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Executive Summary 

In May 2001, a comprehensive National Strategy 
for Suicide Prevention was released under the 
leadership of former U.S. Surgeon General David 
Satcher. The Institute of Medicine also addresses 
suicide as a significant public health problem in its 
2002 publication, Reducing Suicide: A National 
Imperative. Most recently, the 2003 President’s 
New Freedom Commission on Mental Health 
prioritizes suicide prevention in its national mental 
health agenda.   

One million people worldwide die by suicide each 
year and 10 to 20 times more people attempt 
suicide. More people die from suicide than in all of 
the armed conflicts around the world.  In Minnesota 
(2003): 

• 	 suicide is the second leading cause of death 
for 15- to 34-year-olds; the tenth leading 
cause of death for all ages combined;  

• 	 males comprise approximately 82 percent of 
all suicide deaths; 

• 	 the suicide rate for American Indians is 
approximately two times higher than for any 
other racial or ethnic group; 

• 	 of all age groups, persons 75-84 years have 
the highest suicide rate; persons aged 45-54 
years have the second highest suicide rate; 

• 	 data on nonfatal, hospitalized self-inflicted 
injury indicate that, among females age 10 
through 44, self-inflicted poisoning is the 
leading cause; 

• 	 an average of 469 persons have died each 
year from suicide, three times as many as 
have died from homicide; and 

• 	 more than half of all suicide deaths (52%) 
are attributed to firearms; other leading 
methods are poisoning and suffocation. 

A 2003 study of suicide prevention in the United 
States Air Force demonstrates that a community-
wide suicide prevention program aimed at 
decreasing stigma, enhancing social networks, 
facilitating help seeking and enhancing 
understanding of mental health was associated with 
a 33 percent risk reduction for completed suicide. 

At the request of the 1999 Minnesota Legislature, 
the Minnesota Department of Health (MDH), in 

consultation with a large group of stakeholders from 
across the state, developed a statewide suicide 
prevention plan. It includes recommendations from 
the Commissioner of Health and 28 strategies from 
an ad hoc advisory group. 

The 2001 Legislature appropriated to MDH $1.1 
million annually to broaden implementation of the 
state plan. In accordance with the Minnesota 
Statute 145.56, a focus of this funding is grants for 
community-based programs.  In 2002, the 
Legislature made a 13% grant funding reduction.  
As requested by the Legislature, this biennial report 
summarizes funded activities from July 1, 2002 to 
June 30, 2004. 

In 2002, 13 community grants and one evaluation 
capacity-building grant were awarded through a 
competitive process.  In January 2004, a second 
round of 11 grants were awarded with an additional 
two smaller grants awarded later that year.  Grants 
support evidence-based education and outreach to: 

• 	 diverse populations at risk for suicide; 
• 	 students, parents, youth group leaders, 

community volunteers, faith leaders, and 
others with frequent student contact; 

• 	 the elderly and their caretakers; 
• 	 employers and employer groups; and  
• 	 education, health, corrections, social service 

and other professionals. 

This public health approach includes: 
• 	 coordinating and integrating state and 

community suicide prevention activities; 
• 	 working with local public health agencies 

and other partners to identify, develop, and 
implement culture- and age-specific best 
practices to prevent suicide; 

• 	 promoting greater public awareness and 
acceptance of mental health concerns; and 

• 	 collecting suicide and other data related to  
implementation activities identified in the 
state’s suicide prevention plan. 

With ongoing support from, and partnership with, 
survivors, consumers and policymakers, Minnesota 
remains a leader and a model among states in 
addressing suicide as a public health issue. 
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Introduction and Background 

Concern for suicide as a serious public health issue 
continues to grow and is promoted as such by the 
World Health Organization, the President and 
Surgeon General of the United States, members of 
Congress, federal agencies and the armed forces, 
state governors and legislatures, and national 
programs such as the Institute of Medicine.   

