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Committee Members Present: Robert Marcum 
Penny Olson 
Carole Holten 
Kristine Layne 
Kari Paulsen 
Marlene Abear 
Roberta Elvecrog 
Joell Miranda 
Jon Moen 
Kevin Insley 
Penny Olson 
Maureen Mishler 
Joy Janzen 
Beverly Mensing 

Commissioner Bill Pratt 
Commissioner Mark Wedel 

Others Present: Joel Hoppe 

Guests: Cynthia Bennett, HHS Director 
Brea Hamdorf, Public Health Nurse 
Stephanie Downey, Youth Suicide Prevention Coordinator 
Shawn Speed, Clerk to the Committee 

Absent: Steve Teff 

I. Call to Order

a. Robert called to order the regular meeting of the Aitkin County Health & Human Services
Advisory Committee at 3:32pm on September 5, 2018 at Aitkin County Health & Humans

Item VI.A.



Services in the large conference room. 
 

II. Approval of September 5, 2018 Agenda 
 

a. Cynthia asked to have two items added to the agenda. 
i. Add a new item IV, Proposed HHS Budget Proposal. 

ii. Add item V.d. Feedback from the Advisory Restructuring Sub-Committee Meeting. 
b. Roberta moved to approve the agenda with additions, Carole seconded, all members voting yes to 

approve the agenda. 
 

III. Approval of minutes from August 1, 2018 meeting 
 
a. Roberta moved to approve the minutes as written, Joell seconded, all members voting yes to 

approve the August 1, 2018 minutes. 
 
IV. Proposed HHS Budget – Cynthia Bennett 
 

a. Cynthia went through the final HHS proposed budget presentation that was given to the Board at 
the August 28 regular Board meeting. 

b. Broken down into categories. 
c. Each slide shows whether it was an increase or decrease from last year and also shows what 

percentage of the total HHS Budget it is. 
d. Roberta asked whether or not there were any programs to help keep people in the county that are 

solely funded by the county itself? 
i. Cynthia responded that all counties are able to provide the same services, one county is not 

able to provide any more than the next as they are all state and federally funded.  The 
counties don’t pay for them. 

ii. Carole commented that the differences between the counties comes down to the amount of 
people who are being serviced. 

 
V. Committee Member Input / Updates – Must be informational in nature, relative to Aitkin 

County Health & Human Services and not exceed five minutes per person. 
 
a. Roberta thanked Bob for his help with Lakes and Pines getting back to her. 
b. Carole brought up a letter that she received in regards to Blue Cross not being offered in Aitkin 

County for Medicare supplement insurance. 
i. Cynthia commented that we had not seen it or heard of it but would take a copy of it and look 

into it with Blue Cross Blue Shield. 
ii. Maureen suggested checking with the Senior Linkage line. 

c. Maureen brought new copies of the Senior and Caregiver Guide and asked that any of the 
members who would like to would take copies with them and drop anywhere they think seniors 
will find them. 

d. Bob and all the members welcomed back Joy Janzen, who had esophageal cancer and is now 
cancer free. 
 

VI. Suicide Prevention – Brea Hamdorf and Stephanie Downey 
 

a. Stephanie started by thanking Brea and all the members for allowing her to attend and present to 



them. 
b. She started by talking about her work in the Community Partners Preventing Suicide Program, a 

program funded by a federal grant targeting the age groups of 10-24 year olds in Minnesota. 
c. She went through her PowerPoint, which is attached to these minutes. 
d. Talked about the 3 primary goals of the program. 

i. Making suicide prevention a core component of primary health and behavioral health. 
ii. Increasing a community’s capacity to identify youth and young adults that are at risk and 

connect them with our new and improved health care system. 
iii. Support and strengthen communities, families, and individuals. 

e. Gathered key stakeholders in Aitkin County, with Brea, to talk about what they could do within 
Aitkin County. 

i. Came together and formed CAPS, Committee for Awareness and Prevention of Suicide. 
ii. Just starting to get going. 

f. Brea and Stephanie went through the Community Readiness Assessment slideshow.  Those slides 
are attached. 

i. Our level of Overall Community Readiness is that we are in Denial/Resistance, that at least 
some of the community members recognize that suicide is a concern, but there is limited 
recognition that it might be occurring locally. 

g. Need more community leadership. 
h. Next meeting for the CAPS group is Tuesday, September 11, 2018 from 1:30 to 3:30 at H&HS. 
i. If interested in attending these meetings contact Brea. 

