the Foundation also 

developed and field-tested an organization development 

assessment (ODA) instrument for use with OD grantees. 

The ODA is intended to (1) familiarize organizational 

leaders with the many aspects of operating an 

accountable, transparent and high-functioning nonprofit 

agency, and (2) to help benchmark the agency’s current 

capacity profile, identify priority areas to strengthen 

and eventually demonstrate progress through 

accomplishment of standards. 

The ODA contains 100 items, most regarding 

governance, financial and personnel management. 

Twenty seven of these items reflect the accountability 

standards established by the Charities Review Council. 

Organizations that demonstrate compliance with these 

standards are deemed accountable to donors and the 

public and can earn the Council’s “Meets Standards” 

seal, which may help them attract and sustain support. 

Altogether the ODA assesses eight dimensions of 

capacity (see Appendix B):

• Governance (24 items)

• Budgeting and revenue development (11)

• Financial management and reporting (20)

• Service capability and impact (9)

• Human resources (16)

• Grant management (7)

• Strategic alliances (6)

• Communication and publication (7)

The ODA is designed more as a teaching guide than a 

measurement tool; the coach used it for pre- and post-

coaching assessment with eight organizations.

Multiple Immigrant 
Groups

Southeast Asians

African

Latino

Eastern European

3814

8
4

23

Figure 4: Grantees’ Primary Ethnic Focus 
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Exchange strategy

Desired outcomes of the Exchange strategy were to 

generate:

• New or expanded relationships between immigrants 

and established residents and institutions

• Increased capacity (knowledge, skills, commitment, 

relationships) on the part of grantees, their participants 

and partners to identify and work toward common 

goals across cultures and ethnic groups

• Visible community improvements, physical or 

systemic, resulting from exchange projects

• An intentionally more cohesive community of 

newcomers and long-time Minnesotans that is 

sustainable over time

The Exchange strategy also included two primary 

components:

• Grants in this strategy began with $10,000 planning 

grants, since the concept of “exchange projects” was 

unfamiliar to most of the organizations the Foundation 

had worked with in the past. Well-planned projects 

then received implementation grants of between 

$20,000 and $50,000 per year for up to three more 

years. Six organizations received planning grants only, 

18 received planning and implementation grants 

totaling $20,000 – $90,000, and seven organizations 

received total support of $100,000 – $150,000.

• Developmental assistance provided by the Center 

for Democracy and Citizenship (CDC) affiliated with 

Augsburg College and formerly the University of 

Minnesota. The CDC worked with groups particularly 

during their planning phase. Using a “public work” 

framework and visiting the living example of the 

Jane Addams School for Democracy on St. Paul’s West 

Side, grantees explored principles of effective civic 

engagement, two-way integration and community 

collaboration. The CDC worked extensively with about 

a quarter of the Exchange grantees, and had some 

interaction with 18 others.

Exchange projects brought newcomers and established 

residents together for sustained interaction, 

often working together on a common community 

improvement goal. Projects formed action working 

groups, talking circles, educational classes and tutoring 

groups, and various social recreation and support 

groups. People worked to create or enhance community 

events to increase immigrant integration such as 

educational, civic, cultural and social events. Several 

projects worked to address local, state or national 

public policy priorities such as law enforcement 

practices, eligibility for higher education and 

opportunities for extended residency. Some worked 

to create tangible improvements such as community 

gardens, soccer fields and a bus shelter. Exchange 

projects operated on the premise that when a diverse 

group of people work together in public on goals of 

mutual importance, cross-cultural understanding 

increases, civic leadership skills develop and a sense of 

belonging and mutual responsibility results through 

strengthened relationships. 

Mental Health/Social Adjustment strategy

The Mental Health/Social Adjustment strategy had as its 

desired outcomes:

• Increased access to culturally and linguistically 

appropriate mental health services for immigrants of 

all ages

• Increased resources to foster the healthy social 

adjustment of new immigrants through the use of 

community health workers (CHWs)

• Prevention and early detection of mental health 

and social adjustment problems, especially through 

community-level programs

In this strategy, grantmaking was the primary form of 

assistance. Total grants per organization ranged widely. 

Seven organizations received grants of $25,000 or less 

(including three that later received Exchange grants to 

continue projects). Ten received between $30,000 and 

$50,000. Nine received between $50,000 and $100,000 

and 15 received $100,000 to $200,000. The larger grants 

were generally for multi-year projects at a level of 

$30,000 – $50,000 per year.

Mental Health/Social Adjustment grants supported 

projects that innovated at practice, program, 

partnership and/or policy levels to expand access to 

culturally appropriate social adjustment assistance 

and early detection and treatment of mental 
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health problems among newcomers. This strategy 

gave special emphasis to projects that connected 

immigrant-led and mainstream organizations, 

expanded utilization and support for community 

health workers and leveraged mutual assistance  

and peer support within communities. 

Integrating the three strategies

Healthy Together included some common elements 

across strategies. All grantees were invited to annual 

convenings to hear respected speakers and to engage 

in peer learning and networking. These occurred 

sometimes within a strategy and at other times 

across the strategy cohorts. A series of five evaluation 

workshops open to all grantees were held in 2007-08, 

led by Touchstone Center for Collaborative Inquiry. These 

workshops helped groups build their capacity to set clear 

goals and strategies, develop and collect appropriate 

progress indicators, report credibly on progress and 

generate lessons for increased effectiveness. The 

Healthy Together grantee portal website also included 

a discussion section for dialogue among grantees and 

places for posting downloadable tools, reports and other 

resource materials. 

While there were differences among the three strategies 

regarding the kinds of organizations and specific projects 

they supported and in the form and scale of support 

provided, the strategies’ desired outcomes are highly 

inter-related and mutually reinforcing. The strategies 

share the overall goal of creating institutional and 

systemic change leading to greater social connectedness 

and thereby increased health of newcomer-rich 

Minnesota communities. Together, the strategies (1) 

worked to foster innovative, culturally appropriate 

programs, partnerships, practices, tools and resources 

to help new Americans adjust to life in Minnesota 

communities, and (2) helped established community 

residents and institutions adapt, connect and respond 

appropriately to their new neighbors. 

The overarching vision of the initiative was to help 

transform communities and their institutional systems 

to enable successful integration of new Americans, 

thereby increasing cohesion and health for all. The 

public health insight uniting all three strategies is that 

social connectedness is a powerful determinant of 

health. Social connectedness refers both to “bonding” 

social capital connecting people of similar identities for 

mutual aid, and to “bridging” social capital that fosters 

cooperation across lines of difference.

Healthy Together sought to transform institutional and 

community systems by investing in the emergence 

of immigrant-led organizations rooted in the diverse 

immigrant and refugee populations in Minnesota. It 

has promoted innovation in community-level programs 

and culturally appropriate staffing to leverage and 

strengthen social connectedness and indigenous healing 

resources within and across newcomer and established 

community populations. It has also encouraged the 

growth of institutional networks and partnerships that 

could increase access to culturally appropriate care and 

increase the effectiveness and efficiency of Minnesota’s 

health care system. 

Evaluation in Healthy Together

Healthy Together included an evaluation component 

to better understand the impact of the initiative 

and to maximize learning for all. The purpose of 

evaluation was to document results and generate 

lessons for improved effectiveness of grantees and 

other practitioners, and for the Foundation and other 

funders and policymakers in the fields of immigrant 

integration and social determinants of health. The 

evaluation operated on collaborative and participatory 

principles,9  providing opportunities for grantees and 

other stakeholders to learn along the way through 

participation in evaluation design, data collection, 

interpretation and peer reflection. Touchstone Center 

for Collaborative Inquiry coordinated the Healthy 

Together evaluation. 

The evaluation component included a series of 

capacity-building workshops for grantees in 2007-

08. Topics included: getting started in evaluation, 

evaluating social connectedness and building a 

learning culture. Grantees explored evaluation 

principles, frameworks, tools and guidelines and had 

opportunity to apply them to their own projects. 

Touchstone consultants also provided individualized 

evaluation coaching to grantees on request. 

9 Further information on collaborative, participatory evaluation approaches is available in Appendix C.
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The evaluation produced three previous reports — in 

2007, 2008 and 2009 — which discussed early results and 

lessons in the Organization Development, Exchange and 

Mental Health strategies respectively. Those reports, and 

this one, are based on a range of data, including reports 

and materials generated by grantees; interviews and 

site visits with numerous grantee leaders and a smaller 

number of project participants, observers and civic 

leaders from outside the projects; and reports from and 

contacts with the Organization Development coach and 

the Exchange developmental assistance intermediary. 

(Data collection instruments used in preparing the 

current report are included in Appendix D. Persons 

interviewed or surveyed during 2010 for this report are 

listed in Appendix E.)

A national evaluation advisory group was formed in 

2009 to review and guide the mental health report. 

In 2010, a second national group convened to guide 

development of this comprehensive report. Members 

included researchers, practitioners, state and federal 

policy makers, and other funders focused on immigrant 

integration and community health. These groups 

convened early in the report development process to 

review evaluation plans; help identify critical challenges, 

trends and opportunities in this field; and sharpen 

priorities for final data collection and analysis. Advisors 

met again to discuss a draft of the report and suggest 

improvements. (Members of the 2010 advisory group are 

listed in Appendix F.) 

II. Results
Initiative results are reported in the three domains of 

(a) stronger organizations, including immigrant-led 

and established mainstream organizations; (b) stronger 

systems and communities, including growth in 

networks and partnerships, advances in public policy 

and systems infrastructure, and tangible community 

improvements; and (c) stronger individuals and families, 

including changes among participating newcomers and 

established residents and leaders. Results are reported 

across and within strategies.

Stronger Organizations

Stronger immigrant-led organizations

Virtually all of the immigrant-led organizations 

supported through the Organization Development 

strategy made at least incremental gains in their 

governance, management and/or program capacities. 

The 15 organizations examined closely for the OD 

evaluation report experienced the results seen in 

Figure 5. 

Eight organizations that worked with the OD coach  

filled out the Organization Development Assessment  

tool before and after their OD coaching. While this  

tool has not been calibrated so that all 100 items are 

validated to be of equal importance, it nonetheless 

provides a rough profile of organization capacities.  

On the 100-point assessment scale, the pre-scores  

1 2 3 4 5 60

Developed their board

Diversified funding sources

Developed program curricula or resources

Strengthened financial systems

Improved prorgram data systems

Launched or expanded a program

Obtained legal nonprofit status

Refined programmatic focus

Number of Grantee Projects

Figure 5: Organization Development Grantee Results
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of these eight organizations ranged from 17 to 59 

(median: 52) and their post-scores ranged from  

33 to 81 (median: 68), for a median increase of 16 points.

Most of the immigrant-led organizations supported 

through the Exchange and Mental Health/Social  

Adjustment strategies also grew stronger in their 

programmatic practices and partnerships. About a third 

of these projects featured immigrant-led organizations 

as the lead grantee, and most of the others included 

immigrant-led organizations as partners. 

Examples of progress toward key Healthy Together OD 

outcomes include:

Sustainability

At least four immigrant-led organizations were awarded 

grants from other foundations. Two procured federal 

grants. One reported $240,000 raised from its constituent 

community, enabling it to purchase and refurbish its 

own community center. 

At one organization, board members, for the first time, 

co-wrote a funding proposal while the executive director 

was ill.

Several expanded the number and qualifications of their 

board members.

Six organizations improved their data systems for 

financial management or program evaluation.

Bridging

Over two thirds of the 15 OD grantees examined closely 

had expanded their relationships with mainstream 

organizations and leaders. These included partnerships 

with public agencies, nonprofit organizations, faith-

based organizations and for-profit corporations, as seen 

in Figure 6.  

Several projects built bridges among multiple immigrant 

organizations and communities. For example, United 

Cambodian Association of Minnesota (UCAM) formed a 

mental health collaborative with five other organizations 

serving Southeast Asian populations (Vietnamese, 

Cambodian, Lao, Hmong) to create culturally appropriate 

mental health educational materials and to train 

community members to provide this education. 

The collaborative strengthened relationships with 

mainstream organizations interested in learning more 

and connecting better with Southeast Asian groups, 

including HealthPartners, Metropolitan Area Agency on 

Aging, and Regions Hospital, as well as fellow Healthy 

Together grantees Community University Health Care 

Clinic (CUHCC) and Wilder Foundation. 

Several organizations are now called upon to represent 

their constituents’ point of view or to arrange for 

immigrant participation in larger community events, 

conferences and when tensions arise.

One organization found new partners in a geographic 

area to which its constituents were moving, and thereby 

expanded services in that area.

Through their bridging, immigrant-led organizations 

strengthened formal and informal staff development 

mechanisms, improved their referral capacities and 

helped mainstream agencies improve their accessibility 

and cultural competence.

Expanded focus on immigrant health

Developing a culturally competent workforce capable 

of spotting and addressing mental health problems 

is a national issue. The shortage of culturally and 

linguistically competent providers creates a major 

access barrier for immigrants unfamiliar with Western 

medical practices. Many of Minnesota’s newest groups 

are from cultures that do not have concepts and/

or language for mental health problems. In other 

instances, cultural groups stigmatize psychological 

problems and thus discourage open discussion of such 

issues. These are complicated issues that take time to 

address. One common response among immigrant-led 

Healthy Together organizations was to enhance staff 

development so they could better communicate about 

Non-profit 
organizations

Public agencies

Faith-based 
organizations

For-profit corporations

10

6

5

1

Figure 6: Organization Development Grantee 
Expanded Relationships
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mental health issues, recognize early warning signs, 

and identify strategies and resources for prevention 

and treatment. Organizations often partnered with 

experts from the University of Minnesota, Minnesota 

Department of Human Services and other established 

health organizations to provide information and/or to 

design curricula. 

For example, the Community University Health Care 

Clinic (CUHCC) trained staff at the Center for Asians 

and Pacific Islanders (CAPI) and the Association for 

the Advancement of Hmong Women of Minnesota 

(AAHWM) to increase their capacity to detect mental 

health problems in their clients and make appropriate 

referrals for mental health services. Of the 10 CAPI and 

AAHWM staff who completed the CUHCC trainings, 

90 percent were able to name common mental health 

diagnoses among immigrants and refugees and how 

they might be expressed within the Laotian community.

Deploying community health workers (CHWs) or other 

staff with health and cross-cultural competencies was 

another way organizations strengthened their focus 

on immigrant health. Community health workers are 

lay members of communities who work either for 

pay or as volunteers in association with local health 

care systems. They usually share ethnicity, language, 

socioeconomic status and life experiences with the 

community members with whom they interact.10 

CHWs offer frequent face-to-face contact that improves 

communication and builds trust. They foster social 

connectedness and can detect circumstances where 

preventive and/or early intervention assistance could 

strengthen health. They can provide a link between 

suffering persons and available resources that might 

otherwise be unknown or perceived as out of reach, 

and they can encourage continued participation once a 

person begins to receive professional help. 

Over half of the mental health grantees employed some 

form of CHWs to help build the organizations’ capacity 

to provide culturally relevant health assistance and 

to strengthen outreach. Community health worker 

is a generic term encompassing a range of roles and 

responsibilities. Training curricula and certification 

programs are beginning but the field is still in formation. 

Grantees used varying descriptions. 

10 Official definition cited in “Community Health Workers National Workforce Study,” March 2007, conducted by the U.S. Department of Health and Human Services, 
Healthy Resources and Services Administration. http://bhpr.hrsa.gov/healthworkforce/chw/ 
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For example, Centro Campesino’s model used “health 

promoters,” promotores de salud, who combined typical 

CHW roles with an organizing approach to help Latinos 

build skills to “take charge of their own health.” Over a 

two-year period, the part-time promotores reached out to 

2,440 Latino immigrants through house visits, health fairs, 

community events and office appointments, addressing 

both physical and mental health status. Results included 

a reduction in soda drinking and other diet improvements 

among families. The promotores also worked with area 

health institutions and employers to improve their 

response to Latino physical and mental health issues.

