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Today’s Call Objectives


 
Introductions!  


 
Who are you?



 
Where are you from?



 
What do you want to know by the time you hang‐up 

 the phone?


 
Poster Presentations Tips and Tricks


 

Oral Presentations Tips and Tricks


 
Where to go to find more information



1.  Who are you?
2.  Where are you from?
3.  What do you want to know by the time you hang‐

 up the phone?



Tips and Tricks

First Place:  MaKenzie Moore, Dublin District 5‐

 1, Telfair Elementary, Georgia



If these 2 posters were side by side, 
 which would you look at first?

Presenter
Presentation Notes
RIGHT SIDE POSTER

 This poster uses many images to show (rather than tell) the reader what was being investigated, what was done, what the results were and what the implications of those results are. 

 The poster is divided into sections that follow logically as the reader progresses. There is just enough text to explain the study but not so much that it is time consuming to read. Notice also how color is used in the text to highlight key points and figure references. 



LEFT SIDE POSTER

This poster contains nearly the same information as the one above. This version was published in a journal that required that images be kept to a minimum. Therefore, a large amount of text was required to explain much of the information that was easily depicted in the images in the poster above. 

This poster looks far less "interesting" and would likely be left to read later if there were other "friendlier" posters yet to read. 





What makes a good poster   “good”?


 
The “Look”


 

Determines whether or not passers‐by will STOP,
 

LOOK,
 and LISTEN



 
Font sizes:  Use 24 point+ for text and 60 point+ for 

 headings


 
Text:  Check for grammar, edit, edit, cut, cut, cut



 
Flow:

 
Use arrows/signs/symbols as a road map



 
Color:

 
Select colors that will aid in ease of readability


 

The “Content”


 
Message Matters:  Prominent take home messages (1‐3)



 
Graphics:  Use graphics/illustrations/data figures in place of 

 text


 
Presentation:  Engage passers‐by and have a 1 minute 

 overview and a 3‐5 minute explanation ready





Good and Bad Features


 
The “Look”


 
Good – use of color and 

 contrast


 
Bad – flow a bit 

 confusing


 
The “Content”


 
Good – key message in 

 title


 
Good – use of figures



 
Good – titled sections; 

 text limited and 
 highlighted 



• Transition services

•

 

Definition:  “purposeful, planned movement of 

adolescents and young adults with chronic physical 

and medical conditions from child-centered to adult-

 

oriented health care systems”

 

(1)

•

 

90% of CSHCN survive to adulthood (1-4)

•

 

CSHCN have ongoing needs compared to other 

children (6-12)

•

 

CSHCN with more severe conditions face 

challenges with transition to adult health care (13-

 

16)

• Maternal and Child Health Bureau/Health Resources 

and Services     Administration

•

 

Title V needs assessment –

 

system indicators 

•

 

“receipt of the services necessary to make 

transitions to all aspects of adult life”

 

(17)  

•

 

The 2005-2006 National Survey of Children with 

Special Health Care Needs (NS-CSHCN) provides 

state and national prevalence estimates to assess 

progress toward achievement of goals

• Individual, condition-related and system factors 

influence health care access and transition access for 

CSHCN (7; 19-32)

•

 

Failure to obtain transition services may contribute to

•

 

Gaps in insurance coverage

•

 

Delay in obtaining care

• To examine whether individual, condition-related, and 

system-related characteristics are associated with state 

performance in the provision of transition services to 

CSHCN

Methods Conclusions

What Factors are Associated with State Performance on Provision of Transition Services to 
CSHCN?

Kasehagen, L.,1

 

Kane, D.J.,2

 

Punyko, J.,3

 

Carle, A.C.,5

 

Penziner, A.,6

 

&  Thorson, S.3,4
1CityMatCH at University of Nebraska Medical Center, Omaha, NE; 2Bureau of Family Health, Iowa Department of Public Health, Des Moines, IA; 3Minnesota Department of Health, St Paul, MN; 4Minnesota Title V CSHCN Policy and Research Section, Minnesota Department of Health, St Paul, MN;

5Division of Health Policy and Clinical Effectiveness, Cincinnati Children’s Hospital, University of Cincinnati School of Medicine, Cincinnati, OH; and 6Child Health Specialty Clinics, University of Iowa, Iowa City, IA

Table 1 – High-performance states 

Table 2 – Medium-performance states

•

 

