
Bold Moves 2030 Community Needs Assessment 

Executive Summary: 

As part of the Bold Moves 2030 Ministries Assessment process, Fox Advancement did a study on the 

needs of the Twin Cities community and broader Minnesota to identify the most urgent needs of the 

times. This compilation is one section of a 3-part assessment that also includes a Qualitative Assessment 

comprising 45, one-to-one interviews with Sisters, Consiciates and CSJ Ministry partners and 155 surveys 

of the same population with additional community stakeholders, and a Financial Assessment, which 

collates both quantitative and qualitative data about each ministry’s budgets, participant composition, 

and impact.  

Below please find a summary of each of the most pressing Healthcare, Spirituality, and Education data 

that was compiled from Minnesota Compass, Wilder Foundation, and various other sources. There is 

also data that addresses components of all three ministry pillars combined. Contained in each 

spreadsheet are live links to the data source for additional reading.  

Healthcare Assessment Summary: The community-focused data in the healthcare section identifies 

economic status, race, and ethnicity, and hunger to be greatly correlated with healthcare access. The 

data also demonstrates that it is necessary to include the input and voices of those most impacted by 

lack of access to healthcare when determining possible solutions or services to increase accessibility. 

The data/reporting encourages healthcare systems and community clinics to frequently self-assess in 

order to identify areas of inequity. Of particular note, in Minnesota senior healthcare demand has 

increased 100% with a 2:1 ratio of citizens 65+ to every citizen under age 64. This has a dramatic impact 

on the Twin Cities and greater Minnesota healthcare system, especially for those who are under or 

uninsured, the healthcare organizations serving them, and our state’s healthcare systems in general.  

Spirituality and Wellness Assessment Summary: The selection of community-focused data does not 

often explicitly call out Spirituality, but did connect ideas related to Wellness in a similar way. The data 

provides possible foundations from which Spirituality can spring in relation to the overall wellness of an 

individual. The data often presents racial inequity as having adverse effects on a person’s wellness.  The 

data/reporting encourages organizations to self-assess, as well as include the communities of color that 

they serve in conversations that determine services and solutions. Minnesota Compass also highlighted 

a faith-based collaborative that is working to address disparities in the region they serve.  
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Education Assessment Summary: The selection of community-focused data in the education section 

centers around the relationship between education equity and economic equity.  The data also focuses 

on inequities between opportunities for women and men in emerging fields, which correlate to 

differences in how women and men are educated early in their education journey.  This is similar when 

focusing on racial disparities in education, finding huge differences in graduation rates amongst students 

of different races and ethnicities.  Similar data reporting identifies how the effects of educational 

disparities can impact children, not only in their educational experiences but how the educational 

background of their family can impact their own futures. Data related to the educational experiences 

and opportunities of immigrants was also presented.  

Overall, health, hunger, housing, education, and basic needs are the overarching community needs of 

both the Twin Cities and broader Minnesota communities. Seniors are experiencing hunger and 

healthcare disparities based on a growing population of seniors 65+ in Minnesota. Additionally, 

communities of color are experiencing health and education disparities at noticeably higher rates, which 

are directly correlated to their ability to access affordable housing. Oftentimes to afford housing, food 

scarcity is experienced at higher levels. There is also a noticeable spike in senior hunger, for seniors on a 

fixed income and whose income is not keeping pace with inflation and higher costs of living and 

healthcare.  Additionally, due to these societal stressors, mental health and overall wellness are 

emerging concerns within the Minnesota Compass and Wilder Foundation data and correlated to 

student’s ability to learn. Family stressors are experienced by younger members of the family.  Lastly, 

immigrant communities for whom English is a second language, are facing disproportionate access to 

healthcare and educational success, which is related to the lower matriculation and graduation rates, 

especially in the Metro Area, Saint Paul Public School, and Minneapolis Public School systems. 
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Bold Moves 2030: Minnesota and Community Data Analysis 
Healthcare Spirituality/Wellness Education Touches All Pillars 

Minnesota Compass 

*General Healthcare Stats for MN: Quality of Life:
Health

*Health Inequity based on economic status:
Working Together to Improve Health Upstream

*COVID-19 Effect on Workers of Color and
Immigrant Population: Minnesota's Workers of
Color and Immigrants Bear the Brunt of the COVID-
19's Impact   *https://www.mncompass.
org/topics/demographics/age/older-adults

*Sustainability of Community Led Initiatives:
Community-led solutions: Building Evidence that
Counts

*Identity, Resilience, and Well-being: Advocating for
Indicators of Community Assets and Well-being

*Racial equity, uncomfortable conversations, and
internal assessment: Conversation is the First Step

*Faith-based Collaborative in the Twin Cities:
Acting on Faith: A TC Faith-based Collaborative
Works to Address Disparities in the Region

*Youth Civic Engagement in Relation to Wellness:
Instilling the Value of Civic Engagement in Youth

*Racial Disparities Related to Education and
Wellness: Inventing and Innovating to Tackle
Minnesota's Racial Disparities

*Disparities in Women in STEM: Supporting Women
in STEM: Our Bridge to a Strong Minnesota

*Workforce Statistics: Quality of Life: Workforce

*Working-age Adults: Ages 18 - 64

*Immigrant Population Statistics:
All Immigrants

Wilder Foundation 

*Eliminating Health Inequities in MN: The Role of
Health Care in Eliminating Health Inequities in
Minnesota: Executive Summary

*Food Insecurity as a Healthcare Concern: Rising
Food Insecurity in Minnesota: Community and
Policy Responses and How You Can Help

*Racism associated with COVID-19 pandemic and
response: During this Pandemic, Racism is our
Most Urgent Public Health Emergency

*Mental Health First Aid: Learning how to respond
to a mental health crisis: Welcome to Minnesota's
Newest Mental Health First Aid Instructors

*Working to create a more inclusive framework of
knowledge - that includes cultural and spiritual
knowledge: Reimagining Knowledge, Power and
Experience for Community-Driven Change

*Immigrant and Refugee Education Study:
Perceptions, Attitudes, and Expectations about
Education Among Immigrants and Refugees in the
Twin Cities

*Community Leadership Growth (in relation to
Wilder Foundation): What Does it Take for
Community Leaders to Lead from Within?