Viability and vulnerability

Despite these gains, many immigrant-led organizations 

remain fragile. The difficult economy and funding 

environment, especially since 2008, has put extreme strain 

on nonprofit organizations. In approximately half of the OD 

grantees, the founder or co-founder led the organization, 

which increased its vulnerability if the founder left. Staff of 

immigrant mutual assistance associations often experience 

stressful pressures from their own community members. 

As they prove skillful at helping people cope with social 

adjustment challenges, they may get overwhelmed with 

calls for assistance day and night. As their staff become 

visible to mainstream agencies, they often are enticed to 

take higher paying, less stressful jobs in those organizations. 

All these factors work against sustainability. By May 2010, 

at least six immigrant-led Healthy Together organizations 

had closed or gone inactive.

Stronger mainstream organizations

Over 50 established, mainstream organizations — health 

and human service agencies, civic organizations, local 

governments, settlement houses and resettlement 

agencies, faith-based and arts organizations and schools 

and universities — participated in Healthy Together 

projects. The great majority of these, too, grew stronger 

in their practices, programs and partnerships.

While the challenge for immigrant-led organizations 

often was to increase their capacity to recognize and 

address mental health issues, for mainstream health 

organizations, the challenge was to learn about their 

new neighbors and figure out how to make their mental 

health expertise culturally appropriate and linguistically 

accessible to immigrant populations. 

Sometimes they improved their cultural competence 

and accessibility by adding immigrants to their staff. 

For example, Western Mental Health Center in Marshall 

added a Hmong community health worker to provide 

mental health outreach, support and education to 

Hmong residents in the area. The YWCA in Mankato 

hired an East African woman to staff its new Walking in 

Two Worlds (W2W) program which worked with diverse 

immigrant women on social adjustment and community 

building. The Greater Minneapolis Council of Churches’ 

Center for Families hired a West African staff member to 

build connections among West African leaders. The West 

African Collaborative resulted.  

In other cases, mainstream organizations increased their 

cross-cultural competence through disciplined listening, 

dialogue and interaction with local immigrants. For 

example, Northwest Resources for Families in northwest 

Hennepin County used a citizen health action model to 

improve family well-being among Africans traumatized 

by war and to improve school-parent relationships in a 

Brooklyn Park elementary school. The model recognizes 

the healing resources embedded within communities 

and involves community members and professionals 

to design and implement action projects that engage 

citizens as agents of change. The process begins with 

relationship-building and personal exchange. This lays 

groundwork for collaboration that draws on multiple 

sources of knowledge.

In another example, Jewish Community Action reached 

out to Liberian and other immigrant organizations, as 

well as to other faith-based, legal and advocacy groups, 

and formed a Coalition for Permanent Residency that 

worked to extend U.S. residency status for Liberians 

here under temporary protected status. Through this 

joint work, JCA and other coalition partners increased 

their cross-cultural competence and knowledge of 

immigration status and social adjustment problems 

faced by many refugee populations. They also expanded 

their skills at joint civic action.

Some organizations that grew stronger were both well-

established and immigrant-led. West Side Community 

Health Services, serving St. Paul’s West and East sides, 

used a Healthy Together grant to support an inter-cultural 

listening and planning process engaging leaders of Hmong, 

Latino and Somali organizations and residents. The process 
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identified health-related concerns and health-enhancing 

traditions and practices within each cultural group with 

the intent to determine ways that professional health 

expertise can be integrated with these cultural strengths. 

The project resulted in formation of a SoLaHmo Institute 

for Immigrant and Refugee Health and Wellness intended 

as an incubator of innovative wellness practices, programs 

and policies for the neighborhoods and elsewhere. The 

institute incorporates ongoing community participatory 

action research through a collaborative relationship with 

the University of Minnesota.

Hmong American Partnership (HAP) used Healthy 

Together support to expand its circle-based social 

adjustment programs. Federal refugee resettlement 

funding guidelines present barriers to such efforts, 

emphasizing individualized service delivery instead. HAP 

used Healthy Together support partly to create Welcome 

Circles where members could share experiences, build 

relationships and provide practical and emotional 

support to each other with guided conversation.

Another established immigrant-led organization, La 

Familia Guidance Center, grew stronger with innovative 

program, partnership and policy strategies that leveraged 

peer support and cultural community capacities. La 

Familia expanded bilingual use of Family Functional 

Therapy with Latino families whose teens had behavioral 

problems. La Familia also used Healthy Together 

resources to develop a parent support group component 

to the FFT family therapy intervention. A subsequent 

Healthy Together grant helped La Familia strengthen 

a partnership with two area community colleges to 

develop community mental health workers, with 

additional curriculum and field internships in which 

CMHW interns facilitated the parent groups, among 

other responsibilities, at La Familia. 

The work of the Somali American Self Development Organization (SASDO) and Centro Campesino, in Owatonna, 

resulted in changes at several mainstream institutions including the Girl Scouts, United Way of Steele County and 

an established community center. 

By mid-2008 there were about 35 Somali girls participating in Girl Scouts, including cookie sales. Somali 

mothers began to participate as chaperones and volunteers. Girl Scouts took an active part in the 2007 Somali 

Independence Day celebration, coordinating activities for girls. 

The United Way Community Investment Advisory Board enlarged its commitment and skills for confronting 

institutionalized racism in local nonprofit organizations, thanks to leadership by a European American board 

member who had participated in SASDO Talking Circles. When an Advisory Board site visit revealed that a 

community center had no Somalis or Latinos among its staff, board members, volunteers or clients, Board 

members asked why. They learned that the center did no outreach in those communities and had no information 

available in those languages. A European American volunteer asserted that Somalis were not welcome because a 

group of Somali women who attended a sewing class the previous year were “disruptive, left the space dirty and 

stole equipment.” 

The Talking Circle participant subsequently led an Advisory Board discussion to examine the Board’s role in 

addressing institutionalized racism through their funding recommendations. The Board went on to develop 

funding stipulations that would begin the process of integrating the community center. The United Way agreed 

to monitor compliance and evaluate the success of increasing Somali and Latino participation in and satisfaction 

with the center. 

The community center, for its part, agreed to partner with SASDO and Centro Campesino to develop and distribute 

brochures in Somali and Spanish. It agreed to offer scholarships for fee-based activities to low income residents 

(who are disproportionately immigrants in Owatonna). And the center awarded an internship to a Somali 

American college student. 
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Stronger Systems and 
Communities
Over five years, approximately 70 percent of Healthy 

Together projects helped to build stronger systems 

and/or generate tangible community improvements. 

They did this in several ways. Projects created new or 

expanded organization partnerships and networks. They 

contributed to advances in public policy and helped 

strengthen systems infrastructure. They developed new 

screening and educational tools. Projects in the Exchange 

category, particularly, helped bring about community 

improvements through visible work done by newcomers 

and established residents. In the process, people built 

cross-cultural relationships and became engaged, 

contributing community members.

Organizational partnerships and networks

Grantees across all strategies built new or expanded 

existing relationships between mainstream and 

immigrant-led organizations. This bolstered newer, 

usually smaller nonprofits and helped mainstream 

organizations increase cultural knowledge and 

improve accessibility. The City of Bloomington Public 

Health Department, for example, partnered with local 

immigrant-led organizations to plan and conduct an 

assessment of the community’s perceptions of health 

to help shape program planning. These assessments are 

done every five years and in the past attracted very few 

responses, usually fewer than 50. In 2009, with many 

people helping to get the word out, translations available 

and newly designed immigrant-led workshops held 

in schools and a local mosque, the department’s data-

gathering capacity vastly expanded. More than 1,000 

responses were collected.

Many Mental Health/Social Adjustment projects 

featured diverse organizations sharing and brokering 

resources, combining outreach efforts, and working 

together to coordinate programs. For example, Jewish 

Family and Children’s Services identified non-Jewish 

Russian immigrants in need of resettlement services. 

They formalized a collaboration with the Slavic 

Community Center and the Eastern European Medical 

Society to open new pathways for Christian Russian 

immigrants in the social adjustment process.

Grantees also developed broad networks to better 

coordinate services, to identify gaps and redundancies 

in the system, and to leverage additional resources. 

Organized cross-cultural networks have proved useful in 

disseminating information and have sometimes solved 

problems that can stymie mainstream organizations. 

The Greater Minneapolis Council of Churches’ Center 

for Families in north Minneapolis built relationships 

with and among West African organizations through its 

West African Collaborative project. The Center offered 

“virtual office” facilities (access to computers, office 

equipment, meeting rooms, a mailing address, etc.) to 

small organizations. By mid-2007, 25 organizations, 

including 18 West African nonprofits, were sharing five 

cubicles at the Center. Center staff launched a series of 

meetings to enlarge dialogue and interaction among 

the West African leaders. As the new collaborative 

The Center for Victims of Torture piloted an 

effort to form a new community-led network 

of more than 30 organizations to address war 

trauma and other mental and physical health 

concerns identified by the African community in 

North Hennepin County. The network identified 

program gaps and barriers and then worked to 

solve the problem. 

“Many resources are available through 

community organizations but not accessible 

to people who need them,” explains Belma 

Demirovic, the CVT project specialist. For 

example, network partners found that elderly 

immigrants — many of whom experienced 

isolation and depression — were not using 

available services. 

Together they found a solution. One organization 

provided transportation, another had cultural 

knowledge to help create programs appealing 

to African elders that included storytelling, 

sewing and language learning, and still others 

provided space to accommodate programs. 

Many issues were solved through a coordinated 

effort without requiring more money or creating 

new duplicative programs. “Collaboration is cost 

effective,” says Demirovic.
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developed, members created opportunities to build 

cross-cultural learning and relationship building within 

their broader communities. They organized “West Africa 

101” education workshops for the broader community, 

convened conversations between African American 

citizens and African newcomers, and worked together to 

increase West African participation in the 2010 Census, 

among other activities.

Portico Healthnet added two culturally appropriate 

mental health care providers to its network of more than 

30 providers — one to specifically serve Latinos and the 

other, African immigrants. 

New screening tools and educational 
resources

Effective screening and assessment of mental health and 

social adjustment is a complex and multi-dimensional 

process, of which culture is one key factor. Additionally, 

culturally sensitive screening and assessment 

encompasses an overall approach, which takes into 

account the clinician’s understanding of cultural context 

and the diversity within, knowledge of community 

resources and a set of interpersonal competencies 

that lead to trusting relationships. Much of the staff 

development and staff restructuring efforts of grantees 

aimed to increase staff competence at screening. 

Effective screening tools, according to the mental health 

evaluation clinical advisory panel, are short, simple and 

easy to understand. Long instruments, long questions 

and complex questions are less useful. Asking about 

somatic symptoms is important, since many immigrant 

and refugee cultures do not traditionally link physical 

symptoms with what Western medicine associates 

with maladjustment or mental illness. Asking about 

experience with traditional healers (e.g. shamans, 

curanderos) as well as with Western style treatment is 

another important factor for inclusion. The creation of 

culturally sensitive screening tools is a developing area of 

practice. Very few tools have been normed for use with 

different cultural groups. 

In light of this, several grantees did test or use screening 

tools. Some developed instruments themselves; others 

selected tools from the existing research literature. 

Noteworthy examples included Portico Healthnet, which 

worked with CLUES (Comunidades Latinas Unidas En 

Servicio) to develop a Mental Health Services Assessment 

(MHSA) tool as a secondary instrument to more 

thoroughly assess possible mental health issues among 

Portico participants. Portico uses the Family Health 

Assessment (FHA), an instrument it had previously 

developed, for initial screening. If FHA responses indicate 

possible mental health concerns, the MHSA is used for 
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further assessment. The 23-item MHSA was designed 

specifically for use with immigrants, particularly recent 

immigrants. It is intended for use with multiple cultural 

groups, with particular attention to common values 

among Latino communities. 

Through the Mental Health Collective project, the 

Welcome Center of the Minneapolis Public Schools began 

using the Strengths and Difficulties Questionnaire (SDQ) 

to screen incoming immigrant students. This 31-item 

questionnaire has been widely used and tested around 

the world, and is currently available in 68 languages and 

dialects. It screens for pro-social behaviors and in four 

behavioral problem areas (emotional symptoms, conduct 

problems, hyperactivity and inattention, and peer 

relationship problems). 

A third grantee that developed screening tools was the 

Center for Victims of Torture. CVT created a Refugee 

Experiences Screener for Youth (RESY) used with middle 

school refugee students. This instrument asks 23 

questions about experiences before coming to the United 

States and 17 questions about experiences after arriving 

in the U.S. Students were invited into psycho-educational 

peer support groups based on their responses.11 

In a second Healthy Together project (still in process), 

CVT created an adult screening tool with input, including 

gender specific focus groups, from 96 people in the four 

largest recent incoming refugee groups: Bhutanese, Karen, 

Oromo and Somalis. The input process probed perceptions 

of mental health and if/how people understood the 

connection of mental and physical health. It also gathered 

suggestions for what words should be used to talk about 

mental health issues, what clues mental health care 

providers should look for and how care could best be 

provided. Analysis of focus group data identified common 

symptoms and suggestions across the four groups, which 

were incorporated into the screening tool.

Several projects developed educational curricula or 

materials in various media made available for use by 

other organizations. 

In response to a perceived lack of information about 

the incidence of mental health conditions experienced 

by Hmong people, the Hmong American Partnership 

(HAP) developed a bibliography with 250 titles. HAP also 

published Hmoob Teen magazine, written by teens for 

teens and including a health column, with an estimated 

readership of 9,000 youth. HAP produced a Hmong radio 

show with 24 different 45-minute segments covering 

health topics including youth development, physical 

activity, public safety and healthy relationships.

The Minnesota Council of Churches (MCC) created 

an educational resource made available for broader 

use by agencies involved in early resettlement. The 

curriculum, called Extended Orientation, guides a 

monthly class for new arrivals and includes practical, 

everyday topics such as public transportation, 

education, housing, public benefits, safety, finances, 

personal information and cultural values. MCC noted 

that this educational model was a vast improvement 

on the limited and hurried orientation previously 

provided to newcomers by case managers. The 

curriculum was developed after a lengthy planning 

process to improve the orientation, incorporate best 

11   Examples of these three instruments are shown in Appendix A.

Three Healthy Together organizations joined 

efforts to shape significant legislation in the 

fledgling community health worker field. 

La Familia, Intercultural Mutual Assistance 

Association (IMAA), and the Healthcare 

Education Industry Partnership (HEIP) were 

among the stakeholders who worked with 

lawmakers to expand CHW reimbursement 

legislation. In January 2008, the Minnesota 

legislature passed a bill that allows for third 

party reimbursement of CHW services and  

that reimburses agencies for CHW work  

under Medicaid. 

Reimbursement covers expenses for CHWs 

to provide patient education and/or care 

coordination under direction of physicians or 

nurse practitioners. In 2009, the legislature 

passed another bill to include mental health 

professionals as CHW supervisors for Medicaid 

reimbursement. It now awaits federal approval. 
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practices and to understand the logistical challenges 

of bringing the class to other refugee-serving 

organizations.

The Leadership, Empowerment and Development Group 

(LEAD) produced one of the first comprehensive reports 

on immigrant and refugee organizations in Minnesota.

Mujeres Unidas, in Moorhead, developed a website to 

raise visibility of women’s rights and related activities of 

their organization.

Intermedia Arts worked with Healthy Together partners 

in several Minnesota locations to develop an interactive 

storytelling website about the immigrant adjustment 

experience, created by and for immigrants.

Building the Community Health Worker 
system

It is widely recognized that community health workers 

(CHWs) have potential to improve access to mental and 

physical health services for diverse communities in a 

cost effective way. Working with CHWs has been an 

important strategy in the Healthy Together initiative. 

As mentioned previously, over half of the mental health 

grantees employed some form of CHWs. In addition, 

several grantees worked to strengthen the CHW field in 

other ways. 