Analysis of cross-sectional data from the NS-CSHCN

•

 

Sample

•

 

Children, aged 12-17 years (n=16,876)

•

 

Hispanic, non-Hispanic Black, non-Hispanic White

•

 

Model variables 

•

 

Dependent:  State performance of transition 

services (high, medium, low)

•

 

Independent:

-

 

Individual demographic and family characteristics

-

 

Condition-related factors

-

 

MCHB-defined system indicators

•

 

Statistical analysis

•

 

Polytomous logistic regression with low 

performance states serving as the referent group

•

 

Analyses conducted in SAS-callable SUDAAN to 

appropriately weight estimates and adjust for complex 

NS-CSHCN sample design

• 73.3% of CSHCN were encouraged to take responsibility 
for their health care needs 

• 38% of CSHCN received anticipatory guidance  
• 41% of CSHCN received transition services

• Characteristics* associated with receipt of transition 
services included: 

•

 

white, non-Hispanic; 

•

 

household education levels greater than high school; 

•

 

household structures with two parents; and 

•

 

household incomes >400% FPL. 

• Key factors important to state performance in providing 

transition services to CSHCN were:

•

 

High-

 

versus Low-performance state

•

 

Race/ethnicity

•

 

Medical home

•

 

Adequate insurance coverage

•

 

Medium-

 

versus Low-performance states

•

 

Race/ethnicity

•

 

Medical home

•

 

Adequate insurance coverage

•

 

Family household structure

Introduction Selected Results - 
continued

Crude OR (95% 
CI)

Adjusted OR 
(95% CI)

Race/Ethnicity
Hispanic
Non-Hispanic black
Non-Hispanic white

0.34 (0.17, 0.34)
0.41 (0.30, 0.56)

Referent

0.25 (0.17, 0.37)
0.44 (0.30, 0.62)

Referent

Family Household 
Structure

2-parent biological / 
adoptive

2-parent step-parent
1-parent (mother only)
Other

Referent

0.74 (0.55, 1.00)
0.58 (0.46, 0.74)
0.81 (0.50, 1.33)

Referent

0.80 (0.58, 1.10)
0.78 (0.60, 1.03)
1.21 (0.71, 2.07)

No Medical Home 0.59 (0.48, 0.74) 0.73 (0.57, 0.95)

Lacks Adequate 
Insurance Coverage 0.63 (0.51, 0.78) 0.73 (0.58, 0.93)

Note:  Table edited to highlight key findings

Selected Results Crude OR (95% 
CI)

Adjusted OR 
(95% CI)

Race/Ethnicity
Hispanic
Non-Hispanic black
Non-Hispanic white

0.86 (0.64, 1.14)
0.66 (0.51, 0.84)

Referent

0.87 (0.63, 1.18)
0.67 (0.50, 0.90)

Referent

Family Household 
Structure

2-parent biological / 
adoptive

2-parent step-parent
1-parent (mother only)
Other

Referent

0.65 (0.49, 0.86)
0.73 (0.59, 0.91)
0.88 (0.55, 1.41)

Referent

0.64 (0.48, 0.87)
0.83 (0.65, 1.07)
1.08 (0.64, 1.81)

No Medical Home 0.79 (0.65, 0.97) 0.82 (0.65, 1.04)

Lacks Adequate 
Insurance Coverage 0.76 (0.63, 0.93) 0.83 (0.67, 1.03)

Note:  Table edited to highlight key findings

Provider 
Recommendations

• Continue to monitor, assess, evaluate, and improve 

performance on system indicators  

• Share promising practices

• Develop a practice-based parent advisory group

• Establish transition services as a standard of care 

• Establish meaningful, culturally competent partnerships with 

families of  CSHCN

Limitations
• Cross-sectional data 

• Responses based on parental report 

• Sample size 

•

 

Adjusted for families without landline telephones 

•

 

Some populations too small to include 

Objective

*statistically significant at p≤0.05
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Major improvements from my earlier work!  What are the good and bad features of this poster?



The “Look”

Good – use of color and contrast

Good – flow a bit confusing

The “Content”

Good – title tells you what the poster is about

Good – use of table data

Good – prominently titled sections

Bad – still a bit text heavy, but short bulleted points
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Presentation Notes
For a scientific poster, I wouldn’t rank this as ‘bad’, but in public health, this is not a friendly poster.