 
VII. Comments: 

 
a. Feedback from the HHS Board Meeting –  

i. Bob and Kari – August 28, 2018 
1. Was Bob’s birthday. 
2. Kari talked about ACES (Adverse Childhood Experiences) training coming up hopefully 

in the next year. 
3. Minutes from that meeting are attached. 

b. Committee Members scheduled to attend upcoming HHS Board meetings in 2018: 
 
September 25  Carole Holten  Roberta Elvecrog 
October 23  Jon Moen  Maureen Mishler 
November 27  Roberta Elvecrog ________________ 
December 18  Bob Marcum  Kristine Layne 
 

c. Restructuring Committee Update 
i. Came up with two action items that can be accomplished before the next meeting. 

1. The agenda will now include our Mission, Vision, and Values to remind all why we are 
here. 

2. Will develop a template for members to use when briefing the Commissioners at each 
Board meeting. 

ii. All members agreed with those two action items. 
 

VIII. Adjournment 



 
a. Motion by Maureen to adjourn the meeting, seconded by Roberta, all members voting yes to 

adjourn the meeting at 4:41pm. 
 
 
 
 
 
             
       Robert Marcum, Chairperson 
 
      
Shawn Speed, Clerk to the ACH&HS Advisory Board 
 
 
 
The following documents were included in the packet of information sent to the members for review prior to 
the meeting or distributed at the meeting: 

• Copy of the agenda for the September 5, 2018 meeting. 
• Copy of the minutes from the August 1, 2018 meeting. 
• Copy of the August 28, 2018 H&HS Board meeting minutes. 
• Copy of the H&HS Budget Presentation that was given at the Board meeting. 
• Copy of the MN Community Partners Preventing Suicide Presentation. 
• Copy of the Community Readiness Assessment: Aitkin Presentation. 



HEALTH & HUMAN SERVICES –
PROPOSED 2019 BUDGET

August 28, 2018
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DEPARTMENT BREAKDOWN
 Public Health

 Financial Services
Child Support

 Social Services
Children/Adult

 Majority of program areas are 
mandated services
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01 - SALARIES/BENEFITS
 All approved positions are included 
in the budget

 Budget Amounts:
Public Health - $782,463
Financial Services - $1,402,585
Social Services - $2,570,379

 Increase of 3.39%

 65.38% of Budget
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02 - INSURANCE
 Includes:
Vehicle/Liability Insurance
Workers Comp Insurance

 Budget Amounts:
Public Health - $10,000
Financial Services - $7,300
Social Services - $27,000

 Slight Expected Increase for 
2019

 0.61% of Budget
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03 - MATERIALS/SUPPLIES
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 Includes:
Agency Office Supplies, Postage & 
Computer/Monitor Replacements

 Budget Amounts:
Public Health - $19,815
Financial Services - $37,665
Social Services - $38,815

 Increase of 11.48%

 1.32% of Budget

Public Health
21%

Financial 
Services/Child 

Support
39%

Social 
Services

40%



04 - UTILITIES
 Includes:
Telephone
Utilities – Gas & Electric

 Budget Amounts:
Public Health - $10,217
Financial Services - $20,800
Social Services - $38,000

 Increase of 3.05%

 0.95% of Budget
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05 - DUES/REGISTRATION/PROFESSIONAL 
DEVELOPMENT
 Includes:
Meetings, Trainings & Conference 
Fees
Lodging/Meals

 Budget Amounts:
Public Health - $8,076
Financial Services - $9,420
Social Services - $16,775

 Decrease of 8.76%

 0.47% of Budget
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06 - SERVICE AGREEMENTS/CONTRACTS
 Includes:
Services/Contracts
Program Costs

 Budget Amounts:
Public Health - $110,412
Financial Services - $492,770
Social Services - $1,537,827

 Decrease of 1.72%

 29.44% of Budget
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07 - CAPITAL CONSTRUCTION
 Includes:
Building Maintenance & Updates