In Minnesota (2003): 
• 	 suicide is the second leading cause of death 

for 15- to 34-year-olds; the tenth leading 
cause of death for all ages combined;  

• 	 males comprise approximately 82 percent of 
all suicide deaths; 

• 	 the suicide rate for American Indians is 
approximately two times higher than for any  

• other racial or ethnic group; 
• of all age groups, persons 75-84 years have 

the highest suicide rate; persons aged 45-54 
years have the second highest suicide rate; 

• 	 data on nonfatal, hospitalized self-inflicted 
injury indicate that, among females age 10 
through 44, self-inflicted poisoning is the 
leading cause; 

• 	 an average of 469 persons have died each 
year from suicide, three times as many as 
have died from homicide; and 

• 	 more than half of all suicide deaths (52%) 
are attributed to firearms; other leading 
methods are poisoning and suffocation. 

Most states in the nation now have suicide 
prevention plans but Minnesota has emerged as a 
leader in implementing a plan that is evidence-
based and population-based. Minnesota’s plan is 
recognized as a model among states for its strong 
and effective public-private partnership. 

Overview 
At the request of the 1999 Minnesota Legislature, 
MDH has been convening a large group of 
statewide stakeholders to address the issue of 
suicide in Minnesota. In consultation with this ad 
hoc advisory group, the MDH developed a 
statewide suicide prevention plan (2000, MDH).  It 
includes recommendations from the Commissioner 

of Health and 28 suggested strategies from the 
group. 

The 2001 Minnesota Legislature provided MDH 
with $1.1 million annually to address the issue of 
suicide.  In accordance with the Minnesota Statute 
145.56, a focus of this funding is grants for 
community-based programs.  In 2002, the 
Legislature made a 13% grant funding reduction.   

As requested by the Minnesota Legislature, this 
biennial report summarizes funded activities from 
July 1, 2002 to June 30, 2004. 

In 2002, 13 community grants and one evaluation 
capacity-building grant were awarded through a 
competitive process.  In January 2004, a second 
round of 11 grants was awarded. Two smaller 
grants were awarded later that year.  Grants support 
evidence-based education and outreach to: 

• 	 diverse populations at risk for suicide; 
• 	 students, parents, youth group leaders, 

community volunteers, faith leaders, and 
others with frequent student contact; 

• 	 the elderly and their caretakers; 
• 	 employers and employer groups; and 
• 	 education, health, corrections, social service 

and other professionals. 

According to state statute, programs funded through 
community-based grants are to:   

1) provide education, outreach and advocacy 
services to populations who may be at risk 
for suicide; 

2) educate community helpers and gatekeepers 
- such as family members, spiritual leaders, 
coaches, business owners, employers, and 
co-workers - on how to prevent suicide by 
encouraging help-seeking behaviors; 

3) educate populations at risk for suicide and 
community helpers and gatekeepers about 
information on the symptoms of depression 
and other psychiatric illnesses, the warning 
signs of suicide, skills for preventing 
suicides, and how to make or seek effective 
referrals to intervention and community 
resources; 

4) provide evidence-based suicide prevention 
and intervention education to school staff, 
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parents, and students in grades kindergarten 
through 12. 

In addition, the legislature asked the Commissioner 
of Health to: 

1) promote workplace and professional 
education on mental and substance abuse 
disorders and services; 

2) provide training and technical assistance to 
local public health and other community-
based professionals on best practices in 
suicide prevention; 

3) collect and report on Minnesota-specific 
suicide data; 

4) conduct and report on the impact and 
outcomes from implementation of the state’s 
suicide prevention plan. 