The “Look”

Good – use of color and contrast to separate the sections of the poster

Good – nice use of figures and tables

Good – logical flow

The “Content”

Good – title tells you what the poster is about

Bad – text heavy, even if large poster format, this is reading intensive



ESTIMATING PREVALENCE OF FETAL ALCOHOL SYNDROME IN OREGON
LJ KASEHAGEN1, JE HUTCHINSON1, M RUHLIN1, LA DIXON-GRAY1, CA GALLIA2, KD ROSENBERG1

OREGON PUBLIC HEALTH DIVISION, OFFICE OF FAMILY HEALTH1; OREGON DIVISION OF MEDICAL ASSISTANCE PROGRAMS, RESEARCH & 
ANALYSIS2

What is Fetal Alcohol Syndrome (FAS)?

•

 

A disorder of permanent birth defects that occur in the offspring of women who drink 
alcohol during pregnancy.  FAS is typified by a constellation of

• Growth deficiency in height, weight, or both;
•

 

Craniofacial abnormalities (smooth philtrum, thin upper lip, short palpebral fissures); 
and
•

 

Clinically significant structural, neurological, or functional central nervous system 
impairment.

•

 

Manifestation of birth defects depends on the amount, frequency, and timing of maternal 
alcohol consumption.

BACKGROUND, POPULATION & DEFINITIONS PREVALENCE ESTIMATION METHODS

Oregon FAS Surveillance System
• Geographic coverage

• Statewide surveillance
• Case inclusion criteria

• Mother of child –

 

Oregon resident at time of birth, and
• Child –

 

Born between 1/1/2001 and 12/31/2006 (inclusive)
• Case definition (see Positive Phenotype Table below)

OREGON FAS SURVEILLANCE SYSTEM
POSITIVE PHENOTYPE

FAS 
DIAGNOSTIC 
CATEGORY

FACE CENTRAL NERVOUS 
SYSTEM (CNS)

GROWTH

CONFIRMED ABNORMAL 
FACIAL FEATURES 
consistent with FAS

OR

2 OF 3 FEATURES:
• Short palpebral 
fissures
• Abnormal philtrum
• Thin upper lip

At least 1 
STRUCTURAL or 
FUNCTIONAL anomaly

STRUCTURAL
Head circumference 
<=10th percentile at birth 
or any age postnatally

FUNCTIONAL
• Developmental delay
• Mental retardation
• ADD / ADHD

GROWTH DELAY in 
utero or after birth

INTRAUTERINE
Weight or Height corrected 
for gestational age <=10th 

percentile

POSTNATAL
• Weight for Height <=10th 

percentile for age
• Weight for Height <=10th 

percentile 

PROBABLE Must meet FACE 
criteria

Must meet EITHER CNS OR GROWTH criteria

PENDING Must meet predetermined criteria from the specific referral source

See Hymbaugh et al., Teratology 2002, 66:S41-S49; Druschel and Fox, Pediatrics 2007, Vol. 119(2):e384-e390.

Case-Finding Strategies
• FAS (ICD-9 760.71)

 

OR a combination of ICD-9 codes
•

 

Central Nervous System (CNS) diagnoses -- microcephaly (ICD-9 742.1) AND 
developmental delay (ICD-9 315.xx) OR mental retardation (ICD-9 317.xx, ICD-9 
318.xx)
•

 

PLUS 1 growth-related diagnosis -- small for gestational age (ICD-9 764.xx) OR low 
birth weight (ICD-9 765.xx) OR failure to thrive (ICD-9 783.x)

Data Sources
• Oregon Birth Certificates
• Medicaid Management Information System (MMIS) claims data
• Medical records

• 57 hospitals and hospital pediatric clinics
• Child Development and Rehabilitation Center clinics, specialty pediatric clinics
• Genetics clinics

Case-Finding Methods
•

 

Use birth certificates and MMIS claims data to identify children with certain diagnostic 
codes
• Make requests to hospitals and clinics for medical records on children that

•

 

Have FAS or the ICD-9 760.71 diagnostic code in the medical record or hospital 
discharge summary
• Have a ICD-9 759.x diagnostic code for congenital anomalies
• Fit surveillance system criteria (specific combinations of ICD-9 codes)
• Were identified by birth certificate and/or Medicaid claim

Dual- and Multiple-Record System (DRS / 
MRS) Estimation Methods

• More commonly known as “capture-recapture”
• Applied to human populations in the 1940s
•

 

First epidemiologic application of methods in 
1969

•

 

Modified for use in human populations to 
estimate

• Population size
•

 

Incidence and/or prevalence of disease 
(primarily chronic diseases)
•

 

Completeness of surveillance systems or 
disease registries

• Adapted to different types of data sources
• Medical records
• Laboratory results
• Registries

See IWGDMF, Am J Epidemiol 1995, 142:1047-58, 1059-

 

68.