Wellshare International (formerly Minnesota 

International Health Volunteers) incubated the 

Minnesota CHW Peer Network. The Network provides 

a space for professional development and peer support 

among CHWs in the state, and a forum where CHWs, 

their employers and other stakeholders collaborate 

to strengthen the field. Monthly Network meetings 

provide in-service trainings as well as peer interactions. 

A strategic planning process helped refine the Network’s 

vision, goals and priorities for future capacity growth.

The Community Health Worker Project at the Healthcare 

Education Industry Partnership (HEIP), based at 

Minnesota State University, Mankato, pursued multiple 

avenues to strengthen the employment market for 

CHWs. It contributed to development of a standardized 

CHW curriculum now offered in five Minnesota 

community colleges. Over 210 students have graduated 

from these programs, and over 75 new positions 

have been created statewide. The Project developed a 

certification test for people already working in CHW 

roles. It serves as a statewide clearinghouse and contact 

point on CHW matters for employers, schools, national 

partners, policy makers and media. 

The Coalition of African Community Services in Willmar 

conducted community surveys and identified young 

adults interested in pursuing CHW certification.

In a Mayo Clinic project still underway, CHWs are 

trained, assigned a caseload and deployed to provide 

comprehensive follow-up care outside the formal walls of 

their health system. The data collected from this project 

will help inform further efforts to build a sustainable 

system within the traditional medical delivery system.

As mentioned earlier, La Familia Guidance Center 

partnered with the CHW certificate program at 

Minneapolis Community and Technical College and Inver 

Hills Community College to create an expanded internship 

program to increase mental health competencies of 

bilingual CHWs. While the standard CHW programs 

require an 80-hour internship experience, the new CMHW 

internships at La Familia are 300 hours long. 

Other public policy contributions

In addition to the community health worker policy 

work reported above, several projects worked on 

other policy issues. Jewish Community Action, along 

with many other organizations — including the 

Organization of Liberians in Minnesota and Healthy 

Together grantees the Advocates for Human Rights, 

Minnesota Immigrant Freedom Network (MIFN), 

Somali Action Alliance and Women’s Initiative for 

Self Empowerment (WISE) — formed a Coalition for 

Permanent Residency that worked for federal policy 

change to allow Liberian refugees to stay in the U.S. 

longer. Since 2008, the coalition and its allies around 

the country have won two extensions of “Deferred 

Enforced Departure” status for Liberians. 

JCA, MIFN and others have also participated in efforts 

to pass comprehensive immigration legislation that 

would benefit many immigrants of diverse national 

backgrounds. MIFN led a five-day advocacy trip to 

Washington, D.C. with an immigrant family to meet with 

Minnesota lawmakers and encourage their support for 

fair and humane immigration reform. 
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MIFN also organized a community forum and 

“encuentro,” in which 70 immigrants met with local 

policy makers in the Worthington area, including the 

Worthington mayor, police chief and county attorney, to 

explore ways that newcomers, long time residents and 

local institutions could facilitate immigrant integration 

and work for immigration reform.

Create CommUNITY in St. Cloud formed a group of 

African and African American women, the Omeka Circle. 

As an outgrowth of their relationship-building dialogues, 

circle members worked with a state legislator and school 

system officials to prevent anti-Muslim legislation and 

improve school conditions for Muslims (described more 

fully in the next section below).

Tangible community improvements

About a fourth of Healthy Together projects contributed 

to tangible improvements in local communities. Most 

commonly, the projects expanded spaces and capacities 

for community dialogue that could foster mutual 

understanding, collaborative action and increased 

cohesion. Some projects also contributed to physical 

improvements in their communities.

Increased capacity for community dialogue

About 15 projects expanded their community’s capacity 

to engage in productive conversation among cross-

cultural groups of people. Projects developed practices, 

built skills at structured approaches to dialogue, and 

some trained cohorts of facilitators. As people developed 

familiarity with processes and built confidence, some 

groups were able to act on important public issues. 

In Faribault, the Welcome Center had convened a series 

of talking circles over several years. People developed 

skills and a familiarity with this kind of dialogue. 

So when tensions between the Somali and business 

communities grew over cultural misunderstandings 

about public gatherings on downtown sidewalks, 

the Welcome Center and the Chamber of Commerce 

organized a dialogue with business owners and Somali 

men. The forum allowed Somalis to explain that because 

they had no written language until recently, people 

typically exchange news face to face in social gatherings 

in the tradition of oral cultures. Somalis see these 

exchanges as fundamental to community participation. 

Business owners explained that some customers felt 

intimidated when they had to walk through the group 

in order to enter a shop. “The beauty of the dialogue was 

the atmosphere of respect and good will that everyone 

showed,” wrote Welcome Center director Bob Kell. 

These examples show that building community 

capacity for cross-cultural dialogue contributes to strong 

relationships, increased confidence, new knowledge 

and skills, and importantly, the recognition of resources 

embedded in cultural communities. All of these elements 

combine to strengthen the community as a whole. 

“The right kind of talk leads to action,” says Hedy 

Tripp, founding Director of Create CommUNITY, 

a St. Cloud initiative that builds skills and 

creates venues for public dialogue and action to 

dismantle racism. One such venue, Omeka — an 

ongoing circle that brings together African and 

African American women for monthly exchange 

and story sharing — has proved a seedbed for 

leadership development. 

When state Representative Steve Gottwalt 

introduced a bill authorizing Homeland Security 

to require the removal of head coverings 

(hijabs) worn for religious purposes, women 

in Omeka organized and held meetings with 

him. They raised questions that helped to show 

the complexity in such a law: should nuns be 

required to remove their habits? Should people 

be required to remove wigs? The legislator 

eventually withdrew the bill. 

When the issue of harassment of Muslim 

students at Apollo and Technical High Schools 

surfaced, immigrant parents felt the school 

response was inadequate. More than 25 people, 

many Omeka women, organized a rally to raise 

public awareness of discrimination. 

The rally brought media attention to the learning 

“gap” between Somali students (18% show 

proficiency in math) and white students (60% 

achieved proficiency) as one indicator of the 

problem. In the spring 2010, the U.S. Department 

of Education announced an investigation into 

racial tensions in St. Cloud schools.
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Visible community improvements

Many Exchange grantees (and at least one OD 

grantee) contributed to physical, social and economic 

improvements of their communities in varied forms — 

community gardens, soccer fields, new or refurbished 

physical structures, new or expanded community 

celebrations, and revitalization projects — by engaging 

in sustained public work. Also important were the 

relationships formed as new and established residents 

worked together. As people experienced themselves 

as public co-creators, they strengthened their sense of 

ownership and belonging in the places where they live. 

Intercultural Communities Uniting (ICU) is a coalition of 

six small towns in southwestern Minnesota that supports 

shared public work to support integration of newcomers 

in each of the towns. Working together on a public 

project gives substance and purpose to the relationships 

being formed. The work took many forms. Walnut Grove 

expanded its Hmong New Year celebration to include 

presentations in two schools. A group of artists in Windom 

created a public art project of murals depicting immigrant 

experiences, which has been displayed in several 

southwestern Minnesota locations. Public gardening draws 

people together in various ways in multiple communities. 

In Mountain Lake, participants learned about gardening 

and in the process recognized their hunger for more social 

interaction. The Lao women involved now gather regularly 

as a support group, and the town now features several 

community gardens. In Watonwan County, a master 

gardener and her husband put together “gardens in a box” 

which they distributed to people living in the trailer court 

and other low income housing, where many immigrants 

live. This brought people outside talking to each other. Now 

they organize picnics, gatherings to share cooking and 

other social activities.

Faribault’s Welcome Center nurtures many collaborative 

community improvement projects in its role as catalyst 

connecting newcomers and established residents. 

Faribault residents have organized and sustained a 

community garden, with more than 30 families involved 

in 2010. They built a bus shelter at the trailer court, home 

to many Hispanic residents. They organize an annual 

International Market Day, which draws a multi-cultural 

mix of people each year. The number of public gathering 

spaces where new and established residents mingle has 

increased and now includes several churches, the library, 

gardens, schools, businesses, the senior center and the 

new Welcome Center itself. “Monday Evenings in the 

West Side Community Health Services in St. Paul created an intercultural community dialogue to engage Somali, 

Latino and Hmong residents in conversation about concerns, aspirations, and cultural resources for healthier 

communities. “Too often newcomers let go of their cultural health practices for Western medicine,” explains 

medical director, Kathie Culhane-Pera. “Understanding community members’ experiences and expertise is 

essential to designing strategies for maintenance of existing cultural strengths for long term health and wellness,” 

she said. The dialogues resulted in plans for a new immigrant-led, community based institute — the SoLaHmo 

Partnership for Health and Wellness.

Members of the SoLaHmo leadership team agree that every culture values health and wellness. Recovering or 

reinforcing traditional cultural practices provides resources in new contexts. “Eating together as a family is a Latino 

family tradition, for instance. This helps with family communication and is a way to share good eating habits,” 

says Luis Ortega, a member leadership team. “Hmong people come from agricultural backgrounds,” adds Milkow 

Hang. “If we encourage people to garden it contributes to good diets, helps teach children where food comes from, 

and provides exercise,” Hang said. 

Kadre Warsame, a Somali member of the team sees similarities. “Like Hmong people, we support each other  

as a community. People live together in the same building. They go outside together, borrow things, baby-sit,  

share rides, encourage each other not to be afraid. It is daily support that helps people in a new culture.” Once 

surfaced, these cultural assets can be incorporated with Western approaches to improve health of individuals  

and communities.
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Park” commonly attracts 30 people for the purpose of 

meeting other people.

What difference do these visible changes make in the 

life of a community? Faribault Welcome Center director 

Bob Kell and other civic leaders perceive a shift in their 

community’s comfort level with diverse groups who 

now live in Faribault. “Diversity is normal now … people 

have settled in,” Kell observed. When problems arise, the 

conversation is framed more around the problematic 

behaviors rather than in racial terms as was the case 

earlier, he said, citing the previously-mentioned sidewalk 

gatherings concern as an example. “Recently a local 

employer called to ask a question about understanding 

the cultural issues that may be related to an employee’s 

behavior. The company wanted to accommodate 

religious practices but also had its requirements it had 

to ask of all employees. The conversation showed a way 

of operating amidst diversity that had come a long way 

toward seeking dialogue rather than simply imposing 

the majority culture.”

This upstream approach to community health through 

public work has proponents at the federal Centers for 

Disease Control, where Bobby Milstein and Jack Horner 

have written, “When health problems spread in a weak 

community, problem-fighting efforts tend to be taken 

over by small groups of professionals who specialized 

in these problems.” In their view, this dynamic creates 

“a divided process that ends up reinforcing the 

community’s weakness … When problems spread in 

a strong community, the response tends to be more 

multifaceted and elicits greater contributions from 

ordinary citizens in the form of public work … a united 

process that reinforces the community’s strengths.”12 

Stronger Individuals and Families
Healthy Together projects worked to strengthen 

individuals and families in two dimensions:

• More relationships (social connectedness), which 

strengthens the sense of belonging and attachment, 

reduces isolation and expands social resources for 

instrumental and emotional support 

• More skills and knowledge for social adjustment, 

including both practical adjustment knowledge and 

skills, and, where appropriate, knowledge of mental 

health issues and resources

Individual-level change occurred among immigrants and 

refugees, and among established, U.S.-born residents. 

Likewise, change happened both among project 

participants who were community members (sometimes 

called clients or participants) and among those holding 

paid staff positions.

The Willmar Area Chamber of Commerce 

president credits the Willmar Area 

Multicultural Market (WAMM) with playing 

an increasingly vital bridging role in the 

community. “I think they’re emerging into a very 

important leadership role in the community,” 

says the Willmar Area Chamber of Council 

president, noting that the WAMM staff are seen 

as approachable, skilled and tactful cultural 

interpreters who can help diverse leaders and 

residents understand the behavior and beliefs of 

other members of the Willmar community. 

Willmar’s immigrants and refugees are a 

leading force in the revitalization of the historic 

downtown business district. The downtown 

area has suffered high vacancy rates and 

declining retail traffic for years as commercial 

development has increasingly shifted to 

highway strips on the south edge of town. High 

vacancy rates and lower rents downtown offered 

a toehold, however, for fledgling immigrant 

businesses as well as some European American 

entrepreneurs. This gives shoppers new reasons 

to visit downtown because it now offers a 

multicultural experience hard to find on the 

same scale elsewhere in greater Minnesota. 

The summer open-air Becker Street Market, 

which WAMM helped launch, enhances 

downtown Willmar’s “public square” ambience. 

It features foods and crafts by local artisans, both 

newcomers and long-established people. 

12 As quoted in Harry Boyte, Everyday Politics: Reconnecting Citizens and Public Life, Philadelphia: University of Pennsylvania Press, 2004, p. 162.
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Increased social connectedness occurred along three 

dimensions in these projects: within specific immigrant 

populations (e.g. among Somalis), across diverse 

immigrant groups (including pan-African or pan-Latin 

American networks, for example, as well as bridges 

between immigrants from Africa, Latin America, Asia 

and/or Europe), and between immigrants and established 

residents (who sometimes shared the same immigrant 

heritage as newcomers, and more often did not).  

Examination of 21 Mental Health/Social Adjustment 

grantees found that about half of them reported 

participant outcomes in the areas of reduced isolation, 

increased social support and improved problem 

solving capacities. One third reported improvements in 

emotional well-being, and one fourth reported improved 

family functioning, as summarized in Figure 7.

Specific kinds of growth depended on the immigrant’s 

stage of adjustment and the specific challenges and 

opportunities people were facing. For new arrivals, basic 

navigation skills and living arrangements were first 

priority. Healthy Together projects provided information, 

peer networks and in some cases, personalized assistance 

as newcomers worked to find housing, employment and 

transportation, enroll their children in school, navigate 

public and nonprofit service agencies, and learn English. 

This was the primary focus of many Mental Health/

Social Adjustment projects. 

For immigrants who had accomplished these initial 

settlement challenges, attention shifted in some projects 

to detection and treatment of deeper-seated mental and 

behavioral health problems. 

In other projects, generally Exchange projects, more-

established immigrants worked in civic dialogue 

and action projects, and thereby developed their 

leadership and civic engagement knowledge, skills and 

relationships. They developed more nuanced capacities 

for navigating and contributing to community life 

here. For example, in some projects, immigrant parents 

engaged in dialogues with teachers and other parents to 

discuss how schools and education in the U.S. differ from 

systems in their countries of origin and how they can be 

engaged in their children’s education. Immigrant youth 

learned about social pressures in American schools and 

ways to participate positively in two distinct cultures 

during their adolescence. 

Social adjustment and mental health

Projects often operated holistically, addressing basic 

adjustment, advanced adjustment, mental health 

interventions and civic engagement, depending on their 

mix of participants. Examples include:

Minnesota Council of Churches created an Extended 

Orientation program and curriculum for immigrants and 

refugees in early stages of resettlement. The program 

was used with newcomers at Lutheran Social Service 

and Catholic Charities in St. Paul. A telephone survey 

of 192 participants conducted three months after they 

finished the program found both practical and emotional 

outcomes, as shown in Figure 8.

The Wilder Foundation Hmong Odyssey program used 

gender specific psycho-educational circles to educate 

clients about mental health and social adjustment issues. 

The project worked with recent Hmong arrivals from 

the Wat Tham Krabok settlement in Thailand. Licensed 

Wilder mental health staff knowledgeable in both 

mental health and refugee issues facilitated the groups. 