*Immigrant Needs Across
Education, Healthcare, Basic
Needs, Mental Health and
Wellness: Speaking or Ourselves:
A Study of Immigrant and
Refugee Communities in the Twin
Cities

Misc. Resources 

* MN Dept of Health: Refugee Health Statistics:
Refugee Health Statistics

*Health Equity: 2017 Minnesota Statewide Health
Assessment

*Minnesota Hunger data 2020:
https://www.hungersolutions.org/data-
posts/minnesota-food-shelf-visits-up-7-in-2020-a-
new-record-high/

*Harvard College: Religious Landscape in Mpls and
Stp: America's New Religious Landscape:
Minneapolis and St. Paul, MN

*Pew Research Center: Religion Stats: Religious
Composition of Adults in Minnesota

*MN Dept of Higher Education: Adult Education
Stats: Educational Attainment: How Educated are
MN's Adult Population (age 25 - 64)

*American Immigration Council: Immigrant
Education Data in Minnesota: Fact Sheet -
Immigrants in Minnesota

*Minnesota State Careerwise - Examples of
Immigrant Ed Resources:Education Resources for
Immigrants and Refugees
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Healthcare Assessment Summary: The selection of community focused data below identified economic status, race and 
ethnicity, and hunger to be greatly correlated with healthcare access. The data also shows that it is necessary to include the 
voices of those most impacted by lack of access to healthcare when determining possible solutions or services to increase 
accessibility. The data reports encourage healthcare systems/community clinics to frequently self assess in order to identify 
areas of inequity that may be present. Of particular note, senior healthcare demand has increased 100% with a 2:1 ratio of 
citizen 65+ to every citizen under age 66. This has a dramatic impact on the healthcare system, especially those who are 
under or uninsured. 

*Please see summaries of individual data reports below.  You can find links to the data reports on the "Resource Topics and
Links" page.

Healthcare 
Minnesota Compass Quality of Life - Health:

*Twin Cities residents, under 65, with health insurance coverage has remained relatively the same in recent years
*Twin Cities residents, over 20 years old, has risen slightly since 2011, but percentage (9%) remains lower than the U.S. as
a whole
*Twin Cities Two decades from now, more than one out of every five Minnesotans will be an older adult.  About the same
time, Minnesota is expected to hit the peak “retirement- to working-age ratio,” with nearly two retirement-age adults for every
five working-age Minnesotans. This huge demographic shift will have widespread impact on Minnesota’s economy,
workforce, housing, health care system, social services, and civic institutions. We track data on median income, disability,
and volunteerism to better understand the quality of life of Minnesota’s older adults

Working Together to Improve Health "Upstream"
*Studies show that a person's health is correlated to the median area income, education, race, and neighborhood conditions
*Collaboration: Working closely with policy makers, communities, businesses, and educ. leaders is the best way to address
inequity in health based on socioeconomic status

Minnesota's Workers of Color and Immigrants Bear the Brunt of COVID-19's Impact
*Workers of color are more likely to have filed for unemployment insurance since Mid-March, leaving them without insurance
benefits if they had previously had them
*"Frontline workers of color are more likely to be exposed to health risks, often with low wages and limited or few health
benefits."
*"Frontline workers in this industry [cleaning and waste industry] are less likely to have health insurance - 9% in greater MN
and 14% in the Twin Cities metro compared to 5% of all workers across the state."
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Wilder Foundation The Role of Health Care in Eliminating Health Inequities in Minnesota
*Over the past two decades, healthcare systems have been screening for social determinants and referring patients to
community-based resources to "address unmet needs"
*Systems transformation can be achieved in many ways which include, but are not limited to: Diversifying its clinic workforce
and strengthening their culture of diversity, equity, and inclusion
*The report suggests that healthcare orgs/clinics work to share power with the communities they serve in order to address
equities and gain a better understanding of what is needed

Rising Food Insecurity in Minnesota: Community and Policy Responses and How You Can Help
*According to Second Harvest Heartland, 1 in 11 Minnesotans are experience food insecurity
*"Census data show Black and Latinx people are particularly hard hit with food insecurity"
*Community efforts to address food insecurity: Minnesota Central Kitchen (Second Harvest Heartland, Chowgirls Catering,
Loaves and Fishes, and other partners), "this collaborative has been re-hiring laid off kitchen workers to prepare meals from
rescued food to distribute meals to people in need"

During this Pandemic, Racism is our Most Urgent Public Health Emergency
*COVID-19 has had a disproportionate impact on communities of color
*It is necessary to review internal policies and practices to identify any areas that uphold structural racism.
*Working with local, state, and federal policies are essential to advance equity.  Healthcare orgs/clinics should have an
active voice in the development of legislation to address inequity in healthcare.
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Misc. Resources Refugee Health Statistics
*Statistics from the Refugee and International Health Program, that help to inform health interventions, assess disparities,
provide resources to healthcare professionals, build relationships with partners who screen counties
*Includes stats on: Primary Refugees, secondary refugees, health screening data, MN refugee health report, and additional
resources

2017 Minnesota Statewide Health Assessment (most recent available)
*General health statistics to help determine goals moving forward
*Touches on statewide demographics, disparities, languages spoken, poverty rates, opportunities for change, nature
assessments (how our surroundings shape our health), belonging and connection in relation to health

2020 Food Insecurity in Minnesota:Minnesotans made 3,831,293 visits to food shelves in 2020, a record high for an 
unprecedented year and 434,587 more visits than the record high set in 2019.

This marks the tenth consecutive year with more than 3 million visits to our food shelves.

IF MINNESOTA FOOD SHELVES WERE OPEN 24 HOURS A DAY, SEVEN DAYS A WEEK, MORE THAN SEVEN 
PEOPLE WOULD VISIT A FOOD SHELF EVERY MINUTE.
Food shelves in Minnesota had to adapt quickly to the challenges of the year. Switching from service within the food shelf 
building to drive -up and delivery models of service in a matter of days. These service model innovations and adaptations. 
along with the economic impact of the COVID-19 pandemic brought a record number of food shelf visits to Minnesota, while 
increasing the poundage of food distributed by 7% statewide.

In 2020, Minnesotan seniors made 512,539 visits to food shelves, up 31% from 2019. Adult usage overall, increased by 
1.2% from 2019 to 1,950,503 visits. Children represented 35.7% of food shelf visits in Minnesota with a total of 1,368,251 
visits, up 6.7% from 2019.

Confidential: Not for Distribution 

6



Spirituality and Wellness Assessment Summary: The selection of community focused data did not often explicitly call out Spirituality, but did link ideas 
related to Wellness in a similar way. The data below provides possible foundations from which Spirituality can spring in relation to the overall wellness of an 
individual. The data often presented racial inequity as having adverse effects on a person's wellness.  The data reports encourage organizations to self assess, 
as well as include the communities of color that they serve in conversations that determine services and solutions. Minnesota Compass also highlighted a faith-
based collaborative that is working to address disparities in the region they serve. 