Why use DRS or MRS estimation methods for 
estimating prevalence of FAS?

•

 

The Centers for Disease Control and Prevention 
framework for the FAS surveillance system was 
specifically built upon the premise that case 
ascertainment relies on data from multiple data 
sources –

 

a hallmark trait of DRS and MRS 
estimation.

•

 

DRS / MRS estimation methods do not require 
complete enumeration of populations and provide a 
formal means for estimation and adjustment for 
under-ascertainment.

•

 

FAS is the type of condition that should lend itself 
well to this type of estimation method, i.e., chronic, 
detectable.

Why use more than 2 sources of data and MRS 
estimation methods?

• All models are under a unified framework
•

 

Model selection can be easily implemented and 
carried out in a flexible manner based on data and 
informed by prior knowledge
• Tests are available for comparing models
•

 

Dependence can be incorporated into models by 
adding appropriate interaction terms
•

 

All inference is within the mainstream of statistical 
data analysis

See IWGDMF, Am J Epidemiol 1995, 142:1047-58, 1059-68. Chao 
et al., Statis Med 2001, 20:3123-57.

1st Data Source

Present Absent

2nd Data 
Source

Present a b

Absent c x

only data
source 2

only data
source 1 both data 

sources

unknowns 
(x)

Estimation methods can have as few as 2 
sources of data.  DRS estimation methods 
stem from 2 primary techniques

•

 

Peterson Estimator for large sample 
sizes, uses a maximum likelihood estimation 
method, or
•

 

Chapman Estimator for small sample 
sizes, uses a nearly unbiased estimation 
method

Figure 1. 2 x 2 Table Layout for 2-source 
Estimation Method using Peterson and 
Chapman Estimators.

Method Assumptions for 2-source Models

•

 

Closed population –

 

is the individual in the 
population for the duration of the study?
•

 

Identifiability –

 

can an individual be identified 
and matched from 1 data source to the next 
data source?
•

 

Equal catchability –

 

is the probability of 
being “captured”

 

the same for all individuals?
•

 

Independence –

 

is the probability of an 
individual being captured in any 1 sampling 
event independent of other sampling events?

1st Data Source
Present Absent
2nd Data 
Source

2nd Data 
Source

Presen 
t

Absen 
t

Presen 
t

Absen 
t

3rd 

Data 
Source

Presen 
t

a b e f

Absen 
t

c d g x

RESULTS & LIMITATIONS

Figure 2. 3-way Table Layout for 3-source Estimation 
Method using Log-Linear Modeling.

See Chao et al., Statis Med 2001, 20:3123-57.

2

2 3

5 7

3

6 
6

Scenario 1. Estimating FAS 
prevalence (2001-2006) using 
MRS estimation methods.

Model* Data 
Sources***

N 95% CI Devianc 
e

Prevalenc 
e 

Estimate* 
*

Chapman 2-source 
model:  MEDI- 
HOSP

117 96, 182 --- 0.4

3-source model:  
µ MEDI-HOSP =
µ BC-HOSP

373 134, 1862 3.9 1.4

3-source model:  
µ BC-MEDI =
µ BC-HOSP

360 126, 2017 5.2 1.3

* Uses confirmed, probable + pending, but excludes any records with missing 
information
** Per 1,000 live births; Oregon resident births (2001-2006) N = 275,719
*** BC=birth certificates, MEDI=Medicaid claims, HOSP=medical records
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3 4

5 1 
2

3
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Scenario 2. Estimating FAS 
prevalence (2001-2006) using 
MRS estimation methods.