2 4 6 8 10 120

Reduced isolation/strengthened support

Improved problem solving capacities

Improved practical circumstances

Improved emotional well-being

Improved family functioning

Number of Projects

Figure 7:  Participant Outcomes in Mental Health/Social Adjustment Projects
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In the men’s groups, participants learned strategies 

to facilitate wellness such as meditation, relaxation 

and exercise. Mental health topics, including grief and 

loss, medications, chemical health, domestic violence 

and how to identify mental health symptoms, were 

discussed. Participants visited community resources 

such as the YMCA, University of Minnesota, employment 

sites and legal services. Community presenters addressed 

topics such as legal issues, family communication, 

helping children deal with bullying at school and 

hunting and fishing regulations.

The Hmong women’s group explored topics including 

stress management, grief and coping strategies, and 

healthy lifestyle practices. Community speakers 

addressed topics such as immigration and citizenship, 

public benefits, health concerns, medications and 

side effects, and using community resources. Like the 

men’s group, the women’s circle experience included 

field trips to community resource sites. The women 

also took part in a community needlework tapestry 

project, which helped to build solidarity as it honored 

cultural roots.

When project staff identified participants who 

warranted mental health evaluation, they received 

diagnostic and functional assessments. Forty-three 

people received additional services beyond the group 

experience, including 11 who were identified as having 

a serious and persistent mental illness and were referred 

to county-funded case management services. 

Thirty-four participants were reached in a post-program 

telephone survey using the Mental Health Statistics 

Improvement Program (MHSIP) Adult Consumer Survey. 

Most participants reported both emotional and practical 

gains, as shown in Figure 9.

 Community University Health Care Center (CUHCC) 

had a project that generated individual outcomes on 

both staff and client levels. As previously mentioned, the 

project provided training to 10 staff of two immigrant-led 

organizations, the Centre for Asians and Pacific Islanders 

(CAPI) and the Association for the Advancement of 

Hmong Women in Minnesota (AAHWM). 

• 90 percent of those trained were able to name common 

mental health diagnoses among immigrants and 
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Continued to use the public library
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Number of People who Reported These Outcomes (ouf of 192)

108

Figure 8: Participant Outcomes,  Minnesota Council of Churches Extended Orientation
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Figure 9: Participant Outcomes, Wilder Foundation Hmong Odyssey
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refugees and how they might be expressed within the 

Laotian community

• 100 percent of the trained staff were able to make 

appropriate referrals for services

• 80 percent were able to name three strategies they  

can use when working with clients who have mental 

health issues

CUHCC also used Healthy Together funds to hire a 

Laotian behavioral health case manager. During the 

grant period, CUHCC provided access to 364 new 

Southeast Asian clients, including 102 who were Lao. 

Again, the project addressed both social adjustment and 

mental health concerns. 

• 100 percent of the audited Southeast Asian case 

management clients reported improved independent 

living skills and self-care

• 100 percent also reported reduction or better 

management of their mental health symptoms

La Familia Guidance Center used Family Functional 

Therapy to work with 56 Latino families of adolescents 

with behavioral problems. La Familia’s model added a 

post-treatment education and support group for parents, 

Figure 11: Youth Participant Outcomes, Centro Campesino’s Club Latino Program

Survey Item Average Score (1=low, 5=high)

I feel I know more about social problems, how they happened and how we can fight them 4.44

I have learned basic ways of getting involved in my community 4.36

I feel I can do important things for my community 4.28

I feel I have gained leadership skills participating at Centro 4.14

I feel motivated to do well in school 4.04

I feel motivated to go to college 4.04

Figure 12: Youth Participant Outcomes, Project FINE’s Diversity Youth Quest

Percent Growth Outcome % of Youth Reporting Outcome

Improved social adjustment and knowledge of American social systems 52%

Improved academic standing 39%

Reduced stress or anger level 23%

Learned how to get help with homework or prepare for college 19%

Used techniques learned at DYQ to avoid or reduce intake of drugs/alcohol 16%

Became more confident to do new things 14%

Applied to a post-secondary institution (high school students only) 66%

Figure 10: Participant Outcomes, La Familia Functional Family Therapy

Change 
Dimension

Average Therapist 
Assessment

Average Adolescent 
Assessment

Average Parent 
Assessment

Overall Change 
Dimension 
Assessment

General Change 4.09 3.94 4.33 4.12

Communication Skills 4.12 4.01 4.21 4.12

Behavior Change 4.04 3.87 4.03 3.98

Parenting Skills 4.12 3.88 4.23 4.08

Parental Supervision 4.06 3.98 4.22 4.09

Family Conflict Level 4.10 3.69 4.30 4.03

Reporter Composite Assessment 4.09 3.90 4.22
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in which about half of families chose to participate. 

Post-treatment surveys were completed by adolescents, 

parents, and therapists. The instruments measured 

perceptions of change in six dimensions of family 

functioning, using a 6-point scale from 0 (negative 

change) to 1 (no change) to 5 (positive change). The three 

stakeholder groups generally agreed on the positive 

outcomes of the FFT experience, as shown in Figure 10.

Immigrant youth development

Some projects focused on social adjustment and 

engagement of youth. Centro Campesino in Owatonna 

and Project FINE (Focus on Integrating Newcomers 

through Education) in Winona County collected specific 

youth outcomes data.  

Centro Campesino’s Club Latino worked with teens 

in Owatonna, Waseca, Northfield and Faribault. They 

held meetings and trainings, conducted fundraising 

events and community events, visited the University 

of Minnesota and college fairs, and went to the state 

capitol to advocate for passage of the Minnesota Dream 

Act (increasing immigrants’ access to higher education). 

Twenty five participants filled out evaluation surveys 

with 20 questions about aspects of personal leadership 

growth. On a 5-high scale, average scores ranged from 

3.52 for “I understand what social change is” to 4.68 

for “Overall, I think Centro is helping me to grow as a 

person.” Other items and scores are shown in Figure 11.

Project FINE’s Diversity Youth Quest held monthly 

educational sessions for middle school and high school age 

students in Winona and St. Charles on topics concerning 

mental and physical health, social adjustment, academic 

achievement and cultural continuity. Specific topics are 

those that commonly affect the lives of teenagers: family 

dynamics, cultural values, self-esteem, team spirit-building, 

substance use and abuse, violence and relationships, 

criminal and gang activities, finances, and college, hygiene 

and disease prevention, environment and health. Youth 

were also paired with university student mentors, often of 

their same ethnic or immigrant heritage. One hundred and 

five youth participants filled out outcomes questionnaires, 

which generated the findings shown in Figure 12.

Leadership and civic engagement

Exchange projects in particular, as well as some 

of the Mental Health/Social Adjustment projects, 

worked to increase mutual understanding and build 

relationships between newcomers and established 

community members. 

Somali American Self Development Organization 

Ratings 
 (on scale from 0 = “highly ineffective” to 6 = “highly effective”)

Areas/Function 
The Talking Circles...

Somali 
Americans 

(n = 8)

European 
Americans 

(n = 6)

Combined 
(n = 14)

1. Helped me understand European American and Somali American culture 4.0 5.2 4.5

2. Helped me understand Islam and Christianity 4.3 5.3 4.7

3. Helped me express or understand barriers Somalis face in Owatonna 4.5 4.8 4.6

4. Helped me understand similarities and differences 4.9 5.0 4.9

5. Helped me communicate my beliefs to European Americans and Somali 
Americans

4.2 4.7 4.4

6. Helped Somalis communicate their perspectives 4.8 4.7 4.7

7. Helped me feel safe and open to express myself 4.8 4.8 4.8

8. Helped me connect with European Americans and Somali Americans  
on an emotional level

4.4 5.0 4.6

9. Helped the group generate solutions to problems Somalis face 4.5 4.0 4.3

10. Helped Somalis engage in the process and community 4.9 4.8 4.9

11. Helped me to respond to intolerance better in the future 4.5 4.8 4.6

12. Helped me to engage/interact more with European Americans and  
Somali Americans in the future

4.5 5.5 4.9

Figure 13: Participant Outcomes, SASDO Talking Circle
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(SASDO) in Owatonna traced growth in relationships 

and understanding among participants in its talking 

circles. A survey completed by participants (eight 

Somali and six European Americans) at the end of the 

six-session series in 2007 showed gains in 12 aspects of 

cross-cultural understanding, relationship formation and 

empowerment, as shown in Figure 13.

The Walking in Two Worlds (W2W) program at the YWCA 

of Mankato worked with African, Latina and Asian 

immigrant women and their families. W2W includes 

group activities such as weekly cooking, working 

together in a community garden and civics classes. The 

program coordinator (originally a Sudanese immigrant 

named Cecil Gassis) also worked with people individually 

through home visits and problem solving appointments. 

Participants learn to navigate their new community, 

get to know other people and provide mutual support 

for reaching their full potential. The program also 

worked with the established community through 

educational presentations and other interactions to 

build understanding of immigrant issues and to make 

Mankato a more welcoming home for international 

newcomers. Participants created a monthly series, 

“Colorful Dialogue,” which provides a public space 

where intercultural relationship building and learning 

occur. Leaders noted as participating women grew more 

knowledgeable, comfortable and confident, engagement 

with the receiving community increased, as reflected 

below in excerpts from evaluation interviews from 2007. 

• “At first when I came to the community, I felt very 

defensive. Now I know that I am not the only one. In 

W2W I have learned a lot and met other people who 

are going through the same thing.”

• “This program is unique. I can be at a table with four 

women who are very different and yet have many 

things in common. We learn about each other. Before 

(in a group) I was not like this — I was very quiet. Now 

I like to talk and learn.”

• “Today I talk more English and I talk to more people. 

I have learned to drive. W2W helped me through 

making difficult decisions about school and getting a 

job. I have learned to be more independent and not to 

be afraid. Cecil is always there to say: “You can do it!” 

“If you fail, try again!”

• “W2W and Cecil have helped me better understand what is 

happening in my children’s school. I used to take whatever 

the teacher said — now I know I can ask questions.”

The West African Collaborative, organized by the Greater Minneapolis Council of Churches’ Center for Families, 

worked to build relationships and trust across the many national and tribal differences among West African refugee 

and immigrant leaders, many of whom had experienced trauma from civil wars and violence in their homelands. 

As Center program director Edmund Ocansey — himself a West African immigrant — explained, this began with 

hospitality and mutual listening. “We tried to understand basic social expectations and signs of cultural respect —  

how to welcome each other. We explained why we send money back home, our responsibilities to families. We 

looked for similarities and talked about adjustments that we’ve all had to make.”

Eventually, organizational leaders from West African nations formed the Collaborative with a mission “to bring 

West African communities and organizations together to collaborate, build capacity and address a shared 

need and vision.” They meet monthly to discuss issues pertinent to all and work together to build capacity and 

expand partnerships. Their second annual West African Cultural Awareness Day, held in August 2009, drew 

250 participants. 

“We are able to work together in spite of differences in political affiliations or ethnic identities,” said Collaborative 

member, Jonathan Rose, president of the Sierra Leone organization in Minnesota. “We were able to figure out 

shared work and how to accomplish it. We learned we can take care of ourselves. A lot of times when people fail, 

it is because they do not have the support. Empowerment requires nurturing. We learned how to nurture each 

other. We now have one voice, even though we are from many different countries. People attend each other’s 

events. The more we work together and find commonalities, the stronger we become.”
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• “The group met School Board members and learned 

more about how schools work”

• “I am able to function better in the community: use 

services like the bus, meet new friends.”

• “Before I came to the program I was afraid to speak. 

Now I feel better about speaking.”

Through collaborative, systems-building projects, 

individual participants also grew in their knowledge, 

skills and relationships. This enabled them to bridge 

cultural and historical differences and to begin working 

together for community improvement and mutual aid. 

III. Lessons and 
Recommendations
Looking across these five years and 80-some projects, 

patterns of difficulties and effectiveness become apparent. 

Challenges for Healthy Together 
projects
Immigrant integration is a long-term and complex 

process. Immigrants and refugees experience disruption 

of familiar life patterns and social support networks 

in the process of moving to another country — often 

with different cultures. Relocation can result in the 

loss or diminution of traditional cultural belief systems 

and practices linked with one’s homeland that have 

helped to shape individual and collective identities. This 

transition raises stress levels and calls for adaptation in 

multiple dimensions of one’s life. People must learn a new 

language, secure employment, learn to navigate unfamiliar 

systems such as health care, housing, transportation, 

criminal justice and school systems, and adjust to new 

cultural expectations of the dominant group. Migration 

requires people rebuild social support networks and 

establish a new sense of belonging. Often acculturation 

takes place over generations, with elder immigrants’ 

relationships primarily among people of like origin. 

When newcomers are refugees or immigrants from 

backgrounds of extreme deprivation, the journey 

toward social adjustment involves additional factors, 

both internal and external. Iftiin’s report offered these 

observations regarding the people in its East African 

refugee community:

Many people have lived as refugees for the past two 

decades. Part of the struggle they face is moving 

from a refugee identity to become a self-sufficient 

American and find their place in a new and very 

different country. As a community, they are struggling 

to bury ethnic animosity, maintain cultural heritage 

and adjust to differing gender roles and confront 

discrimination. Most of the women in the East African 

community feel they are still struggling to meet basic 

needs. The community is used to being in a time of 

crisis (they still have close relatives in crisis), which has 

shaped habitual behavior. Women do not prioritize 

preventative and mental health or educational 

endeavors because it is not viewed as meeting an 

immediate basic need.

Given these dynamics, it is no surprise the immigrant 

integration work of Healthy Together projects is a long-

term endeavor.

Transforming the health care system so it focuses 

attention on social determinants of health is also a 

big undertaking. This requires development of new 

approaches that maintain and enhance wellness by 

recognizing and promoting the healthy habits and 

traditions within specific cultures. It also involves 

letting go and unlearning many assumptions in the 

professionalized service delivery model which has 

dominated the health care system for a century. Shifts 

in organizational mission, policies, programs, practices, 

job descriptions, hiring, staff development, billing and 

budgeting, to name a few areas of organizational change, 

may be required. 

Bringing more immigrant-led organizations and 

more diverse staff and leaders into community and 

institutional systems is a third long-term challenge often 

fraught with complexity. Immigrant-led organizations 

must learn U.S. nonprofit norms and practices. Many 

such organizations contend with the vulnerabilities as 

well as the strengths that come when founders continue 

as executive directors. These include developing strong 

governance, establishing institutional memory and 

identity that reach beyond the founder, and practicing 

healthy transparency. For established, mainstream 

organizations, bringing more people with immigrant 

backgrounds into staff and decision-making roles 

often requires thorny certification procedures for those 
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trained abroad and lengthy educational processes for 

those trained here. Shifting mainstream organizational 

cultures and structures toward a more immigrant-

friendly and community orientation is also a complex 

and thereby slow process. 

Federal policies on immigration and refugee 

resettlement pose barriers to community building with 

newcomers. The continuing gridlock on comprehensive 

immigration reform, and recurrent efforts by some to 

use anti-immigrant sentiment as a political wedge issue, 

have profoundly inhibited community engagement 

by millions of immigrants. Stepped-up raids and 

deportations with little consideration of impact on 

families (an estimated 85 percent of immigrant families 

have mixed immigration status13 have increased fear, 

isolation and polarization. Resettlement funding that 

requires conveyor belt-style rapid services for individual 

newcomers obstructs organizational collaboration and 

interpersonal relationship building.

The economic context particularly since the Great 

Recession started in 2008 has put stress on organizations 

and families alike. Ongoing state and local budget 

crises and shrinking foundation assets have tested 

the resiliency of all nonprofits. Even some of the most 

highly regarded and well-established Healthy Together 

grantees, such as the Faribault Welcome Center, are 

on the brink of closing in 2010 due to chronic funding 

gaps. Long-term planning, formation of collaborative 

partnerships and follow through on innovative ideas are 

more difficult when staff don’t know if they’ll have a job 

next quarter and organizations don’t know if they can 

keep their doors open. 

13 Ibid
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Creating a welcoming environment toward immigrants 

has been a difficult process globally and historically. 

During Healthy Together this challenge has been 

exacerbated by the insecurity and hardship experienced 

by many established residents during the current 

economic downturn, and by the yet-unresolved tensions 

over international terrorism and homeland security. 