*Please see summaries of individual data reports below.  You can find links to the data reports on the "Resource Topics and Links" page.

Spirituality and Wellness 
Minnesota Compass Community-led Solutions: Building Evidence That Counts

*Organizations can cultivate a sense of belonging in the community they serve by including them in community-led solutions
*Leadership can redistribute power in order to provide space for community members to deeply invest in their experience and the services they provide
*Examples of Community-led solutions are provided

Advocating for Indicators of Community Assets and Well-being
*Strength based/asset based indicators provide better insight into "understanding of diversity of community life and issues, help to make informed decisions
about policies and programs that affect communities from a community's perspective, and track progress toward sustainable and equitable communities"
*"Deficits are something to address, assets are something to build upon"
*Resilience is an important source of assets, which include the following indicators: Positive social support, a sense of security in relationships, and consistent
father involvement

Conversation is the First Step 
*Conflicts in how racial equity is achieved within an organization need to addressed. Some do not like to have the difficult conversation, or look inward. Some
argue the work is not moving fast enough. Consensus needs to be reached
*Racial Equity within an organization can be achieved through incremental change that align with the organization's mission, values, and strategies.

Acting on Faith: A Twin Cities Faith-based Collaborative Works to Address Disparities in the Region
*Organization: Faith in the City (Executive Director: Reverend Deborah Hutterer)
*In 2009, a group of Lutheran organizations came together to share leadership, resources, and mission for a stronger, healthier community
*This collaborative was able to appeal to both legislative and community powers and make change in their community

Instilling the Value of Civic Engagement in Youth 
*Focus: Wilder Foundation Youth Leadership Initiative
*Engages young people (14-18) in a year long program where they are "actively involved in community action teams to address community issues that they
themselves identify, research, and develop strategies to address.
*Those who participated in this program reported feeling personal growth, as well as becoming more engaged in civic involvement
*Youth engaged with the program twice a week or a year
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Wilder Foundation

Welcome to Minnesota's Newest Mental Health First Aid Instructors 
*Mental Health First Aid: example of a training program meant to a need for accessible, introductory information on responding to mental health concerns
*Participants include social service professionals, educators, faith community leaders, law enforcement officials, and concerned community members
*Instruction was supported by the Minnesota Department of Human Services
*Instructors are certified to teach the 8 hour Mental Health First Aid course to other interested people

Reimagining Knowledge, Power, and Experience for Community-Driven Change
*Leaders need to have an understanding that knowledge reaches beyond academic, and includes the "vast knowledge that exists in community members,
elders, and youth"
*The vision of knowledge puts cultural and spiritual knowledge, experiential knowledge, and mainstream knowledge on a level playing field
*Learning from and collecting stories from the community can inform how we include this wide array of knowledge in organizational structures and decision
making

Misc. Resources America's New Religious Landscape: Minneapolis and St. Paul, MN
*Article reviews the wide away of different religions and faith communities present in the Twin Cities area
*Some religious groups have formed interfaith organizations to support communities throughout the Twin Cities
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Education Assessment Summary: The selection of community focused data was centered around the relationship between education equity and 
economic equity.  The data also focused on inequities between opportunities for women and men in emerging fields, which reports correlate to 
differences in how women and men are educated early on.  This was similar when focusing on racial disparities in education, finding huge differences 
in graduation rates amongst students of different races and ethnicities.  Similar data reports identified how the affects of educational disparities can 
impact children, not only in their educational experiences, but how the educational experiences of their family can impact their own futures. Data 
reports related to the educational experiences and opportunities of immigrants was also presented. 

*Please see summaries of individual data reports below.  You can find links to the data reports on the "Resource Topics and Links" page.

Education
Minnesota Compass Inventing and Innovating to Tackle Minnesota's Racial Disparities

*one important statistic mentioned: "84% of white students graduate high school in Minnesota, compared to 51% of Hispanic students, 49% of Black
students and 42% of Native students"
*some organizations are removing a bachelor's degree requirement and looked for other signifiers of talent in order to diversify their employment pool
*asked the question, could employers be educators as well?

Supporting Women in STEM: Our Bridge to a Strong Minnesota
*Engineering fields are quickly expanding
*Job Growth in STEM is expected to "outpace overall growth in Minnesota from 2010 to 2020 (18% growth in STEM compared to 13% overall)."
*Girls and boys are not prepped in the same way during highschool to excel in STEM related fields - boys more "college ready" in math than girls
according to ACT results

Quality of Life: Workforce 
*1/3 of adults in Minnesota have a bachelor's degree or higher
*Graduation rates are higher in MN (Note: "the six year graduation rate represents the share of first-time, full-time students seeking a bachelor's
degree or equivalent who completed their degree at the same institution within 150% of 'normal' program time"), however the opportunity gap is one of
the greatest in the nation. St. Paul Public schools has a 74% graduation rate, where Minneapolis has 69%. English learners have a graduation rate of
less than 66%.

Statistics: Working-age Adults 
*offers stats on age, race, and disability of working age adults in the Twin Cities, in comparison with working age adults in Minnesota and the United
States
*offers predictions of population changes over the next several years.
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Wilder Foundation The Potential Health Benefits of Mitigating Adverse Childhood Experiences (ACEs) in the Twin Cities (report shared in attached document)
*Estimated 12,000 children as young as 3 will experience ACEs that, without intervention, incur over $210 million per year in ACE related health
issues
*Potential health conditions related to ACEs: harmful alcohol use, illicit drug use, smoking, anxiety, depression, cardiovascular disease, to name a few

Perceptions, Attitudes, and Expectations About Education Among Immigrants and Refugees in the Twin Cities
*information gathered through interviews with 459 immigrants and adult children of immigrants
*"When asked about challenges related to their children or family's school experiences, learning English or challenges transitioning between different
languages at school and at home was the most commonly mentioned issue"
*Financial issues were the most commonly mentioned barriers to postsecondary education access for immigrants and refugees

What Does it take for Community Leaders to Lead from Within? 
*accepting that people have different background and those impacted by our chosen causes have to be included in the path forward
*participating in leadership programs with this framework allows participants to move forward and make change in their communities with their
exclusive knowledge

Misc. Resources Educational Attainment: How Educated are Minnesota's Adult Population (age 25 - 64)
*"Sizable gaps in degree attainment exist among racial and ethnic population groups over age 25, with only Asian (50%) and white (44%) 
Minnesotans exceeding the state average"
*"There is growing importance of quantifying individuals who have non-degree, industry-recognized credentials as this level of postsecondary 
education is often the highest needed to enter several high-demand high-wage careers"

American Immigration Council: Immigrants In Minnesota
*extensive data on the immigrant population in MN, which includes stats on (but not limited to): percent of resident immigrants, education level of
immigrants, U.S. citizens with undocumented relatives, number of MN workers who are immigrants, taxes paid by immigrants

Education Resources for Immigrants and Refugees
*Resources include: English Language and Other Training Resources, College Application and Admission Resources, Schools and Educational
Services for Children, Alternative and Charter Schools
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The data reports below focus mainly on immigrant experiences and can be connected to each Bold Moves 2030 pillar. 