 Budget Amounts:
Public Health - $8,000
Financial Services - $16,500
Social Services - $22,500

 Decrease of 41.07%

 0.65% of Budget
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08 - TRANSPORTATION
 Includes:
Gas/Fuel Vehicle Charges
Mileage/Parking

 Budget Amounts:
Public Health - $13,975
Financial Services - $5,250
Social Services - $66,550

 Decrease of 9.88%

 1.18% of Budget
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REVENUES
 Grants - $689,060
State & Federal

 Other Revenues - $3,380,013
State & Federal Allocations

Third Party Reimbursements

 Proposed Levy - $2,804,021
4.95% Increase
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COMPARISON

2018 – Approved Budget

 Expenses: $7,177,158
Children’s Rule 5: $200,000
Adult Residential Treatment: $357,260
Building Maintenance: $79,750
Salaries/Benefits: $4,599,418

 Revenues: $6,777,158

2019 – Proposed Budget

 Expenses: $7,273,094
Children’s Rule 5: $140,000
Adult Residential Treatment: $340,000
Building Maintenance: $47,000
Salaries/Benefits: $4,755,427

 Revenues: $6,873,094
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SUMMARY
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Levy 
Increase: 
4.95%

Expenditure 
Increase:

$132,238

Suggested 
Fund Balance 

(42%):
$3,054,700

Projected 
Fund Balance 

Usage:
$400,000



THANK YOU!   
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MN Community Partners Preventing Suicide

Stephanie Downey
MDH – Stephanie.downey@state.mn.us

October 24, 2017



Current MDH and Partner Efforts

• MN Statute 156.56

• State Plan 

• MN Suicide Prevention Task Force

• State Suicide Prevention Coordinator 
– Amy Lopez, 
Amy.Lopez@state.mn.us

• http://www.health.state.mn.us/injur
y/topic/suicide/

• Community  Grantees

• Crisis Line and Referral Services

• Dakota Wicohan

• Evergreen Youth & Family Services

• NAMI MN

• SAVE

• White Earth Mental Health

9/18/2018 MDH Suicide Prevention | http://www.health.state.mn.us/injury/topic/suicide/ 2
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Target Population: 10-24 year olds

• American Indian Communities
• LGBT Youth
• Youth with suicidal ideation and attempts
• Youth connected with foster care or corrections
• Veterans
• Young adults not in college
• Young adult in or prior substance abuse 

treatment



MN Suicide Rate, 2011-2015 by Gender & Age Group

10-17 18-24
Males 7.7 24.9
Females 2.9 4.8
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MN & US Suicide Rate for 10-24 Year Olds, 2011-2015 by Year 
of Age
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MN Youth Suicide (10-24 Year Olds)

• 2nd leading cause of death
• Suicide rate increases with age, peaks with 22-

year-old males
• MN suicide rate (10.7) > US suicide rate (9.2)
• Male suicide rate > Female suicide rate
• Rural suicide rate > Urban suicide rate
• American Indian suicide rate > all other races



Suicide 
Prevention 

Need

CapacityReadiness
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Region Selection

• Need 
• Hospital discharge data for self-directed violence

• MN Student Survey Data

• Population demographics – American Indian youth and young adults

• Capacity
• Certified Community Behavioral Health Center (CCBHC)

• Implementing Zero Suicide Model

• First Episode Psychosis

• Mobile Crisis services providing stabilization care

• Readiness
• Willingness to participate 

• Prior implementation towards activities
9/18/2018 10
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Selected Regions

• Northwestern Region (Kittson, Marshall, Mahnomen, Norman, 
Pennington, Polk, & Red Lake County)

• Great River-Gichiziibi (Becker, Beltrami, Clearwater, Itasca County, 
Red Lake, Leech Lake and White Earth)

• Brainerd Lakes (Aitkin, Cass, Crow Wing, Morrison, Todd, & 
Wadena County)

• Hennepin County Region (Little Earth & Minneapolis)

• Southwestern Region (Lincoln, Lyon, Murray, Redwood, & Yellow 
Medicine County, Lower Sioux & Upper Sioux)

9/18/2018 12



Community Partners Preventing Suicide

1. Make suicide prevention a core component of behavioral/health care 
services.

2. Implement effective programs to increase communities’ capacity to
identify youth at risk and connect them to the coordinated and 
competent behavioral/health care system. 