While many Healthy Together projects have made 

tangible contributions toward increasing hospitality and 

mutual appreciation, anxieties simmer just below the 

surface in many communities. 

What works? Emerging lessons
To build stronger immigrant-led organizations

The organization development coaching provided in the 

past five years has been very useful for strengthening 

immigrant-led organizations. It appears most effective 

when the coach works with staff and board; when there 

is flexibility for the coach to work over an extended period 

of time (as windows for organizational learning and 

change, particularly periods of organizational transition, 

open and close); and when the development assessment 

framework helps focus capacity-building efforts. 

Peer learning through periodic convenings contributes 

to organizations’ development. Learning and growth 

also occur through the partnership involvement which 

most immigrant led organizations in Healthy Together 

experienced. Evaluation coaching and capacity building 

proved useful for several organizations; helping them build 

skills to set realistic goals, hone strategies, foster learning 

and accountability and communicate effectively through 

reports, proposals and other vehicles. Access to other 

professional development and leadership development 

experiences, such as mid-career leadership and 

management programs offered by local universities, made 

a difference for some immigrant organization leaders. 

To foster social connection and better 
immigrant integration

It took a few years for the Foundation to attract many 

strong proposals for engaging immigrants and established 

residents in collaborative projects. Moving upstream 

from health care service issues to social and community 

factors required outreach into networks of civic actors that 

the Foundation had not worked with before. However, 

by 2009 a good number of strong Exchange projects 

were under way in cities including Faribault, Mankato, 

Moorhead, Mountain Lake, Owatonna, St. Cloud, Willmar, 

Worthington and the Twin Cities area. 

These projects were led by various kinds of 

organizations — some immigrant-led; some established 

organizations committed to immigrant partnerships; 

some faith-based, most secular; some led by informal 

teams of committed individuals more than by any single 

organization. Most lead organizations come from a civic 

engagement or organizing tradition rather than a service 

delivery background. What they also have in common 

is a strong commitment and a well-defined strategy 

for generating authentic dialogue and public work by 

intercultural teams.

These projects feature blended leadership including 

strong immigrants and established residents. Most 

engage a broad swath of community institutions and  

leaders — some mix of schools, colleges, social services, 

employers, labor unions, religious institutions, 

police, elected officials and service organizations. 

They offer many entry points for engagement and 

leadership, and multiple spaces where newcomers 

and established residents can interact (Ex. gardens, 

talking circles, international markets). Offering both 

public dialogue and public work generates benefits 

on multiple levels: partnerships grow stronger, civic 

identities develop, and these experiences help build 

people’s sense that they belong to and contribute to 

the same community. 

To foster innovative attention to social factors 
of health

A fundamental challenge as the initiative sought to 

bridge from the Foundation’s past focus on helping 

diverse populations navigate the health care system to 

its new focus on the social determinants of health was in 

regards to the optimal balance between projects focused 

on detection and treatment of mental health problems 

and projects focused on recognition and reinforcement 

of the health-giving practices and traditions within 

immigrant cultures. Particularly for health care 

organizations primarily engaged in medical care, staffed 

by people trained as medical professionals and financed 

by the complex, arcane health insurance system, it was 

sometimes difficult to imagine and launch innovative 

approaches to mental health and social adjustment that 
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put indigenous wellness practices within immigrant 

cultures at the forefront of project design. 

Much of the Healthy Together Mental Health portfolio 

supported projects pursuing incremental improvements 

in the mental health care treatment system. Several 

common approaches were effective, including: developing 

more culturally appropriate screening tools, increasing the 

cultural and linguistic competence of staff including greater 

use of CHWs, forging partnerships between mainstream 

and immigrant organizations to improve detection and 

referral and expanding circle methodologies to increase peer 

support in mental health and social adjustment.

Community health workers — to the extent that they 

combine high levels of cultural-linguistic competence with 

expertise in accessing and navigating care systems — may 

offer some of the best potential for helping reimagine 

and redesign health care systems to more fully leverage 

indigenous community strengths. To maximize this 

potential, opportunities must be structured to include 

CHWs as creative partners in critiquing and reforming 

organizational systems.

As with the immigrant integration and institutional 

change process pursued by many Exchange projects, 

the Mental Health projects that moved furthest toward 

community-centered approaches to leverage social 

contributors to health were those that authentically 

engaged immigrants as partners and advisers to 

established institutions. These projects pursued peer 

dialogue for mutual learning rather than “needs 

assessment” data collection as the prerequisite for 

organizational and systemic transformation. This required 

openness and flexibility in use of tools and processes as 

well as public spaces where people could work together 

across cultures.  

Contemplating a possible new phase of Healthy Together 

presents a fresh opportunity for the Foundation to consider 

how much to invest in helping health care agencies 

improve their cross-cultural accessibility and competence. 

An alternative could be to concentrate energies on 

those projects and organizations that primarily work 

toward community health from a social determinants 

perspective — those that start with a primary focus on 

social connectedness and immigrant integration and work 

to preserve and enhance health by maximizing those 

wellness factors.

Recommendations for future 
funding and policy work
Through Healthy Together and related efforts, the 

Blue Cross Foundation has earned a reputation as an 

innovative and visionary leader both among nonprofit 

and community practitioners and among foundations 

and policy makers. Healthy Together has been 

distinctive for its support of emerging immigrant-led 

organizations, its thoughtful blending of grants, coaching 

and convening, and its focus on social determinants of 

health. By working statewide in diverse communities 

and encouraging collaboration and creative leadership, 

Healthy Together has fostered synergies and trust 

between key stakeholders bridging immigrant 

integration and community health concerns. 

During an era when the presence of immigrants has 

sparked volatile controversy in Minnesota and the 

nation, Healthy Together has reduced isolation and 

polarization, opened up lines of dialogue, expanded 

mutual understanding, built knowledge about effective 

community-building strategies and strengthened the 

institutions and systems critical to long term integration. 

As pressures to change our health care system to 

close disparities and contain costs have grown more 

intense, and now as our nation begins to implement 

the most sweeping health system policy reform of 

the past 40 years, Healthy Together has strengthened 

many preconditions for health systems change. 

It has encouraged creative partnerships between 

immigrant-led and mainstream organizations, and 

between health care providers and other sectors that 

impact social determinants of health. It has developed 

circle-based peer methodologies for immigrant 

social adjustment and mental health that transfer 

relevant knowledge and strengthen long-term social 

connectedness. Healthy Together has expanded use of 

bi-cultural community health workers as an effective, 

affordable resource for leveraging cultural strengths 

for health and for connecting isolated immigrants to 

relevant mental and physical health services. It has 

strengthened the policy and systemic infrastructure 

that will enable still more effective utilization of 

community health workers in the future. 

These are considerable accomplishments, but we have 

seen that immigrant integration and health systems 
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reform are complex, difficult challenges requiring 

long-term effort. Much of merit has been started 

or accelerated during the past five years of Healthy 

Together. But most Healthy Together projects are still in 

the middle of their long-term arcs of community benefit 

and systems improvement. 

To develop recommendations for future philanthropic 

and policy work by the Blue Cross Foundation and 

other funders and policy makers, the evaluation 

team has carefully considered the results and lessons 

from the past five years of Healthy Together activity. 

Our recommendations have also been shaped by a 

series of reflective deliberations since January 2010 

involving Foundation staff, consultants and partners. 

The national evaluation advisory group helped set the 

national context for Healthy Together and illuminate 

key trends and opportunities relevant to the next 

several years in immigrant integration and community 

health work. Approximately 20 grantee leaders also 

gave input regarding effective strategies and future 

priorities in a discussion of preliminary findings held in 

early June 2010. 

Informed by these analyses and perspectives, we offer 

the following recommendations for future funding and 

policy work.

Some overall priorities

We encourage the Foundation to continue investing 

in innovation at the intersection of immigrant 

integration and community health. This is where 

Healthy Together has made its distinctive contribution, 

and both areas continue to be of vital importance locally 

and nationally. Leveraging the networks, expertise, 

vision and momentum generated since 2005 will enable 

the Foundation to achieve still greater impact in the 

coming years.

Within that frame, the Foundation may want to give 

increased attention to projects squarely focused on 

social determinants of health, rather than on projects 

working for incremental improvements in health care 

access or cultural competence. Projects that strengthen 

the social and community contributors to well-being, 

particularly those that leverage the social connections, 

values, and health-nourishing practices within 

immigrant cultures, may offer more promise for closing 

health disparities and reducing the cost of achieving 

good health outcomes. These projects will more likely 

work through civic and community organizations rather 

than health service agencies as grantees. 

Future Healthy Together grantmaking might prioritize 

further support to high-performing current grantees 

rather than continuously expanding the pool with first-

time grantees. Going deeper and higher with current 

grantees, supporting them to continue and accelerate the 

change processes they have launched already, is a good 

way to make the most of Healthy Together gains to date. 

We recommend the Foundation continue its emphasis 

on developing immigrant-led organizations and 

diversifying the staff of mainstream organizations. 

Changing the composition of community systems 

and civic leadership to take advantage of newcomer 

perspectives and talents and to help systems become 

more reflective of Minnesota’s actual population is long-

haul work that deserves continuation. 

Further alignment of Foundation reporting 

requirements with evaluation coaching would 

accelerate evaluation capacity growth in grantees and 

improve knowledge development. Most grantees are 

highly motivated to produce credible, information-rich 

reports responsive to their funders’ interests. Making 

sure grant report frameworks reflect the goals and 

learning questions of the Foundation’s initiative, 

focusing evaluation coaching to emphasize relevant data 

collection and analysis for those reports, and providing 

feedback regarding Foundation learning and utilization 

from reports filed could turn the reporting process into 

a powerful developmental experience. It would also 

improve the quality of information and support stronger 

initiative-wide learning and planning. 

Future Organization Development work

We agree with organization development coach 

Bob Frawley’s suggestion that future OD support 

be targeted to strengthen existing immigrant-led 

organizations rather than additional start-ups. The 

current network of immigrant-led organizations 

already includes extensive ethnic and geographic 

diversity. Particularly in the current difficult economic 

climate, helping somewhat-experienced organizations 

grow more stable and sustainable can safeguard and 



36      

advance gains in knowledge, skills, networks and 

vision from the past five years. 

Higher attention might be given to strengthening 

immigrant-led organizations in greater Minnesota. There 

are logistical and cost challenges to providing coaching 

across greater distances. But, helping strong immigrant 

leadership emerge in multiple cities and regions is vital 

for statewide progress. 

OD coaching coupled with small grant support was 

highly effective and should be continued as a primary 

approach. We also recommend continuation and possible 

expansion of support for other forms of organization 

development, including:

• Opportunities for staff (especially executive directors) 

to participate in leadership development and 

management training programs 

• Expanded staff and program development efforts that 

intentionally identify and leverage immigrant cultural 

strengths as well increasing knowledge of Western 

mental health concepts

• More intensive peer learning across organizations —  

perhaps through formation of learning clusters. Staff 

and board members of multiple organizations with 

common interests might cluster for a series of joint 

learning sessions. For example, a dozen people from 

three to six organizations might convene for six sessions 

over two years, guided by a skilled learning facilitator. 

• Continued evaluation coaching and capacity building, 

particularly as outlined in the previous section

Future Exchange work

Priority should be given to immigrant integration and 

community improvement projects that feature:

• Strong, blended leadership including immigrants and 

established residents. Ideally leaders will come from 

multiple sectors for maximum community impact, though 

projects may focus primarily on achieving change in a 

single sector (e.g. education, employment, recreation)

• A well-defined strategy for both increasing mutual 

understanding between newcomers and established 

residents and institutions, and eventually moving 

into some public work together. As mentioned 

earlier, projects with intentional strategies for 

both dialogue and joint action tend to generate 

stronger relationships, more skills and more tangible 

community improvements

If future Exchange funding primarily supports further 

work by high performing current grantees, the practice 

of providing a small planning grant prior to a larger 

implementation grant may not be necessary any more. 

Since Exchange projects are the most innovative, 

upstream efforts in the initiative, future work might 

give priority to documentation and evaluation of these 

projects. Accurately capturing how these projects  

build relationships and work toward community 

change goals and resulting organizational changes  

will contribute to knowledge about how to impact 

social determinants of health.

To accelerate learning and development among 

Exchange projects, the Foundation might look for 

additional sources of mentorship, coaching and 

developmental assistance. Policy fellows at the 

Humphrey Institute of Public Affairs, University of 

Minnesota, might be useful advisers on policy and 

systems change. Experienced immigrant integration 

leaders from states such as Illinois, California, 

Tennessee and Massachusetts — known for innovation 

in this arena — might be invited to speak or advise here 

more often. Grantmakers Concerned with Immigrants 

and Refugees may be a useful clearinghouse for such 

expert resources. 

Exchange projects might be especially appropriate 

candidates for a guided peer learning cluster to allow 

sustained exploration of shared learning questions and 

practice challenges relevant to immigrant integration 

and community change. 

Future Mental Health/Social Adjustment work

In the first five years of Healthy Together, Mental 

Health/Social Adjustment projects received the 

largest share of Healthy Together funds — perhaps 

reflecting the Foundation’s traditional network 

of grantee partners. By now the Foundation’s 

community networks may have expanded enough 

that community-focused immigrant integration work 

and capacity building for immigrant-led organizations 

can become the primary targets of Healthy Together 

investments. However, there are aspects of Healthy 
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Together’s Mental Health/Social Adjustment work that 

also could be extended and leveraged.  

Continued development of the community health worker 

system would extend the Foundation’s already strong 

legacy in this arena. Specific areas for further impact 

could include: 

• Expanding reimbursement mechanisms so that more 

organizations can hire CHWs 

• Strengthening training and internship standards to 

nurture cultural competency as well as knowledge of 

health issues and services

• Improving peer networks for professional development, 

career advancement and practitioner influence on this 

emerging field

• Utilizing CHWs to help design more community-centered, 

culturally-rooted strategies for increasing health 

Continued investment in immigrant-led organizations doing 

mental health and social adjustment work, particularly 

those that creatively blend indigenous cultural strengths 

with Western expertise, makes sense. So does further 

support for mainstream organizations to add community 

health workers and otherwise diversify their staff. 

Development and refinement of peer and circle-based 

methodologies, and of mental health screening tools for 

diverse immigrant and refugee populations, also could be 

advanced with further support. 