Touches All Pillars 
Minnesota Compass All Immigrants

*Resource offers statistics regarding the immigrant population from 2000-2018
*Data is broken down into categories including, but not limited to: age, gender, length of time in U.S., poverty status,
workforce participation, educational attainment, household composition

Wilder Foundation Speaking for Ourselves: A Study with Immigrant and Refugee Communities in the Twin Cities
*"Participants want community leaders, organizations, and government agencies to learn more about their communities" 
*"Basic needs (such as food, housing, and clothing) and jobs and employment training are the areas where more resources 
are needed to make the transition to Minnesota easier for immigrants and refugees" 

Misc. Resources 
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The Potential Health Benefits of Mitigating 
Adverse Childhood Experiences in the Twin Cities 

Key findings: 

Children exposed to adverse childhood experiences (ACEs) face increased risk of several physical and mental 
health conditions in adulthood. Fortunately, the impacts of ACEs are not set in stone. Preventing or mitigating 
the harms of ACEs for one child would save society $17,450 per year in health-related costs. 

An estimated 12,000 3-year-olds living in the Twin Cities have been exposed to at least one ACE. Without 
intervention, when these children reach adulthood, their ACE-related health issues will incur over $210 million per 
year in health-related costs to the children and society as a whole, a total of over $3.3 billion over the lifetime of this 
cohort of 3-year-olds. 

Technical documentation and explanation of methods 

In this analysis, we used existing literature to estimate the costs associated with early childhood trauma. As is 
common practice in the literature, we measure and define trauma based on Adverse Childhood Experiences 
(ACEs), including abuse (physical, sexual, or emotional), exposure to violence, parental substance abuse, and 
several others (Centers for Disease Control and Prevention [CDC], 2020).  

While childhood adversity and trauma are distinct, they are closely interrelated. When exposed to ACEs, some 
children will experience trauma (i.e., some will perceive the experience to be “extremely frightening, harmful 
or threatening—either emotionally, physically, or both” – Bartlett & Sacks, 2019, para. 5), but some will not. 
In a Venn diagram, ACEs and trauma share a great deal of overlap, but some children will experience childhood 
trauma with no ACEs, and some will experience ACEs with no childhood trauma. A limitation of our current 
analysis is that it cannot capture the costs to those who experience trauma with no ACEs. Because we rely 
entirely on effect sizes computed in other studies, we are required to operationalize trauma in the way those 
other studies do. The existing literature predominantly operationalizes childhood trauma using the ACEs scale, 
and we follow suit, acknowledging that ACEs are far from a perfect representation of early childhood trauma. 

This document reflects only a subset of the likely costs associated with ACEs or trauma. This analysis is limited 
in scope, intended to consolidate and synthesize the measurable impacts of trauma that have been estimated 
by others in more extensive and rigorous studies. In our review of the literature, the rigorously estimated effect 
sizes that we found were the effects of ACEs on health. We therefore focus our analysis on the health costs 
associated with ACEs. As the field continues to advance, we anticipate an increase in the set of quantifiable 
impacts of ACEs and trauma, and we would recommend additional research to better characterize and quantify 
these other impacts. 
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Finally, it is important to acknowledge that the harms of childhood trauma are more than numbers on a page. 
These impacts extend far beyond what we are able to quantify here. Our analysis cannot capture the emotional 
harm of trauma (except to the extent that it manifests in physical and mental health conditions). Attempting to 
assign a dollar value to the harms of childhood trauma requires us to accept that some of the most important 
effects of trauma will never be effectively quantified for inclusion in this sort of analysis.  

Despite the relatively narrow scope, the estimated costs of ACEs are large; we conservatively estimate 
lifetime health costs to society exceed $3.3 billion for the cohort of Twin Cities 3-year-olds who have 
experienced one or more ACEs. In the remainder of this document, we describe the data and methods used 
to arrive at that figure.1 

Costs of ACE-related morbidity and mortality 

ACEs have been shown to increase the likelihood of a number of health conditions, affecting both physical 
and mental health when the child reaches adulthood. These effects are rooted in the direct effects of childhood 
trauma on several types of development, including hormonal, neurological, and immunological (Bellis et al., 
2019). These effects cannot be dismissed as mere correlations; the evidence indicates that childhood trauma 
causes harm to physical and mental health, especially in the long run. The effects of early childhood trauma – 
before age 5 – have been shown to be particularly harmful (Dunn et al., 2017), suggesting that the estimates 
presented here may be only a lower bound for the true cost of ACEs in early childhood. 

In a meta-analysis of the impact of ACEs on health in adulthood, Bellis et al. (2019) quantified the magnitude 
of the effects of ACEs on several health conditions (technically referred to as “causes of ill health,” including 
anxiety, depression, cancer, cardiovascular disease, diabetes, and chronic respiratory disease) and health risk 
factors (alcohol use, drug use, smoking, and obesity). They used the existing literature to estimate the increased 
risk of each condition or risk factor for individuals with 1 ACE or 2+ ACEs. These estimates are shown in 
Figure 1 below. For example, compared to a child with no ACEs, a child with 1 ACE is 34% more likely to 
experience depression in adulthood. Although this is likely to be only a partial list of the health outcomes and 
risk factors that are affected by ACEs, it nonetheless provides a starting point for estimating the costs of adverse 
childhood experiences. 