3. Support healthy and empowered individuals, families and communities.

9/18/2018 13



Implement Zero Suicide

9/18/2018 www.zerosuicide.com 15



Zero Suicide in Health and Behavioral Health Care

9/18/2018 16

• Zero Suicide is a commitment to suicide prevention in health and 
behavioral health care systems 

• Zero Suicide provides a specific set of strategies and tools for suicide 
prevention

• Zero Suicide is both a concept and a practice

• Core: suicide deaths for people under care are preventable and bold goal of 
zero suicide is an aspirational challenge that health systems should accept. 



Fundamental of Zero Suicide 

• Lead-Make an explicit commitment to reduce suicide deaths

• Train-Develop a confident, competent, and caring workforce

• Identify- Every person at risk for suicide 

• Engage client in a Suicide Care Management Plan

• Treat suicidal thoughts and behaviors directly 

• Transition-Follow patients through every transition in care

• Improve-Apply data-driven quality improvement 

9/18/2018 17



Continuum of Care Communities (CCC)

9/18/2018 21
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Youth Suicide Prevention – Garrett Lee Smith

1. Make suicide prevention a core component of behavioral/health care 
services.

2. Implement effective programs to increase communities’ capacity to 
identify youth at risk and connect them to the coordinated and 
competent behavioral/health care system. 

3. Support healthy and empowered individuals, families and communities.

9/18/2018 24



Comprehensive School Suicide Prevention 

• A school-specific comprehensive suicide prevention plan using a school 
checklist to guide suicide prevention efforts

• Interview (school checklist) core team to assess school’s awareness of current 
suicide prevention activities 

• Develop recommendations for core team

• Co-develop a two-year work plan

• Provide Training & Technical Assistance  

9/18/2018 25



Areas of Suicide Prevention in Schools

• Policy, Procedures, & Protocols

• Develop Life Skills

• Connectedness

• Academic Performance 

• Student Wellness 

• Identify Students At Risk 

• Increase Help Seeking Behaviors

• Provide Mental Health & Substance 
Use Disorder Services

• Mean Restriction & Environmental 
Safety 

9/18/2018 School Checklist 26



Key Community Partners/Stakeholders

Youth Serving Agencies

• Schools

• Juvenile Justice

• Foster Care

• Colleges/Universities

• Tribal Services/Supports

• Law Enforcement

• Etc.

Subcontractors

• St. Cloud State University

• Wilder Foundation

• SAVE

9/18/2018 29



Grant-Funded Community Supports/Resources

• Community Assessment
• Data Profile

• Community Readiness Assessment

• Service Gap Analysis

• Curriculums
• LEADS

• Sources of Strength

• American Indian Life Skills Development

• Lifelines curriculum

• Good Behavior Game

• Trainings

• At-Risk for high school educators

• At-Risk for college students

• Mental health first aid

• QPR

• ASIST

• safeTALK

• Connect Postvention

• Trauma-Informed Policing

• Peer-to-Peer

• Youth Summits

9/18/2018 30



New MDH Suicide Prevention Staff

Melissa Dau

Youth Suicide Prevention 
Coordinator-Mankato

Stephanie Downey

Youth Suicide Prevention 
Coordinator-Bemidji

Luther Talks

Youth Suicide Prevention Tribal 
Liaison

Tanya Carter

Behavioral Health Liaison

9/18/2018 34

Project Director: Melissa Heinen
Melissa.heinen@state.mn.us



Thank you!
Stephanie.Downey

Stephanie.downey@state.mn.us

218-308-2148
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Community Readiness Assessment: Aitkin

Stephanie Downey| Youth Suicide Prevention Coordinator

September 5, 2018



The Aitkin Community

• Located in Aitkin County, Minnesota

• Aitkin population: 2,274 (2016 American Community Survey) 

• 433 youth & young adults ages 10-24 yrs (2016 ACS)