Model* Data 
Sources***

N 95% CI Devianc 
e

Prevalenc 
e 

Estimate* 
*

Chapman 2-source 
model:  MEDI- 
HOSP

339 289, 456 --- 1.2

3-source model:  
BC-MEDI, BC- 
HOSP interactions

384 334, 529 15.0 1.4

3-source model:  
BC-MEDI, MEDI- 
HOSP interactions

386 329, 610 17.9 1.4

* Uses all available information (including pending); combines confirmed + 
probable
** Per 1,000 live births; Oregon resident births (2001-2006) N = 275,719
*** BC=birth certificates, MEDI=Medicaid claims, HOSP=medical records

Scenario 3. Estimating FAS 
prevalence (2001-2006) using 
MRS estimation methods.

Model* Data 
Sources***

N 95% CI Devianc 
e

Prevalenc 
e 

Estimate* 
*

Chapman 2-source 
model:  MEDI- 
HOSP

338 283, 482 --- 1.2

3-source model:  
BC-MEDI, BC- 
HOSP interactions

406 336, 648 17.1 1.5

3-source model:  
BC-MEDI, MEDI- 
HOSP interactions

396 327, 724 22.1 1.4

* Uses all available information for confirmed, probable, and pending
** Per 1,000 live births; Oregon resident births (2001-2006) N = 275,719
*** BC=birth certificates, MEDI=Medicaid claims, HOSP=medical records
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Case Ascertainment Challenges / Limitations of Data Sources

•

 

Pediatric developmental / rehabilitation clinics rarely use ICD

 

code 760.71, more apt to use 
759.x
• General reluctance of clinicians to “label”

 

children
• No birth defects registry –

 

surveillance from “scratch”
• No FAS diagnostic clinics --

 

lack of consistent, standardized use of FAS diagnostic criteria
•

 

Difficulty finding supporting documentation for children with “FAS”

 

on birth certificate or 
Medicaid claim
• Low ascertainment for children who are not on Medicaid
• Target population is “young”

 

in terms of timing of identification and diagnosis
• NE and E geographic regions of Oregon may seek services in Washington or Idaho
• General sentiment against “surveillance”
• Recording errors on birth certificates
• Medicaid billing errors
• “Duplication”

 

of children in surveillance system who had name changes

BC
69

HOSP
17

MEDI
244

BC
69

HOSP
24

MEDI
244

BC
12

HOSP
17

MEDI
81

Violations of Method Assumptions  

• Closed population
•

 

Not a true closed population –

 

births, deaths, 
migration

• Identifiability
• 98% matching

• Equal catchability
• Subjective nature of the diagnosis
•

 

Poor, inconsistent documentation in medical 
records
• Difficulty in locating diagnostic information
• Phenotypic variation by age

• Independence
•

 

Lack of independence can be addressed via log-

 

linear modeling through the use of interaction terms
•

 

Residual heterogeneity –

 

Are diagnoses carried 
forward without independent assessment?  Or, are 
cases independently verified or re-assessed?
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One of my early efforts in a public health poster – virtual disaster!

When I look at this poster now, I think . . . “WHAT WAS I THINKING?”

While this is a really interesting public health topic and epidemiologic and biostatistical method, no one is going to know, because no one can read this.  The main problem is that it is overloaded with information!



The “Look”

Good – use of color and contrast to separate the sections of the poster

Bad – too many sections, too crammed with information

Good – attractive figures and tables

Bad – logic to flow difficult to follow

The “Content”

Good and Bad – will attract ONLY those people interested in Venn diagrams, FAS or Oregon to this poster

Bad – text heavy, even if large poster format, this is reading intensive





Then, there is just plain “ugly”
Remember, do 

 NOT wear your 
 poster . . . no 

 matter how good 
 it sounds when 

 you talk with 
 your colleagues!



What can you do when good posters 
 go “bad”


 

Making a “good”
 

poster isn’t easy


 
Sometimes, we don’t have control over the design of 

 our work


 
Sometimes, we have to use colors and templates that do 

 not facilitate telling the story the way you want to


 
Engage passers‐by 


 

Smile


 
Ask the passers‐by a question that could lead into a 

 conversation about your work


 
Have a 1 minute overview / a 3‐5 minute explanation 

 ready



Logistics
•

 
Board Size: 4ft high, 8 ft wide

•
 

Background Color: Grey (frame and legs are black)
•

 
Set Up: Saturday

•
 

Tear Down: Monday evening
•

 
Handouts

•
 

Templates:
–

 
http://www.posterpresentations.com/html/free_poster

 _templates.html
–

 
http://www.postersession.com/templates.php

–
 

http://www.makesigns.com/SciPosters_Templates.aspx

http://www.posterpresentations.com/html/free_poster_templates.html
http://www.posterpresentations.com/html/free_poster_templates.html
http://www.postersession.com/templates.php
http://www.makesigns.com/SciPosters_Templates.aspx


Tips and Tricks



What makes for a “good”
 presentation?