The ACEs included in the Bellis et al. (2019) meta-analysis were: physical abuse, household substance abuse, 
sexual abuse, household mental illness, exposure to domestic violence, emotional abuse, parental separation 
or divorce, household member incarceration, neglect, parental death, and child welfare intervention, among 
others (Bellis et al., 2019).2  

This is only a partial list of childhood adversities that could lead to trauma. Several studies have expanded 
the definition and inventory of ACEs to include other adversities such as low socioeconomic status, peer 
victimization, peer isolation or rejection, community violence, being witness to war, and discrimination 
(Finkelhor et al., 2015; Karatekin & Hill, 2019). The conventional ACE framework also fails to acknowledge 
or incorporate the unique stressors experienced by children from historically disadvantaged and marginalized 
communities (Bernard et al., 2020). Scholars highlight the importance of recognizing racism not only as an 

1      Unless stated otherwise, all dollar values in this document are denominated in 2019 U.S. Dollars. 
2 The following experiences are also included in the meta-analysis by Bellis et al. (2019): Financial difficulties, residential 

instability, parental illness, parental disability, separation from mother, frightening experience, sent away from home, 
child incarcerated, educational difficulties, and lost home to fire, flood, or natural disaster. These are not listed 
above because they were present in fewer than three of the studies included in the meta-analysis.  
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ACE category, but also a “risk factor for ACE exposure… and a determinant of post-ACE mental health 
outcomes for Black youth” (Bernard et al., 2020, p. 1).  

Additionally, while the long-term effects of the COVID-19 pandemic on children’s mental health and well-
being are still unknown, the COVID-19 pandemic may not only contribute to trauma directly, but also exacerbate 
other forms of adversity experienced during the pandemic (e.g., financial difficulties, residential instability, 
household abuse; Sanders, 2020). These, and other forms of adversity, may contribute to a larger overall burden 
of childhood trauma than what can be captured within this study. 

The health losses resulting from these physical and mental health conditions are often measured as Disability-
Adjusted Life Years (DALYs), defined by the World Health Organization as, “…one lost year of "healthy" life” 
(World Health Organization, n.d.). To give an example, using data from the Global Burden of Disease (GBD) 
Results Tool (GBD Collaborative Network, 2019), we estimate that each case of cancer results in 0.68 DALYs 
each year. That is, for every case of cancer in a given year, society effectively loses the equivalent of 8 months 
(0.68 years) of healthy life.3 For our purposes, the value of DALYs tends to capture the more intangible side 
of the health impacts (e.g., the costs of pain and suffering). See the Appendix for a more detailed explanation 
of DALYs and what their value includes. 

Figure 1 shows the estimated DALYs per year for each condition or risk factor, along with the underlying data 
used to compute these values (GBD Collaborative Network, 2019). Note that the columns of Figures 1 and 2 
are labeled with capital letters (A, B, C. etc.), which will be used to illustrate how the columns combine as we 
compute the values that follow. 

Using the data in Figure 1, we can compute the number of DALYs attributable to ACEs as a result of the 
effect of ACEs on health conditions and risk factors in adulthood (Figure 2).  

3 To learn more about the concept of DALYs and how to interpret their meaning, see Karnofsky (2008) or the 
Appendix. 
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1. HEALTH CONDITIONS AND RISK FACTORS AFFECTED BY ACES

Condition or risk 
factor1

A. #
DALYs 

(annual, 
MN)a 

B. # people
with this
condition

or risk 
factor (MN)a 

C. # DALYs
per case of
condition

or risk 
factor 

D. ACEs
risk

multiplier, 
1 ACEb

E. ACEs
risk

multiplier, 
2+ ACEsb

F. Of MN
adults with no 

ACEs, 
estimated % 

with this 
condition or 
risk factorc, 2

Harmful alcohol use  61,2323  295,573d 0.207  1.44  1.81 5% 

Illicit drug use  71,4643  483,504e  0.148  1.53  2.64 7% 

Smoking  29,9673  639,672d 0.047  1.23  1.74 11% 

Obesity  39,7613  1,252,876d 0.032  1.08  1.23 26% 

Anxiety  30,128  324,393 0.093  1.08  2.25 5% 

Depression  35,673  178,906 0.199  1.34  2.69 2% 

Cancer  263,677  386,634 0.682  1.10  1.25 8% 

Cardiovascular 
disease 

 217,426  545,683 0.398 1.16 1.60 10% 

Diabetes  65,272  567,855 0.115  1.11  1.15 12% 

Respiratory disease  95,811  594,202 0.161  1.29  1.90 10% 
1 We have maintained the titles of these conditions as shown in Bellis et al. (2019), though they differ slightly from the titles used to locate 
these items in the GBD Results tool. Those titles are as follows: alcohol use, drug use, smoking, high body-mass index, anxiety disorders, 
major depressive disorder, neoplasms, cardiovascular diseases, diabetes mellitus, and chronic respiratory diseases. 
2 These rates were based on the incidence of the condition in the population overall (=B/N; N is the overall population, shown below 
Figure 2), the multipliers for 1 ACE and 2+ ACEs (items D and E), and the proportion of Minnesota adults with no ACEs (45%), 1 ACE 
(22%), and 2+ ACEs (33%) (Minnesota Department of Health [MDH], 2013). More specifically, the condition’s rate among the population 
with no ACEs is = (B/N)/(.45+.22*D+.33*E). 
3 The DALYs counts for the four risk factors have been adjusted to avoid double-counting when a risk factor and a condition co-occur. 
For example, a death due to smoking-related cancer would count in both the “smoking” and “cancer” DALY counts in the GBD data. 
We remove the duplicated DALYs from the counts for the risk factors (harmful alcohol use, illicit drug use, smoking, and obesity).   

Sources. Unless otherwise indicated, values were computed by Wilder Research. 
a GBD Collaborative Network, 2019 (filtered for MN population ages 15+). Note that the column B data for the four risk factors came 
from other sources, indicated below. 
b Bellis et al., 2019 
c Computed based on data from Bellis et al., 2019 and MDH, 2013 
d CDC, 2017 
e U.S. Department of Health and Human Services, 2019 

To give an example, for those with 1 ACE, we can compute their increased likelihood of smoking (compared 
to those with no ACEs) by multiplying item D by item F and then subtracting item F to get the percentage-point 
change in likelihood that is due to the ACE (column G = (D*F)-F). We then multiply the result by the number 
of DALYs per case of the risk factor or condition, and that gives us the number of DALYs associated with the 
effect of 1 ACE on the incidence of these risk factors and conditions (column I = G*C). 

When we multiply the number of DALYs per case (C) by the effects of ACEs on the likelihood of the condition 
(G and H in Figure 2), we arrive at the number of DALYs that are attributable to ACEs (I and J). To then convert 
that to the dollar value of the losses attributable to ACEs, we multiply these numbers of ACEs-attributable 
DALYs by the assumed value per DALY ($224,844). This assumed value per DALY is computed as three 
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times per-capita GDP, following World Health Organization guidance (Tan-Torres Edejer et al., 2003).4 For 
the Twin Cities Metropolitan Statistical Area, per-capita GDP was $74,948 (U.S. Bureau of Economic Analysis, 
2017, adjusted to 2019 USD).  