38      

Appendix A: Healthy Together Grantee Organizations

ORGANIZATION
FUNDING 
STRATEGY

GRANT 
AMOUNT LOCATION ETHNIC FOCUS

Advocates for Human Rights EX $20,000 Minneapolis Multiple 

African Aid OD $10,000 Minneapolis African

African & American Friendship Association OD $10,000 St. Paul African

African Assistance Program EX $50,000 Brooklyn Center African

American Oromo Community of Minnesota OD $10,000 St. Paul African

Anywaa Community Association OD $10,000 Minneapolis African

Bloomington Public Health EX $50,000 Bloomington Multiple

Bosnian Women’s Network MH $70,000 Columbia Heights Eastern European

Center for Asians and Pacific Islanders (CAPI) MH & OD $99,000 Minneapolis SE Asian

Center for Victims of Torture (CVT) MH $90,000 Minneapolis African

Centro Campesino ALL 3 $150,000 Owatonna Latino

Centro Legal OD $10,000 St. Paul Latino

City of Blackduck EX $50,000 Blackduck Latino 

City of Bloomington EX $50,000 Bloomington Multiple 

Coalition of African Community Services MH $10,000 Willmar African

Comunidades Latinas Unidas En Servico (CLUES) MH $100,000 St. Paul Latino

Community Assistance for Refugees (CAR) MH & OD $45,000 Mankato Multiple 

Community-University Health Care Center (CUHCC) MH $70,000 Minneapolis SE Asian

Confederation of Somali Communities MH $50,000 Minneapolis African

Create CommUNITY/Central Minnesota Community Foundation EX $60,000 St. Cloud Multiple

Deaf Community Health Worker Project MH $48,000 Minneapolis Multiple 

Eastern European Medical Society OD $10,000 Minneapolis Eastern European

Family & Children’s Services EX & MH $60,000 Minneapolis Multiple 

Faribault Diversity Coalition EX $150,000 Faribault Multiple 

Greater Minneapolis Council of Churches EX $90,000 Minneapolis African

Healthcare Education Industry Partnership (HEIP)/
Minnesota State University, Mankato

MH $10,000 Mankato Multiple 

Hennepin County Health & Human Services EX $10,000 Minneapolis Multiple 

Hmong 18 Council OD $5,000 St. Paul SE Asian

Hmong American Family, Inc. OD $20,000 St. Paul SE Asian

Hmong American Partnership (HAP) MH $150,000 St. Paul SE Asian

Hmong Cultural Center EX $10,000 St. Paul Multiple 

Hope International Health & Social Services OD $10,000 St. Paul African

Iftiin/Lutheran Social Service MH & OD $70,000 Marshall African

Intercultural Communities Uniting (ICU)/St. John Lutheran Home EX $100,000 Springfield Multiple 

Intercultural Mutual Assistance Association (IMAA) MH & OD $110,000 Rochester Multiple 

Intermedia Arts of Minnesota EX $110,000 Minneapolis Multiple 

ISAIAH EX $30,000 St. Paul Multiple 

Jewish Community Action (JCA) EX $85,000 St. Paul Multiple

Korean Service Center MH $50,000 Minneapolis African

La Escuelita OD $10,000 Minneapolis Latino

La Familia Guidance Center MH $190,000 St. Paul Latino
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ORGANIZATION
FUNDING 
STRATEGY

GRANT 
AMOUNT LOCATION ETHNIC FOCUS

Lao Advancement Organization of Minnesota OD $10,000 Minneapolis SE Asian

Lao Assistance Center of Minnesota MH $80,000 Minneapolis SE Asian

Leadership, Empowerment and Development Group (LEAD) EX $10,000 Minneapolis African 

Liberian Women’s Initiative of Minnesota OD $5,000 Brooklyn Park African

Lutheran Social Service of Pelican Rapids EX $25,000 Pelican Rapids Latino

Madelia Community Hospital MH $10,000 Madelia Latino

Main Street Project EX $110,000 Minneapolis/ 
Moorhead

Multiple

Mayo Clinic MH $50,000 Rochester African

Mental Health Collective MH $130,000 Minneapolis Latino

Minnesota African Women’s Association (MAWA) OD $10,000 Minneapolis African

Minnesota Council of Churches EX & MH $100,000 Minneapolis Multiple

Minnesota Directors’ Forum EX & OD $10,000 St. Paul SE Asian 

Minnesota Immigrant Freedom Network (MIFN) EX & OD $101,000 St. Paul Multiple

Mujeres Unidas EX & OD $10,000 Moorhead Latino

Neighborhood House EX $80,000 St. Paul Multiple

National Conference of State Legislatures EX $110,000 D.C. Multiple 

Northwest Resources for Families EX & MH $45,000 Maple Grove African

Open Cities Health Center MH $90,000 St. Paul SE Asian

Open Door Health Center MH $10,000 Mankato Multiple 

Oromo Community of Minnesota OD $10,000 Minneapolis African

Pillsbury United Communities (PUC) MH $120,000 Mps African

Portico Healthnet MH $55,000 St. Paul Latino

Project FINE MH $70,000 Winona Multiple 

Riverview Place MH $45,000 Pelican Rapids Multiple 

Somali American Self Development Organization (SASDO) EX $90,000 Owatonna African 

Slavic Community Center OD $10,000 St. Paul Eastern European

Somali Action Alliance OD $5,000 Minneapolis African

St. David’s Center for Child and Family Development MH $70,000 Minneapolis Multiple 

Sub-Saharan African Youth & Family Services OD $5,000 St. Paul African

UMOJA Society OD $10,000 Cottage Grove African

Understanding the Need for Interfaith Intercultural 
Togetherness and Education (UNIITE)

EX & OD $66,000 St. Cloud Multiple 

United Cambodian Association of Minnesota (UCAM) ALL 3 $70,000 St. Paul SE Asian

Upper Midwest Community Policing Institute EX $60,000 Woodbury SE Asian

Vietnamese Social Services of Minnesota MH $50,000 St. Paul SE Asian

Welcome Center, Inc. OD $10,000 Austin Multiple

Wellshare International (Formerly Minnesota  
International Health Volunteers)

EX $20,000 Minneapolis Multiple

Western Mental Health Center, Inc MH $130,000 Marshall Multiple 

West Side Community Health Services EX $10,000 St. Paul Multiple

Wilder Foundation MH $150,000 St. Paul SE Asian

Willmar Area Multicultural Market (WAMM)/ 
Heartland Community Action Agency

EX $110,000 Willmar Multiple

Women’s Initiative for Self Empowerment (WISE) MH $25,000 St. Paul Multiple 

YWCA - Mankato EX $130,000 Mankato Multiple 
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This Organization Development Assessment was created by the Blue Cross and Blue Shield of Minnesota Foundation for 

immigrant-led organization development grantees to: (1) Familiarize organizational leaders with the many aspects of 

operating an accountable, transparent and high functioning nonprofit agency; and (2) Serve as a tool to: (a) benchmark 

your agency’s current status, (b) determine priority areas for further development, and over time, (c) demonstrate progress 

through the accomplishment of certain standards. This tool lists 100 standards that are organized under eight different 

organization development areas (e.g. governance; budgeting and revenue development; financial management and 

reporting; etc). 

Included in the 100 standards are 27 “accountability standards” (in bold type) that have been established by the 

Charities Review Council, a nonprofit agency helping Minnesota donors make informed giving decisions. As part of 

its mission, the Charities Review Council has created an Accountability Wizard for nonprofits (accessed through their 

website at www.smartgivers.org). Agencies that are able to demonstrate compliance to each of the Charities Review 

Council standards are deemed accountable to donors and the general public, and can earn a “Meets Standards” seal. 

Grantees are encouraged to work toward obtaining the “Meets Standards” seal.

This tool is most useful when executive staff and board members spend 90 minutes together reviewing and coming 

to consensus on either “yes” or “no” responses under the guidance of an organization development consultant. A “yes” 

response means that you have proof that the standard is met. Blue Cross and Blue Shield of Minnesota Foundation 

understands nonprofit organizations are at various stages of development. While the Foundation does not expect its 

organization development grantees to achieve all 100 standards, it is our hope that grantees will be able to demonstrate 

progress toward achieving some of these standards during the grant period.

At the conclusion of the grant period, grantees are expected to submit a report to the Foundation that outlines their “pre-

score” (from initial assessment) and their “post-score” (conducted 9-11 months after the initial assessment and involving 

the same executive staff and board members that participated in the initial assessment).

Organization name

Names of staff 
participating in 

assessment

Names of 
board members 
participating in 

assessment
Date assessment 

completed

Appendix B: Organization Development Assessment Tool
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Yes No Comments

A. Governance

1. The agency executive director has a clear understanding of the board’s governing role.

2. New board members are properly orientated to the organization (the executive director is 
able to articulate the board orientation process).

3. All board members have a clear understanding of their governing roles and responsibilities.

4. The agency executive director consults with the board chair in preparing board meeting 
agendas.

5. Board members receive meeting agendas and appropriate background information in 
advance of scheduled board meetings.

6. Governing document review: The board is familiar with and follows our bylaws. The board 
reviews the bylaws and other governing documents at least once every three years.

7. Conflict of interest policy: We have documented proof that board members and staff adhere 
to a conflict of interest policy.

8. Board meetings: The board meets at least 4 times per fiscal year with a quorum, and 
maintains written minutes for each board meeting and each meeting of any committee (with 
authority to act on behalf of the board).

9. We have written job descriptions for board members and board officers.

10. Board membership includes women, men, multiple cultural communities, and expertise 
in several areas including accounting, legal, human resources, strategic planning, evaluation, 
and/or marketing.

11. Diversity and inclusivity: A written assessment: (1) identifies the community and 
constituents served by the agency; (2) evaluates whether the composition of the organization 
(board, staff, volunteers, donors, vendors, partners) reflects the diversity of the community it 
serves; and (3) establishes goals/strategies for ongoing improvement.

12. We have board officers (chair, treasurer, secretary, etc) that are clear about their role and 
fulfill their functions.

13. We have operating committees of the board that are currently functioning (ex: finance 
committee; HR committee; fundraising committee).

14. We have attendance policies/expectations in place for board members who (for instance) 
miss three consecutive meetings.

15. The board is knowledgeable about current activities and programs of the organization.

16. The board has a clear understanding of the organization’s fundraising strategy and where 
funds come from.

17. Board members participate in fundraising activities and/or make financial contributions to 
the organization.

18. Monitoring mission and strategy: At least once a year, board members review the 
agency’s mission and supporting strategies (to insure that resources are used responsibly and 
strategies are consistent with accomplishing its mission).

19. Chief executive assessment and compensation: The board annually sets performance 
goals with the executive director and conducts an annual evaluation against these goals. 
Further, the board obtains and reviews compensation data for comparable positions and 
considers whether the compensation is reasonable. Only individuals free of a conflict of 
interest in the compensation decision may participate. The compensation deliberations are 
documented in meeting minutes.

20. Board orientation and assessment: In addition to providing an orientation to new board 
members within the first year of initial election to the board, the board annually assesses it 
effectiveness and capacity to govern.

21. Voluntary board service: The agency does not compensate board members for board 
service other than reimbursement of reasonable expenses directly related to their board 
service.

22. Separation of roles: Not more than one voting member of the board is a paid staff person 
of the organization, and that no paid staff person serves as the board chair, and no board 
member serves as both board chair and treasurer simultaneously.

Place an X in either the Yes or No column.
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23. Board length of service: We have documented proof that no elected member of the 
governing board serves for more than five years without standing for re-election. The agency’s 
bylaws set a certain number of consecutive terms that can be held by a board member or 
provide for a limit on the number of consecutive years served.

24. Legal compliance: For the past three years (including this year), the agency has not 
violated any federal or state laws.

B. Budgeting and Revenue Development 

1. The executive director has experience in creating realistic budgets.

2. The executive director is able to estimate agency expenditures for the next three months 
with relative ease.

3. The agency’s current fiscal year organizational budget is based on a majority of committed 
versus “hoped for”/uncommitted revenue. The executive director is able to determine the 
specific source, amount and month that budgeted funds will be received. 

4. The agency is likely to achieve its fiscal year budget (budget versus actual).

5. The agency has multiple program budgets that roll up to an organizational budget. The 
agency has also developed formulas (ex: per FTE employee) for allocating certain costs across 
all programs.

6. The agency has secured other grants/contracts during this fiscal year (other than 
Foundation funding).

7. There are at least three months of operating cash in the bank (ex: agency averages $8,000 in 
monthly expenses and has at least $24,000 in the bank).

8. The agency has a detailed “revenue development plan” that outlines when and where the 
agency will seek funding over the next six months.

9. The agency is currently able to produce well developed proposals to potential funders by 
deadlines.

10. The agency has at least three proposals currently in pending status.

11. Soliciting practices: Solicitors who are not employees or volunteers of the agency: (1) 
identify themselves as professional fundraisers; and (2) upon request, provide the name and 
address of their employer or contractor.

C. Financial Management and Reporting

1. The executive director understands how to read and interpret financial statements and 
balance sheets.

2. The agency employs or contracts with a book-keeper/accountant.

3. The agency is able to generate financial reports (showing actual against budget) on a 
monthly basis.

4. The organization has instituted financial controls (ex: check writing authority limits, who 
receives cash and who deposits cash, etc.).

5. Organization cash flow is evaluated on a quarterly basis.

6. Board fiduciary oversight: The board approves an operating budget prior to the beginning 
of each fiscal year and receives financial reports at least quarterly (comparing actual to 
budgeted revenue and expenses).

7. The board has established investment policies for the organization.

8. The organization has an appropriate amount of liability insurance.

9. If there are multiple programs, the agency is generating multiple financial reports (one per 
program plus an organization roll-up).

10. The agency has been audited by a government contractor.

11. Balanced reserves: Unrestricted net assets (for current use) are not more than three times 
the current or next year’s budgeted operating expenses.

12. Federal tax filing review: The board conducts a timely review of the complete IRS Form 
990 and all attachments.

13. Financial transparency: The agency is independently audited and receives an unqualified 
opinion (required at $750,000).

Yes No Comments
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Yes No Comments

14. Public information and annual reporting: We have filed Form 990 for the last three 
years and created an annual report that includes the following six components: (1) mission 
statement; (2) board roster; (3) annual financial statement; (4) summary of three primary costs 
including: (a) program, (b) administration, and (c) fundraising; (5) description of programs, 
activities and accomplishments; and (6) description of population and geographic area served.

15. Use of funds: At least 65 percent of the non-profit’s three-year average annual expenses are 
used to directly support programming (ideal is 70-90 percent). On an annual basis the board 
monitors this ratio and if necessary, develops a plan to address any shortage of investment in 
programs, infrastructure or administrative capacity.

16. Financial health: The organization: (1) has a gain in unrestricted net assets at least once in 
the three most recently completed fiscal years; and (2) has a positive balance of unrestricted 
assets (for current use) at the end of the most recently completed fiscal year.

17. Whistleblower policy: The agency maintains a written policy and communicates 
procedures for the reporting and investigation of complaints about perceived or possible 
illegalities, questionable practices or policy violations. The policy provides for the 
confidentiality of the individual who reports the complaint and protects him/her from 
retaliation by the organization.

18. Document retention policy: The agency maintains a written policy describing the 
retention and destruction requirements for its key governing, legal audit and financial 
documents.

19. Prohibition of loans: The agency neither provides loans or loan guarantees nor relieves a 
debt or lease obligation for its directors or officers.

20. Travel and entertainment reimbursement policy: The agency maintains a board and staff 
policy that describes acceptable travel and entertainment expenses, sets reasonable limits, 
and sets procedures for reimbursement.

D. Service Capability and Impact

1. The agency has a clearly articulated strategy for recruiting clients into programs.

2. The agency is on target in serving the number of people as outlined in funding agreements.

3. Each program (if there are multiple programs) has clearly articulated and realistic outcomes. 
Agency programs are on track to achieve at least 90 percent of projected outcomes.

4. The executive director periodically reports agency program strengths and weaknesses to 
board members.

5. Direct service staff have sufficient training and experience to accomplish program outcomes 
with the target population.

6. The agency invests resources into professional staff development. 

7. Agency staff are culturally competent - able to demonstrate effective service delivery 
beyond ones own cultural community.

8. The agency has developed a certain level of expertise in one or more program areas in 
relation to peer organizations. If yes, please describe.

9. Direct staff receive consistent quality supervision (concrete ideas and strategies to achieve 
outcomes, support, coaching, direction, delegation, accountability, etc).

E. Human Resources

1. The executive director is able to articulate the agency’s hiring process (from advertising to 
interviewing to offering a position).

2. The agency has up-to-date written job descriptions for each position that clarify key 
responsibilities and requirements.

3. The agency has a policy pertaining to the hiring and/or supervision of family members or 
relatives.

4. The agency regularly utilizes volunteers.

5. The agency has a system in place for tracking volunteers and volunteer hours.

6. The agency has payroll systems in place - taxes are deducted and paid and employer paid 
FICA, workers comp and unemployment insurance is paid.

7. If the agency provides mileage reimbursement to staff; there is a system in place to justify 
reimbursement amount.
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Yes No Comments

8. When necessary, the agency contracts with individuals and utilizes a template contract (that 
is product/outcome orientated).