The Issue: Youth Suicide

• Suicide is the 8th leading cause of death in Minnesota, 2016

• Suicide is the 2nd leading cause of death for 15-24 year olds, 2015-2016

• Suicide is the top leading cause of death for 10-17 year olds in Minnesota, 2016

(MDH Center for Health Statistics)
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Regional Suicide Death Data
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2016 MSS Data School Connectedness
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Objectives

1. Describe community readiness.

2. Identify the Aitkin community stage of readiness for suicide prevention.

3. Explore prevention efforts that are best suited for the community based on 
identified readiness stage.
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The “degree to which a community 
is prepared to take action against 

an issue” 

The Community Readiness Model. (Plested et al., 2014)



The Community Readiness Model: A model for Community Change

• Integrates a community’s culture, resources, and level of readiness to more 
effectively address the issue

• Builds cooperation among systems and individuals

• Encourages community investment in suicide prevention and intervention

• Increases capacity for the issue and intervention

• Can be used in any community

• Can be used to address a wide range of issues

Plested et al., 2014 9



Methods: Community Readiness Model

Plested et al., 2014 10

Community Readiness Model Steps

Step 1 Identify the issue (Suicide Prevention)

Step 2 Define your “community” (Aitkin)

Step 3 Conduct Community Readiness Assessment using key respondent interviews to determine community’s 
level of readiness

Step 4 Score the community’s stage of readiness for the six dimensions and compute overall score

Step 5 Develop strategies to pursue that are stage-appropriate

Step 6 After a period of time, evaluate the effectiveness of your efforts

Step 7 Utilize what you have learned to apply the model to another issue



Methods: Community Readiness Model

Plested et al., 2014
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Six Dimensions of Community Readiness
Dimension A:
Community Efforts

To what extent are the efforts, programs, and policies that address suicide prevention?

Dimension B: 
Community 
Knowledge of 
Efforts

To what extent do community members know about local efforts and their effectiveness, and are the 
efforts accessible to all segments of the community?

Dimension C: 
Leadership

To what extent are appointed leaders and influential community members supportive of suicide 
prevention?

Dimension D: 
Community 
Climate

What is the prevailing attitude of the community toward suicide prevention? Is is one of hopelessness 
or one of responsibility and empowerment? 

Dimension E: 
Community 
Knowledge about 
the issue

To what extent do community members know about or have access to information on suicide 
prevention, consequences, and understand how it impacts your community?

Dimension F: 
Resources for 
Prevention

To what extent are local resources (people, time, money, space) available to support the prevention 
effort?

Plested et al., 2014



Methods: The Community Readiness Model

Plested et al., 2014 12



Methods: The Community Readiness Model

The Community Readiness Assessment:

• A total of 7 interviews in 7 different community segments
• 4 interviews in person
• 3 interview over-the-phone
• 30 open-ended questions relating to the six readiness dimensions
• Interviews were transcribed
• Scored independently by 2 Minnesota Department of Health staff

13Plested et al., 2014



Results

14



Dimension Specific Scores: The Three Highest Scores

Dimension Score Interpretation

Dimension A: 
Community Efforts

3.14

Stage 3: A few community members recognize the need to initiate effort, immediate 
motivation is missing

Stage 4: Some community member have met and have begun a discussion of 
developing community efforts.

Dimension B: 
Knowledge of Efforts

3.00

Stage 3: A few community members have heard of efforts, but extent of knowledge is 
limited.

Stage 4: Some members of the community have basic knowledge of efforts.

Dimension F: Resources
2.86

Stage 2: There are no resources available for dealing with suicide prevention.

Stage 3: The community is not sure what it would take, or where the resources would 
come from to initiate efforts. 

15



Dimension A: Existing Community Efforts

• “Due to my past experience, school-age to adults struggle with depression.”

• “With the recent suicides that have taken place, there are populations and 
specific groups that are affected and aware. If someone was not connected to 
the victim, a student at the school, they may not have the awareness, still a 
missing gap.” 

• “Aitkin has several different counseling services available. They are accessed 
through their primary care provider or the mobile crisis team.”

• “Nobody wants to talk about it, it is hidden.” 