Finally, to arrive at an overall average value, we compute the weighted average of the values for those with 1 
ACE and 2+ ACEs, based on the estimated proportions of these two groups among Minnesota adults (MDH, 
2013). (See the notes below Figure 2 for more details.) 

2. IMPACT OF ACES ON INCIDENCE AND CORRESPONDING COSTS OF HEALTH CONDITIONS AND RISK FACTORS

Impact of ACEs  
on probability of  

condition or risk factor 
(percentage points) 

# DALYs 
attributable  

to ACEs,  
per person with: 

Annual increase in cost for 
condition or risk factor,  

per person with: 

Condition G. 1 ACE H. 2+ ACEs
I. 1

ACE
J. 2+
ACEs

K. 1
ACE

L. 2+
ACEs

M. 1+
ACEs1

Harmful alcohol use 2.2% 4.0% 0.004 0.008 $1,010 $1,850 $1,510 

Illicit drug use 3.5% 10.8% 0.005 0.016 $1,160 $3,600 $2,630 

Smoking 2.6% 8.3% 0.001 0.004 $270 $870 $630 

Obesity 2.1% 6.0% 0.001 0.002 $150 $430 $320 

Anxiety 0.4% 6.4% 0.000 0.006 $90 $1,340 $840 

Depression 0.8% 4.2% 0.002 0.008 $380 $1,880 $1,280 

Cancer 0.8% 2.0% 0.005 0.014 $1,220 $3,040 $2,310 

Cardiovascular 
disease 

1.6% 6.0% 0.006 0.024 $1,440 $5,390 $3,810 

Diabetes 1.3% 1.8% 0.002 0.002 $340 $460 $420 

Respiratory disease 2.9% 8.9% 0.005 0.014 $1,040 $3,230 $2,350 

Annual cost of ACE-related DALYs $7,100 $22,090 $16,100 

Notes.  
Additional parameters: 
N. MN population age 15+, as measured in GBD Results Tool: 4,411,534
O. Three times per-capita GDP, Twin Cities Metropolitan Statistical Area: $224,844 (F U.S. Bureau of Economic Analysis, 2017)
P. Of adults with 1+ ACEs, the percentage who have (only) 1 ACE: 40% (MDH, 2013)
Q. Of adults with 1+ ACEs, the percentage who have 2+ ACEs: 60% (MDH, 2013)

The following are the formulas used to compute each of the columns in this figure: 
G = (D*F)-F 
H = (E*F)-F 
I = G*C 
J = H*C 
K = I*O 
L = J*O 
M = (K*P)+(L*Q) (a weighted average of columns K and L) 
1 The “1+ ACEs” group is a pooled group of those with 1 ACE and those with 2 or more ACEs. The estimated value for 1+ ACEs is a 
weighted average of the values for 1 ACE and 2+ ACEs, based on the proportions of adults with ACEs. 

4  This assumed value per DALY is conservatively low, with precedent in the literature suggesting a lower-bound 
DALY value of over $254,000 (Braithwaite et al., 2008, adjusted for inflation to 2019 USD), and another suggesting 
a value of over $246,000 (Miller et al. 2020, adjusted to 2019 USD). 
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ACE-related increases in direct health care costs 

In addition to the loss of years of healthy life, the effect of ACEs on health also has direct implications for the 
costs of health care. Figure 3 shows the estimated annual per-person health care costs of several health conditions. 
Based on the effect of ACEs on the likelihood of each condition (shown in columns G and H of Figure 2), we 
can estimate the increases in annual health care costs per person, as shown in Figure 3. These added health 
care costs sum to over $1,350 per child per year, based only on the six conditions captured in this analysis. 

3. ANNUAL ACE-RELATED INCREASES IN HEALTH CARE COSTS

Annual cost per 
person with 

condition

Additional health care costs associated with: 1 

1 ACE 2+ ACEs 1+ ACEs 

Anxiety $7,598 $30 $490 $310 

Depression $4,062 $30 $170 $110 

Cancer $13,208 $100 $260 $200 

Cardiovascular disease $10,526 $170 $630 $450 

Diabetes $7,525 $100 $140 $120 

Respiratory disease (Asthma) $2,501 $70 $220 $160 

Total $500 $1,910 $1,350 
1 These values are computed by multiplying columns G and H (Figure 2) by the annual cost per person with the condition. The figure 
for 1+ ACEs is a weighted average of the values for 1 ACE and 2+ ACEs.  

Sources. “Annual cost per person with condition” from Trogdon et al. (2015), adjusted to 2019 USD. 

Total health-related costs of ACEs 

Finally, we combine the values in Figures 2 and 3 to compute a total value per person with 1+ ACEs. To be 
clear, these values represent a conservative estimate of the health-related costs that we have been able to quantify 
in this analysis. The health costs of ACEs could be much larger, and the overall costs of ACEs (including 
potential effects on crime, educational outcomes, and earning potential, for example) could be larger still.  

4. ANNUAL ESTIMATED ACE-RELATED HEALTH COSTS PER CHILD

1 ACE 2+ ACEs 1+ ACEs 

Cost of ACE-related increases in morbidity and 
mortality (DALYs) 

$7,100 $22,090 $16,100 

ACE-related increases in health care costs $500 $1,910 $1,350 

Total $7,600 $24,000 $17,450 

Based on the computations described above, we arrive at an overall estimate of $17,450 of value lost annually 
per child with 1+ ACEs. The cost is especially steep for those with 2 or more ACEs, a cost of $24,000 annually, 
compared to $7,600 for those with only 1 ACE.  

The estimates above are annual costs, which we assume will begin when the child turns 18, and to be conservative, 
we assume that the costs stop accruing at age 65, after a total of 47 years. In order to appropriately represent 
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the present value of these future costs, we discount the values (adjust them downward to account for the lower 
value of future dollars5), using a discount rate of 3%. Given these assumptions, ACEs are responsible for 
$280,000 in health-related costs over the course of one child’s lifetime. Again, these costs are considerably 
higher for children with 2+ ACEs (Figure 5). 

We estimate that there are 12,037 3-year-olds in the Twin Cities who, based on current rates, are expected to 
experience one or more ACEs during their childhood.6 As a whole, this cohort’s ACE-related health costs will 
add up to over $210 million per year. By the time this group of three-year-olds reaches the age of 65, their ACE-
related health costs will rise to over $3.3 billion. Based only on the selected set of costs that we were able to 
quantify, mitigating trauma associated with ACEs in the Twin Cities could help society avoid $3.3 billion in 
health-related costs for each one-year cohort.  