9. The agency reports contract payments to the IRS.

10. The agency has a written grievance procedure for both staff and clients.

11. The agency has an employee handbook/personnel policies that has been reviewed and 
approved by the board.

12. The agency has an employee performance review system.

13. The agency conducts annual performance reviews on all employees.

14. The agency has a written and board approved justification for employee salary increases.

15. The agency provides employee benefits (health, dental, retirement, etc).

16. The agency conducts a survey of similar sized nonprofit organizations to determine where 
it falls in relation to staff compensation and benefits. 

F. Grant Management

1. The executive director (or designated staff person) has a file on each grant/contract and 
can readily identify grant contact people, funded outcomes and reporting deadlines for each 
grant/contract.

2. At a minimum, each quarter the agency reviews all grants/contracts to determine financial 
and service delivery performance.

3. The agency has experience in submitting narrative and financial reports to funders (to close 
grant agreements).

4. The agency has a system in place to collect service/outcome data from staff on a regular basis.

5. At least once a week, staff document service activities and client outcomes.

6. The agency has a centralized database of all people served.

7. Impact on the community: In the past 12 months we have produced an Annual Report 
(or other communication available to donors) that provides specific objective information, 
accomplishments in the previous year (in relation to our mission) and organizational goals for 
the current year.

G. Strategic Alliances

1. The executive director is familiar with all similar local organizations.

2. The executive director can identify at least three organizations that refer clients to the agency.

3. The agency is currently involved in a partnership or collaboration.

4. The agency has developed at least one written memo of understanding or sub-contracting 
agreement to clarify the roles and responsibilities of partnering agencies, as well as the flow of 
any shared funds.

5. The executive director has access to other executive directors for further learning and support.

6. The agency has completed a strategic planning process in the past two years.

D. Communication and Publication

1. The agency has at least one up-to-date brochure that summarizes the agency’s mission and 
primary activities.

2. The agency’s mission is clearly articulated (in writing) to the broader community and the 
activities of the organization are aligned with the mission.

3. The agency has a website.

4. The agency has published and disseminated an annual report in the past 12 months (see 
C14 for annual report content).

5. The agency has a written marketing strategy.

6. Fundraising disclosures: Solicitation materials (print, e-mail and electronic) identify the 
agency and clearly describe the purpose or programs that contributed funds will be used. The 
donor also is provided with the agency’s address or phone number.

7. Donor financial information security: The agency provides a secure environment for 
collecting donations and maintains internal controls governing the safekeeping of all 
confidential donor financial and personal information.
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Total Number Total YES Total NO

A. Governance 24

B. Budgeting & Revenue Development 11

C. Financial Management & Reporting 20

D. Service Capability & Impact 9

E. Human Resources 16

F. Grant Management 7

G. Strategic Alliances 6

H. Communication and Publication 7

TOTAL 100

Charities Review Council Standards (those in bold)

Standards 27

Summary of Assessment

Organization Development Area 
(Governance, Budgeting & Revenue Development,  
Financial Management & Reporting, etc.)

High 
Priority #

High 
Priority #

High 
Priority #

High 
Priority #

High 
Priority #

Priority Areas to Address

Choose a maximum of two organization development areas (e.g. A-H above) and list up to five “high priority” standards (by 

listing the numbers that correspond with the standard). 
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In collaborative, participatory evaluation as practiced by Touchstone Center for Collaborative Inquiry, program operators 

and participants are involved in the process of evaluation. They are not simply objects of study; nor are they simply 

audiences that receive evaluation reports. Instead, they are actively engaged in all stages of the evaluation process from 

setting the purpose and focus, through designing and selecting data collection instruments, collecting data, analyzing and 

interpreting data to produce findings, and utilizing findings. 

Touchstone emphasizes collaborative, participatory approaches because we have found that people learn through 

the process of evaluation as well as from the findings produced. Engagement in evaluation design, data collection and 

interpretation helps build capacity. It fosters a culture of learning in which questions can be asked, assumptions surfaced 

and tested, skills built, and critical reflection can occur. In addition, engagement in the evaluation process helps ensure 

that evaluation findings are used, that evaluation is focused on the most relevant questions, and that the evaluation is 

conducted in ways that can help advance rather than disrupt the work. 

Further information on collaborative, participatory evaluation is available from the following websites: 

http://www.leadershiplearning.org/pools/evaluation/html/participat_eval.htm 

http://www.people.cornell.edu/pages/alr26/parEval.html 

http://www.grantcraft.org/index.cfm?fuseaction=Page.viewPage&pageID=619 

Appendix C: Collaborative and Participatory Evaluation
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1. Project Leader/Participant Interview guide
I. Introduction

The Blue Cross and Blue Shield of Minnesota Foundation has asked Touchstone to tell the story of the Healthy Together 

initiative. We know that much has been learned over the years of the initiative. We’ve identified some common themes 

project leaders have reported on, and we are talking again with some of the project leaders to understand your experiences 

more fully. Thank you very much for agreeing to speak with me. 

 A. Tell me a little about your organization and the immigrant groups you work with.

• What are the immigrant-related issues your organization addresses?

• Did this project bring any changes to your organization? (expanding the scope of work, hiring new employees, increasing 

the number of clients served, providing new services, building new partnerships/networks)

B. How would you describe your project?

• What were the goals?

• What outcomes were achieved?

• Were there surprises or disappointments along the way (project evolution)?

Note to interviewer: This is an opportunity to ask for any missing information from the report or to clarify questions we might have from our review.

II. Exploration of Three Funding Strategies

A. Mental health/social adjustment promotion

Foundation desired outcomes:

Increased access to culturally and linguistically appropriate mental health services for immigrants of all ages 

Increased resources to foster the healthy social adjustment of new immigrants through the use of CHWs 

Prevention and early detection of mental health and social adjustment problems, especially through  

community-level programs 

• We’ve seen through the Healthy Together experiences that different cultural groups understand mental health and 

illness differently. How do the groups you work with view it? 

• What approaches have you used to address mental health issues with your constituency?

• Where are the challenges? What seems to work?

• Do you use protocols or assessment tools that seem to work well in screening or assessing problems?

• What has your organization learned about what works to improve cultural competence among staff and administrators?

• Have you been able to combine western approaches with traditional healing methods? (Examples)

• Thinking back on the experiences of your project, what advice do you have for others doing similar work?

Appendix D:  Evaluation Instruments Used for this Report
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B. Organization capacity building

Foundation desired outcomes:

Strong organizations that serve as “bridging” institutions between immigrants and the larger community, including 

partnerships with other organizations to maximize program effectiveness and efficiency 

Increased capacity at the governance, management and/or program staff level to engage the immigrant community, 

partner with other organizations and to sustain programs and operations over time 

New or expanded focus on immigrant health

• What activities most helped to strengthen your organization?

• What advances did you make during the time of the HT grant?

• What challenges remain?

• Did your organization affiliate with other groups to help with space, office resources, funding, grant writing? What were 

the results?

• Did your organization form any type of mentoring relationship with other organizations? How did this work? 

• Did your organization work with capacity building groups like MAP to assist with strategic planning, infrastructure and 

systems development? How did this go?

• Thinking back on the experiences of your project, what advice do you have for others doing similar work?

C. Exchange and engagement

Foundation desired outcomes:

New or expanded relationship(s) between immigrants and established residents and institutions 

Increased capacity (knowledge, skills, commitment, relationships) on the part of grantees, their participants and 

partners to identify and work toward common goals across cultures and ethnic groups 

Visible community improvements, physical or systemic, resulting from exchange projects 

An intentionally more cohesive community of newcomers and long-time Minnesotans that is sustainable over time

• What changes have you seen as a result of your HT work?

- Among individuals? (examples of both bonding and bridging relationships)

- Within or among organizations? (examples of new or strengthened partnerships or changed approaches)

- Changes within the community? (examples of physical improvements or other public work contributions such as new 

inclusive events, changed policies, new spaces for dialog, etc.)

• What strategies did you find most effective in helping people to cross cultural lines? 

• What strategies seemed to work well to engage the community in identifying and/or solving problems?

• What challenges did your group encounter? How were these resolved?

• What have you found that helps newcomers develop leadership skills?

• Thinking back on the experiences of your project, what advice do you have for others doing similar work?
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III. Exploration of Themes

We know there has been substantial collective learning about social adjustment and integration of new immigrants 

through Healthy Together projects. I’d like to hear your reflections on several themes. (Interviewer selects question 

areas as appropriate. Encourage the sharing of stories).

A. Individual skill development

• What kinds of new skills did individuals involved in your program develop?

• What activities or strategies were most effective in skills building?

• What new knowledge did people gain through your project’s activities? (Examples)

• How was the new learning applied? What was different because people developed new skills or knowledge?

B. Partnerships and network building

• What new partnerships or networks did your organization develop?

• What were these partners/networks able to accomplish?

• Some new partnerships were created between large mainstream organizations and smaller immigrant led  

non-profits. Are there lessons from your work that can help us understand both the challenges and strategies  

to make this successful? 

- What were the motivations (interests) of organizations to form the partnership/network?

- If your project built bridges between immigrant and mainstream organizations, what did you learn about  

this process?

- Where were the challenges in collaborating with diverse groups? How did the partnership/network resolve them?

- What structures or processes seemed to work well (communication, decision-making, budgeting, etc.)? 

- Did (how did) your organization benefit from the partnership (new knowledge, programs, practices, staff,  

new clients, etc.)?

- What resources were shared?

- How do you think the partnership/network contributed to social adjustment of new immigrants?

C. Community building strategies 

• What do you see as the benefits in promoting mutual assistance within immigrant communities?

• What kinds of assistance do people offer each other?

• Where are the challenges in promoting peer support?

• What approaches does your organization use to promote peer support?

• What contributions have immigrant members made to strengthen your community?

• What helped to engage established residents in community building efforts? What do established residents contribute?

• What challenges have you encountered? Have (how have) they resolved?

• What benefits have resulted from your efforts? Did you discover particular processes or approaches that worked?
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• Have your experiences led to any changes in professional practices or organizational structures?

• What insights can you pass on about building bridges across cultures? 

Some communities in the HT cohort have experienced divisive incidents that polarized the community  

(follow up if appropriate)

• What occurred in your community?

• What strategies were used to counter the negativity? What seemed to work to build bridges, change perceptions?

• Has (how has) the issue been resolved? What is the impact?

• What lessons do people draw from this experience?

D. Community health workers 

• We want to learn more about the role of the CHW. What were the CHW roles in your organization? Was the CHW a new 

addition to your organization? Was this a full or part-time position?

• What level of education or training is expected at your organization?

• What do you see as the strengths of this model (improving cultural competencies)?

• Where are the challenges in using a CHW? How were/or might they be resolved?

• If Minnesota were to further develop a CHW system for training and employment, what are the priorities? What advice 

would you offer based on your experiences? 

E. Public policy and systems infrastructure 

• Tell me about the work your group has done to shape policy/build systems infrastructure?

• What are the most important priorities?

• What partnerships have been useful to your work?

• What outcomes are you aiming for?

• What do you see as next steps?

• What are you learning about effective processes for policy work/systems work?

CLOSURE

• Are you willing to connect us with one of constituents we could talk with? (We would ask the organization to contact the 

person first for permission.)

THANK YOU FOR YOUR INSIGHTS AND YOUR TIME.
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2. Short Survey Of Civic Leaders/Influencers
(In select Greater Minnesota cities where Healthy Together work has occurred.)

(Introduction: Explain that you’re calling on behalf of the Healthy Together evaluation. Give a brief review of the Healthy 

Together projects and organizations in that city. Explain that we are surveying a few civic leaders in selected Greater 

Minnesota cities regarding their perceptions of any impact of the Healthy Together work in their city. Assure respondent 

that their views will be kept confidential and only shared in aggregate and anonymously.)

Please indicate whether you Strongly Disagree, Disagree, Agree, or Strongly Agree with each of the following statements 

about the possible impact of the Healthy Together work in your city. 

The Healthy Together work resulted in:

Strongly 
disagree

1

Disagree 

2

Agree 

3

Strongly 
agree

4

Don’t 
know

1. Better community-wide planning to address immigrant integration and 
overall safety, health and well-being of the community. 

(e.g. planning for the whole of the community, with newcomers and 
longtime residents joining together in this planning)

Example to explain your viewpoint?

2. New steps to reduce language barriers, promote English proficiency, and 
facilitate education for newcomers.

(e.g. English classes, school system adjustments)

Example to explain your viewpoint?

3. Programs or practice shifts to address newcomers’ health, well-being or 
economic mobility. 

(e.g. training opportunities, living-wage jobs, support for entrepreneurship;  
culturally and linguistically accessible assistance with health, housing, 
transportation)

Example to explain your viewpoint?

4. Shifts in laws or policies to improve equal treatment and cooperation.

(e.g. police don’t query re: immigration status; legal assistance for fair 
housing and employment treatment)

Example to explain your viewpoint?

5. Expanded social and cultural interaction between new and established 
residents.

(e.g. participation in events, festivals, gardens, community centers, 
recreation leagues; evidence of expanded trust, mutual understanding)

Example to explain your viewpoint?

6. Increased civic participation by newcomers in local community concerns.

(e.g. invited to/ serving on committees and task forces; newcomers 
organizing and bringing forward ideas for community improvement)

Example to explain your viewpoint?
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The Advocates for Human Rights 

Colleen Beebe, Executive Director

Bosnian Women’s Network 

Emina Peltjo, Executive Director 

Bloomington Public Health Department

Eileen O’Connell, Health Promotion and  
Planning Manager 

Center for Asian and Pacific Islanders

Soua Lor, Hmong School Navigator 

Student Group:  

Dundee Xiong, Senior  

Anna Vang, Junior 

Toua Yang, Sophomore 

Dou Her, Senior

Centro Campesino

Gloria Contreras, Health Promoter Coordinator 

Federico, Promotor 

Barbara, Promotora 

Antonio, Constituent

Center for Victims of Torture

Belma Demirovic, Development Officer and 
Project Specialist 

Create CommUNITY 

Hedy Tripp, Consultant for Create CommUNITY 

Eunice Adjei, Create CommUNITY Administrator

Mayuli Bales, Coordinator of Casa Guadalupe’s 
Latinameka program in Cold Spring 

Fartun Hussein, Omeka Coordinator and Director  
of Somali Salvation 

Lydia White, Omeka participant

Bah Aissaton, Omeka participant 

Rosy Hencias, Latinameka participant 

Deaf Community Health Worker Project

Nancy Meyers, Program Development and  
Research Specialist 

Faribault Diversity Coalition – Welcome Center 

Bob Kell, Director of the Welcome Center 

Greater Minneapolis Council of Churches/
Center for Families

Sara Nelson-Pallmeyer, Executive Director 

Edmund Ocansey, Director of Programs 

Dr. Richard Ony, President of the Nigerian Organization 
and Education Consultant14  

Dr. Jonathan Rose, President of Sierra Leone Organization15 

Healthcare Education Industry Partnership

Anne Willaert, Executive Director

Hennepin County Human Services and Public 
Health Department 

Neisha Reynolds, Senior Health Promotion Specialist 

Gayle Geber, Principal Planning Analyst

Intercultural Communities Uniting

John Wallace, Project Coordinator 

Terri Holman, Project Coordinator

Main Street Project

Stephen Renderos, Media Justice Organizer 

Duke Schempp, Executive Director of the People Escaping 
Poverty Project in Fargo/Moorhead (grant partner)

Minnesota African Women’s Association

Melissa Nambangi, Executive Director

Northwest Resources for Families

Jonette Zuercher, Project Coordinator  

Suzette Erikson, Crest View Elementary School Principal  

Randolph Cooper, Cultural Liaison at Crest View, member 
of the Liberian community 

Michelle Quick, Music Teacher Crest View 

Justin Attipou, Parent participant in the School Citizen 
Action Group 

Lamin Kamada, Parent participant in the School Citizen 
Action Group 

Appendix E: Persons Interviewed for this Report

14 Member of the African Coalition which shares virtual office space at the Center for Families facility in Minneapolis.

15 Member of the African Coalition which shares virtual office space at the Center for Families facility in Minneapolis
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Hassan Kamara Parent participant in the School Citizen 
Action Group

Oromo Community of Minnesota

Alemayehu Baissa, Executive Director

Project FINE

Fatima Said, Executive Director 

Katie Van Eijl, Program Director 

Chong Sher Vang, Operations Manager

West Side Community Health Services/ 
SoLaHmo Institute

Dr. Kathie Culhane-Pera, Associate Medical Director 

Shannon Pergament, Project Manager Consultant 

Kadre Warsame, SoLaHmo Steering Committee Member 

Sarho Abdullahi, SoLaHmo Steering Committee Member 

Luis Ortega, SoLaHmo Steering Committee Member 

Milkow Hang, Community Program Assistant for 
Working Women’s Health (U of M)

United Cambodian Association of Minnesota

Yorn Yan, Executive Director

Vietnamese Social Services

Yen Pham, Executive Director 

Dung Ngoc Pham, Health Program Manager 

Ka Too, Karen Program Manager

Wellshare International

Diana DuBois, Executive Director

Western Mental Health Center

Sarah Ackerman, Executive Director 

Tammy Dale, Adult Services Program Coordinator

Wilder Foundation

Tony Yang, Director of Southeast Asian Services

YWCA Mankato

Ann Ganey, Executive Director 

Edell Fiedler, Walking in Two Worlds (W2W) Program 
Coordinator 

Gladys Frydendhall, YWCA board member and former 
W2W participant

Community/institutional leaders interviewed in 

Greater Minnesota cities: 

Kymn Anderson, Faribault Chamber of Commerce 

President

Bess Cass, Attorney and member of the Steele County 

United Way Board of Directors 

Noreen Dunnells, President and CEO of United Way 

Central Minnesota (and Board Member of Create 

CommUNITY)

Evelina Giobbe, President of the Steele County United 

Way (Owatonna)

Marcia Morris-Beck, Executive Director of the Faribault 

United Way

Ana Thil, Executive Director of the Mankato Convention 

and Visitors Bureau and former United Way Executive

Ken Warner, President of Willmar Lakes Area Chamber  

of Commerce
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Louise Clyde 

Blue Cross and Blue Shield of Minnesota,  

Behavioral Health

Kathy Fennelly, Ph.D. 