 

The “Look”


 
Determines whether or not audience will STOP,

 
LOOK, and 

 LISTEN


 
Font sizes:  Use 20+ point for text and 40+ point for headings



 
Text:  Check for grammar, edit, edit, cut, cut, cut



 
Flow:

 
Use a logical, narrative flow



 
Color:

 
Select colors that will aid in ease of readability


 

The “Content”


 
Message Matters:  Prominent take home messages (1‐3)



 
Graphics:  Use graphics/illustrations/data figures in place of text



 
Presentation:  Use an engaging, conversational presentation style; 

 don’t read your slides or deliver your talk in a monotone zombie 
 manner



 
Watch Your Time:  Be respectful of presentation length



The “Look”
•

 
This it not an effective slide because I have an entire 

 paragraph of words and it can be very difficult to read an 
 entire paragraph of words on one slide.  Even if I break it 
 up into sentences, one big block of text is one big block of 
 text too many.  IF YOU ARE ACTUALLY STILL READING 
 THIS RIGHT NOW, YOUR EYES ARE GROWING TIRED 

 AND hopefully
 

you
 

have
 

received
 

the
 

main
 

point.  Don’t 
 write out one paragraph on a PowerPoint slide because it 
 is very difficult to read.  Make sure to make good use of 

 space!  Separate your heading and text.  Use bulleted 
 phrases! Make sure your font is appropriate.  Make sure 

 that the color and contrast aid in making your slide clear 
 and readable!  Only include key points on the slide.



The “Look”


 
PowerPoint is a map/synopsis and visual aid




 

Font size:  
 

44, 36, 32,
 

24, 18


 

Handouts

Images Speak 
 LOUDLY!



The “Content”
•

 
Tell ‘em

 
what you’re gonna

 
tell ‘em

•
 

Then, tell ‘em
•  Then, for good measure, tell   ‘em  again!



The “Content”
•

 
Have an introduction that piques interest
–

 
Story

–
 

Quote 
–

 
Data or an indicator

•
 

Give your purpose/thesis/hypothesis
 

and a brief preview of 
 the content

•
 

In 8‐10 slides, tell audience the main points
•

 
“In conclusion…”
–

 
Wrap up the story

–
 

Tell them how the quote is significant to your work
–

 
Explain how the data changed over time



What can you do when good 
 presentations go “bad”


 

Be prepared to give your talk . . . 


 
Know your information



 
Be prepared to answer hard or controversial questions



 
Have a ‘plan’

 
for unforeseen events



 

Shortened presentation time


 

Lengthened presentation time


 

Slide, laptop, or projector failure


 

Be courteous


 
Be flexible



Logistics


 
When is your session?


 

Who are you presenting with? 


 
Rooms vary from 20‐60 people (plan on ~30)


 

Handouts


 
Be in the room 10‐15 minutes before to meet with staff 

 member / moderator


 
Bring your presentation on a jump drive!!!


 
In an abundance of caution, you might want to bring it 

 in .ppt
 

and .pptx
 

formats!



Top 10 Tips from CityMatCH  Staff
10. Have a proofreading 

 session with a good friend
9. Practice out loud…
8. … with a stop watch!
7. Make sure the slides 

 readable from a good 
 distance

6. Always have a smile (it 
 can cover up almost 

 anything!)

5. Be ready for good 
 questions

4. Tell the story from your 
 own experience

3. Check your decimal points 
 (and commas, and 

 spellings, and fill‐in‐the‐
 blanks)

2. Keep a good sense of 
 humor and enjoy yourself

1. Check your zipper!



Additional Resources


 
CityMatCH


 
402‐561‐7500



 
http://www.citymatch.org


 

http://www.mchlibrary.info/


 

Laurin
 

Kasehagen


 
lkasehagen@unmc.edu


 

Carol Gilbert


 
cgilbert@unmc.edu


 

Katie Brandert


 
kbrandert@unmc.edu

http://www.citymatch.org/
http://www.mchlibrary.info/
mailto:lkasehagen@unmc.edu
mailto:cgilbert@unmc.edu
mailto:kbrandert@unmc.edu
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