5. TOTAL ESTIMATED ACE-RELATED HEALTH COSTS

1 ACE 2+ ACEs 1+ ACEs 

Annual health cost of ACEs (per child) $7,600 $24,000 $17,450 

Lifetime health cost of ACEs (per child, summed over 
47 years, ages 18 to 65) 

$123,000 $385,000 $280,000 

Annual health cost of ACEs (total, all Twin Cities 
3-year-olds with 1+ ACEs)

$36,592,000 $173,333,000 $210,046,000 

Lifetime health cost of ACEs (total, all Twin Cities 
3-year-olds with 1+ ACEs, summed over 47 years,
ages 18 to 65)

$592,220,000 $2,780,547,000 $3,370,360,000 

5  To understand the logic behind discounting, consider the following example. Suppose that Sandra and Shirley were 
each offered a choice between receiving a gift of $100 now or receiving it in 10 years. Intuitively, we know that they 
should choose to receive $100 now, but suppose Sandra opts for $100 in 10 years and Shirley opts for $100 now. Shirley 
puts her $100 in a savings account and then forgets about it. In 10 years, Sandra receives her $100, but Shirley’s $100 has 
grown well beyond $100. These potential interest earnings are one of the main reasons why today’s dollars are worth 
more than dollars received in the future.  

6  With an estimated 189,844 children ages 0-4 in the 7-county Twin Cities metro (ACS 5-year estimate, 2014-2018, 
from MN Compass (2020)), we assume that 1/5 of this group is currently 3 years old. Of these 37,969 3-year-olds, 
an estimated 17.5% have experienced 1 ACE, while 14.2% have experienced 2+ ACEs (Child and Adolescent Health 
Measurement Initiative, 2018). Note that these figures are likely to be underestimates, as the data collection relies on 
the self-reporting of parents, some of whom may be unwilling to answer the questions honestly.  
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Appendix: What is the value of a DALY? 

The DALY (Disability-Adjusted Life Year) is used by the World Health Organization (WHO) to represent 
a "healthy year of life," intended to be an apples-to-apples measure that allows us to compare the potential 
benefits of different public health interventions (World Health Organization, n.d.). DALYs reflect both mortality 
and morbidity of a given condition; for example, the DALYs due to cancer reflect both the lowered life 
expectancy and the reduced quality of life associated with the treatments and effects of cancer. Using a 
system of disability weights that capture the variation in how much "cost" is imposed by each condition, the 
WHO made it possible to compare the potential benefits of two interventions with a common unit, even if the 
interventions target two different health conditions (e.g., comparing the benefits of oral cancer screening to 
HIV/AIDS prevention).  The DALY gives us a common measure of the average level of harm caused by a 
given condition, the flip side of which is the potential benefit of preventing or mitigating that harm. 

We take that a step further by converting DALYs to an even more generalizable common unit: the dollar.7  

We're not the first to do this, of course. The WHO Commission offered some guidance on this front, suggesting 
a value of three times the per-capita GDP. Erring on the conservative side, we follow that guidance. For the 
Twin Cities Metropolitan Statistical Area, the estimated per-capita GDP is $74,948 (U.S. Bureau of Economic 
Analysis, 2017, adjusted to 2019 USD). 

Often preferring a more rigorous approach to valuation, economists have managed to estimate the dollar value 
of a year of life in many other creative ways. For example, they estimate how much workers value their own 
lives by analyzing how much more money they must be paid to accept an increased risk of death in their jobs.  
Economists also survey people, asking how much they would need to be paid to accept an increased risk of 
disability (paralysis, for example), or how much they would be willing to pay to add a year onto their life.  

The field is constantly evolving, with researchers continuously coming up with new creative ways to help 
respondents reveal the value they instinctively and implicitly assign to the remaining years of their life. Their 
methods vary, but these different approaches tend to yield estimated values that are in the same order of 
magnitude as the three-times-per-capita-GDP rule (in the Twin Cities context, anyway).8  For example, one 
study suggests a lower-bound DALY value of over $254,000 (Braithwaite et al., 2008, adjusted for inflation 
to 2019 USD), and another suggests a value of over $246,000 (Miller et al., 2020, adjusted to 2019 USD). 

7 This may be a controversial practice outside the field of economics, as it is effectively assigning a dollar value to 
human life. The alternative, however, is to simply exclude these values from our decision-making. For example, 
suppose we assign no dollar value to the DALYs saved by malaria treatment. Then, when considering where to 
direct resources, funding goes instead to other efforts for whom funders can see a dollar value of the impact. The 
malaria treatment may have been more beneficial to society than the alternative options, if only the DALYs had 
been converted to a dollar value so they could be considered. In the end, we make our best decisions for society 
when we're able to effectively compare our different options, apples to apples. That's why we push through the 
discomfort and give a DALY a dollar value. 

8 This sort of valuation approach may not work as well in a developing-country context. Their lower per-capita GDP 
would imply a lower value of the lives of people in another country, a conclusion that is rightly disputed. This is a 
valid critique of the global use of this valuation approach, but locally, the estimated value aligns well with the values 
estimated via other methods. 
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Of course, all of this only tells us how economists gather the data and add it all up; it doesn't tell us what 
actually determines the dollar values that people place on each healthy year of their lives. Suppose we ask 
someone how much they'd have to be paid today to accept a 0.001% chance that they would die tomorrow, 
and how much for a 0.001% chance that they would lose a leg tomorrow. Subconsciously, they start adding 
up how much each risk "costs" them. What are the line items that come up during that internal accounting 
process? We don't know for certain, of course. Many of us wouldn't be able to list them all out if we tried, and 
if we could, the answers would surely vary widely. We know that we value our lives, our health, and our 
quality of life, but what is it that makes those things valuable? Needless to say, this is a philosophical question 
that is beyond the scope of this brief. 

To help conceptualize the DALY value a bit, though, below is a summary of what the WHO Commission said 
might be included in the value of a DALY:  
 Lost income, including wages lost due to illness, and loss of future earnings due to premature mortality
 Pain and suffering ("the reduction in psychological well-being caused by disease")
 Lost value of life, due to premature mortality. This is where we capture the intangibles that we couldn't

explain during the "internal accounting" exercise, the notion that life has value and that value is lost when
someone dies earlier than they "should have" in the absence of the disease.