9/18/2018 Optional Tagline Goes Here | mn.gov/websiteurl 16



Dimension B: Community Knowledge about Efforts 

• “ I don’t know if the community knows of suicide prevention. In regards to 
mental illness, efforts are being made to bring in agencies: Northern Pines, 
Northland Counseling.”

• “ I believe most people (services) are well known to community that are out 
there: Northern Pines, Northland Counseling, Clearview Counseling. No one 
has ability to serve less than 5 year olds.”

• “The community knows about it in the newspaper, hospital publications, and 
some awareness of the mobile crisis team. Most people are unaware.” 

17



Dimension F: Resources for Prevention Efforts

• Northland Counseling

• Northern Pines

• Clearview Counseling

• County Health & Human Services

• Schools

• School Counselors

• Newspaper

• Public Health

• Church/Church youth groups

• Crisis Text Line

• Family/friends/trusted people

• Law Enforcement

• Hospital

• Drug Court

18



Dimension Specific Scores: The Three Lowest Scores

Dimension Score Interpretation

Dimension E: 
Community Knowledge 
about the Issue

2.79
Stage 2: No knowledge about suicide.

Stage 3: A few community members have basic knowledge about suicide and 
recognize that some people may be affected by the issue. 

Dimension D: 
Community Climate

2.54

Stage 2: The prevailing attitude is “There is nothing we can do,” or “Only ‘those’ 
people do that,” or “Only ‘those people’ have that.”

Stage 3: The community climate is neutral, disinterested, or believes that suicide does 
not affect the community as a whole.

Dimension C: Leadership
2.32

Stage 2: Leaders believe suicide is not a concern in the community.

Stage 3: Leaders recognize the need to do something regarding suicide prevention.

19



Dimension E: Community Knowledge about the Issue

• “It is a hidden issue, an uncomfortable issue. People are sad when it happens 
but don’t know how to prevent it.”

• “ I feel like people’s knowledge and experiences with suicide are a ‘5 or 6’. 
Knowledge & experiences of people having ideation or attempt may be higher 
but people knowing what to do or say is lower.”

• “Nobody wants to talk about it. People shut down & don’t want to get 
involved.”

• “Very little. It hasn’t been spoken about. No attention is brought to it.” 

20



Dimension D: Community Climate

• “Everyone wants there to be suicide prevention but no one has the tools, time 
to focus efforts to do so. Everyone does their own little pieces but what else 
can be done to help? There is a gap between what we should be doing and 
what we could do.”

• “I don’t think with mental health is it discussed freely. People still think that 
people are just ‘lazy’, should ‘pick themselves up’ and ‘just suck it up’ kind of 
attitude.”

• “Unless you are in a little silo you don’t go out and ask people, ‘What do you 
think about suicide?’ It is a closed off thing.”

21



Dimension C: Leadership

• “Not sure they have a strong awareness of the need or a good understanding 
of it. They may say that ‘yes’ we need mental health services but not know 
what that means or looks like.”

• “Things are happening…not so good, children & teens are not getting the 
message the old way. It is all about phones, bullying, depression and thinking 
there is no way out. Community leaders are very concerned.”

• “Start talking about it. People don’t like to talk about it openly. It’s not talked 
about as much as it should be.”

• “It’s not talked about openly unless it is the subject.”

22



Results

• Overall Community Readiness

Score: 2.78

• Level of Readiness: 
Denial/Resistance

• Denial/Resistance:  At least some 
community members recognize that 
suicide is a concern, but there is 
limited recognition that it might be 
occurring locally.

Plested et al., 2014 23



Results

Issues that key respondents were most concerned about:

• The stigma attached to suicide, mental health and accessing 
services

• Lack of community knowledge about current efforts

• Lack of knowledge about issue/impact-DATA

• Leadership not knowing what to do and where to start

• The lack of funding for additional suicide prevention programs.

• Lack of knowledge of how to respond to a suicide concern

• Access issues: wait times, bed availability, transportation
24



Broad Based Recommendations

Stage 2: Denial/Resistance

Goal: Raise awareness that the problem or issue exists in the community.

One-on-one visits with community leaders, members and groups

Visit existing and established small groups to share information about local 
statistics and general information

Material distribution

Media

25



Questions?
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Thank you!

Stephanie Downey
218-308-2148

9/18/2018 27
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