Professor of Public Affairs at the Humphrey Institute of 

Public Affairs (U of M)

Jose Gonzalez 

Director of the Office of Minority and Multicultural 

Health at the Minnesota Department of Health

Sandy Jacobsen 

Consultant for the Resilient Organizations Fund

Craig McGarvey 

Independent Philanthropic Consultant; former co-chair 

of the board of Grantmakers Concerned with Immigrants 

and Refugees (GCIR) and the Education Committee of 

Northern California Grantmakers

Larke Nahme Huang, Ph.D. 

Licensed clinical-community psychologist; Senior Advisor 

on Children to the Administrator of the Substance Abuse 

and Mental Health Services Administration at the United 

States Department of Health and Human Services

Wendy Yallowitz 

Program Officer for the Robert Wood Johnson Foundation

Rick Ybarra 

Program Officer for the Hogg Foundation for Mental 

Health at the University of Texas, Austin

Appendix F: Evaluation Advisory Group Members, 2010
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MHSA Section A

1. Have you ever received mental health services in the past? Yes* No *If answer is “yes” please 
specify when:    

_______________________

2. Have you ever taken medication for depression, anxiety, or any other mental 
health condition?

Yes* No *If answer is “yes” please 
specify when and for what 
mental condition:    

_______________________

3. Does anyone in your family suffer from a diagnosed mental illness/mental health 
condition such as depression or anxiety?

Yes* No *If answer is “yes” please 
specify who and what mental 
health condition:   

_______________________

4. Do you often feel fatigue/lack of energy for no apparent reason? Yes* No

5. Do you have concerns about getting adequate sleep? Yes* No

6. Have you felt hopeless in the past few months? Yes* No

7. Do you feel you would benefit from talking to somebody about these issues? Yes* No Why?

_______________________

* If the client answered “yes” to more than 1 question in this section, he/she might benefit from a referral for mental health services

MHSA Section B

1. Have you experienced any major life changes in the past two years?

          _____     Separation/Divorce/Severe relationship difficulties
           _____    Abuse or Family violence
          _____     Extreme difficulties with Children’s behavior or academics
          _____     Loss of a relative/close friend
          _____     Separation from family of origin
           _____    Stressful work schedule
          _____     Stress related to financial situation
          _____     Immigration/Leaving country of origin
          _____     Other* Please specify: __________________________________________________________

2. Have you ever seen a priest, shaman, or utilized naturist/homeopathic medicine for concerns related to your 
mood (panic attacks, excessive nervousness, extreme sadness)?

Yes* No

3. Have you ever had concerns about your health but a medical examination determined you have no medical 
condition?

Yes* No

4. Do you feel emotionally supported by your family or immediate support group system? Yes* No

5. Do you feel you would benefit from talking to somebody about these issues? Yes* No

*If client answered “yes” to more than one question in this section,  he/she might be in need of a referral for culturally competent mental health services

Appendix G: Mental Health Screening Tools

1. Portico Healthnet’s Mental Health Services Assessment (MHSA) 
This tool, developed by CLUES (Comunidades Latinas Unidas En Servicio), is used by Portico Healthnet as a secondary 

assessment instrument to more thoroughly assess possible mental health issues among Portico participants. Portico uses 

the Family Health Assessment (FHA), an instrument developed by Portico, for initial screening. If FHA responses indicate 

possible mental health concerns, the MHSA is used for further assessment. The MHSA was designed specifically for use 

with immigrants, particularly recent immigrants. It is intended to be appropriate for use with multiple cultural groups, 

with particular attention to common values among Latino communities. 
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Name__________________________________  Today’s Date_________________

Date of Birth____________________________  Grade_______________________  

      

The following experiences are common for young people who have come to the U.S. because of 

war or violence. In leaving your home country and resettling to the United States, you may have 

gone through experiences that were stressful or upsetting. We would like to know about some of 

these experiences. Please circle the answer that best represents your experience.

Before coming to the United States:

1. Did you leave your home country because of danger? Yes No

2. I felt safe coming to the U.S.
Strongly 
Disagree

Disagree Neutral Agree
Strongly 

Agree

3. After you left your home country, how many times did 
you move before coming to the U.S.?

(if 6+ please describe____________________________)

0 1 2 3 4 5 6+

4. After leaving your home, how many times did you live 
in hiding before coming to the U.S.?

(if 6+ please describe____________________________)

0 1 2 3 4 5 6+

5. How long did you live outside of your home country before coming to the U.S.?  ____________________________

6. How long did you live in a refugee camp?  ____________________________

7. How much school did you attend? 
(please circle for each grade range)

Kindergarten: All Quite  
a bit 

(most of 
the year)

Some 
(about 
half)

A little 
(less 
than 
1/4)

None

                                                                                             1st – 3rd grade: All Quite  
a bit 

(most of 
the year)

Some 
(about 
half)

A little 
(less 
than 
1/4)

None

                                                                                            4th – 6th grade: All Quite  
a bit 

(most of 
the year)

Some 
(about 
half)

A little 
(less 
than 
1/4)

None

                                                                                            7th – 8th grade: All Quite  
a bit 

(most of 
the year)

Some 
(about 
half)

A little 
(less 
than 
1/4)

None

2. CVT’s Refugee Experiences Screener for Youth 
This screening tool was used by CVT’s “New Neighbors, Hidden Scars” project which works with torture and war trauma 

survivors in the suburbs of Brooklyn Center and Brooklyn Park. The majority of Liberians in Minnesota live here, along with 

thousands of other West and East African survivors of torture and war trauma. 

This instrument was used in the project’s school-based trauma treatment program. Middle school students who are 

refugees were asked to fill out the screener. Students were invited into psycho-educational peer support groups based on 

their screener responses. 
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Before coming to the United States:

8. How long did you have to take care of yourself without the help of an adult?  ____________________

9. How long were you separated from a parent or caregiver  (because they were arrested or put in prison)? ____________________

10. How many times did you need medical care but could not get it?

(if 6+ please describe_________________________________)
0 1 2 3 4 5 6+

11. How many times did a family member need medical care but 
could not get it?

(if 6+ please describe_________________________________)

0 1 2 3 4 5 6+

12. How many times did you experience hunger or did not have 
enough food to eat?

(if 6+ please describe_________________________________)

0 1 2 3 4 5 6+

13. How many times did you worry about your next meal?

(if 6+ please describe_________________________________)
0 1 2 3 4 5 6+

14. How many times were you separated from family members 
because of war?

(if 6+ please describe_________________________________)

0 1 2 3 4 5 6+

15. How long were you separated from family members because of 
war?

(if 6+ please describe_________________________________)

0 1 2 3 4 5 6+

16. Which family members were you separated from because  
of war?

None    Mother    Father    Sister    Brother    Grandparent 
Uncle/Aunt    Cousin    Other___________________

17. How many times were you threatened by people in charge?

(if 6+ please describe_________________________________)
0 1 2 3 4 5 6+

18. How many times were you physically hurt by people in charge?

(if 6+ please describe_________________________________)
0 1 2 3 4 5 6+

19. How many times was a family member threatened by people  
in charge?

(if 6+ please describe_________________________________)

0 1 2 3 4 5 6+

20. How many times was a family member physically hurt by 
people in charge?

(if 6+ please describe_________________________________)

0 1 2 3 4 5 6+

21. How many times were you detained or imprisoned by people  
in charge?

(if 6+ please describe_________________________________)

0 1 2 3 4 5 6+

22. How many times was a family member detained or imprisoned 
by people in charge?

(if 6+ please describe_________________________________)

0 1 2 3 4 5 6+

23. Which of your family members did you see hurt in real life (not 
on TV)? (circle all that apply):

None    Mother    Father    Sister    Brother    Grandparent 
Uncle/Aunt    Cousin    Other___________________
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After arriving in the United States:

24. How long have you been in the U.S.? _________________________ (Date arrived, month & year) _________________________

25. I felt safe coming to the U.S. Strongly 
Disagree

Disagree Neutral Agree
Strongly 

Agree

26. I hear bad news from my home country Strongly 
Disagree

Disagree Neutral Agree
Strongly 

Agree

27. I am currently separated from family members (circle all that 
apply):

None    Mother    Father    Sister    Brother    Grandparent 
Uncle/Aunt    Cousin    Other___________________

28. I am treated differently by teachers because of my race or 
ethnicity

Strongly 
Disagree

Disagree Neutral Agree
Strongly 

Agree

29. I am treated differently by my peers because of my race or 
ethnicity

Strongly 
Disagree

Disagree Neutral Agree
Strongly 

Agree

30. I am accepted by the other kids at my school Strongly 
Disagree

Disagree Neutral Agree
Strongly 

Agree

31. I have friends that I can turn to when I have a problem or am 
stressed

Strongly 
Disagree

Disagree Neutral Agree
Strongly 

Agree

32. I can turn to my teachers for support and help when I have a 
problem or are stressed

Strongly 
Disagree

Disagree Neutral Agree
Strongly 

Agree

33. I feel safe in the neighborhood I live in Strongly 
Disagree

Disagree Neutral Agree
Strongly 

Agree

34. I take on more responsibility at home than most kids my age 
who are not refugees

Strongly 
Disagree

Disagree Neutral Agree
Strongly 

Agree

35. I help my family navigate the systems in American society  
(e.g, make appointments, do bills, take care of financial matters)

Strongly 
Disagree

Disagree Neutral Agree
Strongly 

Agree

36. I help my family navigate the systems in American society  
(e.g, make appointments, do bills, take care of financial matters)

Strongly 
Disagree

Disagree Neutral Agree
Strongly 

Agree

37. My family (including parents or caregivers) provide me with 
emotional support

Strongly 
Disagree

Disagree Neutral Agree
Strongly 

Agree

38. I can turn to my parent or caregiver for support and help when I 
have a problem

Strongly 
Disagree

Disagree Neutral Agree
Strongly 

Agree

39. My family (including parent or caregiver) cares about me Strongly 
Disagree

Disagree Neutral Agree
Strongly 

Agree

40. What are 3 things in your life that are most stressful to you   

 1. _____________________________________________________   

 2._____________________________________________________   

 3. _____________________________________________________

Any other comments?

_____________________________________________________________________________________  

_____________________________________________________________________________________   
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Not True Somewhat True Certainly True

Considerate of other people’s feelings   

Restless, overactive, cannot stay still for long   

Often complains of headaches, stomach-aches or sickness 

Shares readily with other youth, for example pencils, books, food

Often loses temper  

Would rather be alone than with other youth   

Generally well behaved, usually does what adults request                                          

Many worries or often seems worried   

Helpful if someone is hurt, upset or feeling ill   

Constantly fidgeting or squirming   

Has at least one good friend   

Often fights with other youth or bullies them   

Often unhappy, depressed or tearful   

Generally liked by other youth   

Easily distracted, concentration wanders   

Nervous in new situations, easily loses confidence

Kind to younger children   

Often lies or cheats

Picked on or bullied by other youth

Often offers to help others (parents, teachers, children)

Thinks things out before acting

Steals from home, school or elsewhere

Gets along better with adults than with other youth

Many fears, easily scared

Good attention span, sees work through to the end

Do you have any other comments or concerns?

_____________________________________________________________________________________  

_____________________________________________________________________________________   

3. Mental Health Collective’s Strengths & Difficulties Questionnaire 
The SDQ was selected by this project for use by the Welcome Center of the Minneapolis Public Schools to screen incoming 

immigrant students. It screens in four behavioral problem areas (emotional symptoms, conduct problems, hyperactivity 

and inattention and peer relationship problems) and for pro social behaviors. This questionnaire has been widely used and 

tested around the world, and is currently available in 68 languages and dialects. 

Strengths and Difficulties Questionnaire

For each item, please mark the box for Not True, Somewhat True or Certainly True. It would help us if you answered all 

items as best you can even if you are not absolutely certain. Please give your answers on the basis of this student’s behavior 

over the last six months or this school year.

Student’s name____________________________________________         Male_____  Female_____

Date of birth______________________________________________
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Overall, do you think that this student has difficulties in any 

of the following areas: 

Emotions, concentration, behavior or being able to get along 

with other people?

If you answered “yes” please answer the following questions 

about these difficulties

No
Yes Minor 

Difficulties
Yes Definite 
Difficulties

Yes Severe 
Difficulties

1.     Restless, overactive, 
cannot stay still  
for long  
 

How long have these difficulties been 
present?

Less than a 
month

1-5 months 6-12 months Over a year

2.     Often complains 
of headaches, 
stomach-aches or 
sickness  
 

Do the difficulties upset or distress this 
student?

Not at all Only a little Quite a lot A great deal

3.    Shares readily with 
other youth, for 
example pencils, 
books, food  

Do the difficulties interfere with this 
student’s everyday life in the  following 
areas: peer relationships, classroom learning

Not at all Only a little Quite a lot A great deal

4.   Often loses temper 
 

Do the difficulties put a burden on you or the 
class as a whole?

Not at all Only a little Quite a lot A great deal

Signature_____________________________ Date_____________________________
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The Blue Cross and Blue Shield of Minnesota Foundation is the state’s largest grantmaking foundation to exclusively 
dedicate its assets to improving health in Minnesota, awarding more than $28 million since it was established in 1986. 
The Foundation’s purpose is to make a healthy difference in people’s lives by improving the community conditions that 
have an impact on the health of children and families and close the health gap that affects many Minnesotans.

Contact us at:

(651) 662-3950 (in the Twin Cities)

1-866-812-1593 (toll free)

foundation@bluecrossmn.com (e-mail)

bcbsmnfoundation.org
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