In a nutshell, the DALY value includes some measure of the tangible sorts of values, like the expected future 
wages that we lose when our lives are shortened by disease, but it also includes the intangibles, like the costs 
of pain and suffering, and the difficult-to-articulate but inherent value we assign to life. When viewed in that 
light, it’s pretty clear that our $225,000-per-year estimate is a conservative one. 

For more information 

For more information about this report, contact Cael Warren at 
Wilder Research, 651-280-2066. 

Authors: Cael Warren and Jessie Austin 
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Community 
Assessment 
Overarching 
Points



Overarching Points Cont.

• A noticeable spike in hunger for seniors on a fixed income and whose income is not keeping 
pace with inflation and higher costs of living and healthcare.

• Parity in pay, work life balance and employment opportunities for women, especially in STEM 
careers is an area of focus. 

• Due to these societal stressors, mental health and overall wellness are emerging concerns 
within the Minnesota Compass and Wilder Foundation data and correlated to student’s ability 
to learn. Family stressors are experienced by younger members of the family.

• Immigrant communities for whom English is a second language, are facing disproportionate 
access to healthcare and educational success, which is related to the lower matriculation and 
graduation rates, especially in the Metro Area, Saint Paul Public School, and Minneapolis 
Public School systems. 



Who is doing 
what CSJ 
Ministries do?

Healthcare:
There are 18 Community Health Clinics in MN 
between Duluth and Worthington.

• 12 are in St. Paul and Minneapolis

• They are generally licensed and federally 
funded 

• 6 of them serve culturally specific 
communities.
(SMHC no included, these all belong to MN Association of Community Health Centers)

https://mnachc.org/

• 1 predominately services Somali Community
• 2 serve the Native population
• 2 serve predominately African American
• 1 services predominately Latinex

https://mnachc.org/community-health-centers/find-a-health-center/

https://mnachc.org/community-health-centers/find-a-health-center/


Who is doing 
what CSJ 
Ministries do 
Cont. 

Spirituality: 

This is a space where the 
Province has a large market 
share of programs and services 
that could have wide appeal 
and broader reach. WW has 
been serving 2,000-3,000 
yearly for several years.



Who is doing 
what CSJ 
Ministries do 
Cont. 

Education - ABE specifically:
• Minnesota currently serves 65,000 Adult Basic Education 

(ABE) Learners each year.

• ABE is funded with both federal and state grants

• ABD delivered through a 39 consortia comprising all 
Minnesota school districts as well as partners, including the 
correctional system and community-based organizations like 
Learning in Style.
http://mnabe.org/about-abe-in-mn

• Many Metro providers are culturally specific and staffed by 
individuals from similar cultural backgrounds or shared 
immigrant experience.

• Many of these services, especially in the Metro, are linked to 
schools, community centers and provide county coordinated 
case management and other wrap around services such as 
food shelves, clothing closets, work force readiness, and 
work force training. 

http://mnabe.org/about-abe-in-mn


Community 
Needs 
= 
Congregational 
Directives



Respond to the 
crisis of earth and 

global warming

MN Compass: The Environment 
and quality of life
https://www.mncompass.org/topics/quality-of-
life/environment

Wilder Foundation: Schools' 
Perceptions and Environmental 
Education Needs:
https://www.wilder.org/wilder-research/research-
library/schools-perceptions-and-environmental-education-
needs-prepared

https://www.mncompass.org/topics/quality-of-life/environment
https://www.wilder.org/wilder-research/research-library/schools-perceptions-and-environmental-education-needs-prepared


Deepen awareness of 
our complicity and 

work toward 
dismantling 

interlocking systems of 
oppression

MN Compass: Racial Disparities 
Related to Education and 
Wellness:
Inventing and Innovating to Tackle Minnesota's Racial 
Disparities

Wilder Foundation: Eliminating 
Health Inequities in MN:
The Role of Health Care in Eliminating Health Inequities 
in Minnesota: Executive Summary

MN Compass: Racial equity, 
uncomfortable conversations, and 
internal assessment: Conversation is the 
First Step

https://www.mncompass.org/data-insights/articles/inventing-and-innovating-tackle-minnesotas-racial-disparities
https://www.wilder.org/wilder-research/research-library/role-health-care-eliminating-health-inequities-minnesota-executive
https://www.mncompass.org/data-insights/articles/conversation-first-step


Articulate and 
authentically live our 

vows in ways that 
witness and speak to 

today’s realities

MN Compass: Faith-based 
Collaborative in the Twin 
Cities:
Acting on Faith: A TC Faith-based Collaborative Works 
to Address Disparities in the Region

Wilder Foundation: Community 
Leadership Growth (in relation to 
Wilder Foundation):
What Does it Take for Community Leaders to Lead 
from Within?

https://www.mncompass.org/data-insights/articles/acting-faith-twin-cities-faith-based-collaborative-works-address-disparities
https://www.wilder.org/articles/what-does-it-take-community-leaders-lead-within


Walk with women as 
we claim our voice and 

work toward an 
inclusive church and 

society

MN Compass: Disparities in 
Women in STEM:
Supporting Women in STEM: Our Bridge to a Strong 
Minnesota

Wilder Foundation: Working to 
create a more inclusive 
framework of knowledge - that 
includes cultural and spiritual 
knowledge:
Reimagining Knowledge, Power and Experience for 
Community-Driven Change

https://www.mncompass.org/data-insights/articles/supporting-women-stem-our-bridge-strong-minnesota
https://www.wilder.org/articles/reimagining-knowledge-power-and-experience-community-driven-change


Use our collective 
voice to accompany 
others in speaking 

their truth

MN Compass: COVID-19 Effect on 
Workers of Color and Immigrant 
Population: Minnesota's Workers 
of Color and Immigrants Bear the 
Brunt of the COVID-19's Impact 
https://www.mncompass.org/topics/demographics/a
ge/older-adults

Wilder Foundation: Immigrant 
Needs Across Education, 
Healthcare, Basic Needs, Mental 
Health and Wellness: Speaking for 
Ourselves: A Study of Immigrant and Refugee 
Communities in the Twin Cities

https://www.mncompass.org/topics/demographics/age/older-adults
https://www.wilder.org/wilder-research/research-topics/speaking-ourselves


The CSJ Brand
=

Relevance
Distinctiveness

Consistency



Guiding Questions

1. How are the current ministry activities 
responding to our 2019 Chapter 
Directives?

2. How relevant is the work of the 
ministries in relation to the needs of the 
times as these needs are expressed in 
the Community Assessment data?

3. How will our ministries activate and 
collaborate with other nonprofit 
organizations doing similar work?
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