Community Grants 2002-2003 

The thirteen community grants awarded in 2002 
completed their grant agreements the end of 2003.  
Those thirteen grantees, the amount of their award 
and their target populations were as follows: 

Ain Dah Yung Center 
$85,000 x 2 years 
Target Population: 

St. Paul American Indian middle school students 


Chippewa Co. Family Services 
$78,000 x 2 years 
Target Population: 

Chippewa County residents, farm family outreach  


Hmong American Partnership 
$90,000 x 2 years 
Target Population: 

Twin Cities Hmong families, youth and adults 


MN Mental Health Association 
$78,000 x 2 years 
Target Population: 

Adults in the workplace and the general public 


Minneapolis Community Health 
$42,000 x 2 years 
Target Population: 

Diverse youth populations and their “gatekeepers” 


People Connection, Fosston 
$94,000 x 2 years 
Target Population: 

Multi-generations in Polk and surrounding five 

counties 


Range Mental Health Center 
$53,000 x 2 years 
Target Population: 

Iron Range residents, especially youth, young 

adults, elderly 


St. Paul Public Schools 
$87,000 x 2 years 
Target Population: 

Cleveland and Washington Schools students in 

grades 6, 7, and 8 


Suicide Awareness Voices of Education (SAVE) 
$80,000 x 2 years 
Target Population: 

K-12 schools and education to older adult males 


Urban Ventures, Minneapolis 
$50,000 x 2 years 
Target Population: 

African-American young men and fathers, ages 15 

to 26 years old 


White Earth Reservation Tribal Mental Health 
$90,000 x 2 years 
Target Population: 

White Earth Reservation youth, adults and elders 


Winona Co. Community Health 
$58,000 x 2 years 
Target Population: 
Winona County residents 

Yellow Ribbon/Light for Life, Mankato 
$65,000 x 2 years 
Target Population: 

Region Nine (south central Minnesota) residents, 

outreach to rural, Latino, and Somali communities 


Each grantee was funded for two years to 

implement multiple strategies to prevent suicide in 

their community.  Grantees implemented over 100 

suicide prevention strategies.  The two most 

common strategies were 
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• 	 providing suicide prevention education to 
educational groups and media (61% of 
strategies), and 

• 	 producing resources, such adapting curricula 
and developing suicide response protocol (23% 
of funded strategies). 

The funded grants sought to create change at 
multiple levels, including: 
• 	 Individual people to reduce their risk of suicide:  

the most common target audience (35%) who 
were most frequently educators and other adults 
working in schools or employers. 

• 	 Key contacts of gatekeepers who are in position 
of influence to reduce the risk of others (19%). 

• 	 Agencies or systems to improve access to 
services or change organizational climate 
(22%). 

• 	 Communities to create holistic change by 
addressing community attitudes and norms 
(24%). 

Across the four levels, about one in five strategies 
(18%) targets special populations with high rates of 
suicide, such as American Indians. 

An independent evaluation firm, Professional Data 
Analysts, Inc. (PDA) was contracted to build the 
capacity of grantees to complete their own local-
level evaluation. PDA conducted three site visits 
and sponsored three conferences in which grantees 
learned and practiced their evaluation skills.  The 
guided evaluation process helped many grantees 
become more accomplished prevention 
practitioners. By conducting their own evaluation 
from start to finish many grantees came to an 
enhanced understanding of how their grant activities 
reduce suicide, which afforded them a critical 
perspective from which to design stronger 
prevention initiatives. 

2002-2003 Grantee Accomplishments 

The following examples of grantee evaluations 
highlight the variety of lessons learned through 
evaluation. 

The Hmong American Partnership (HAP) suicide 
prevention project was created in response to a 

series of multiple homicide/suicides in the Hmong 
community. Community experts identified several 
factors as important in preventing future deaths. 
Traditionally in the Hmong community mental 
health issues are not discussed, and there is a lack of 
direct dialogue in personal relationships.  Because 
airing personal problems is seen as shameful, 
people may be reluctant to seek help outside the 
family or traditional channels.   

HAP developed a unique strategy to address these 
issues with the harder-to-reach adult population.  
They broadcast a bi-weekly radio show in the 
Hmong language.  The show encourages open 
communication and help-seeking. The evaluation 
demonstrated: 

• 	 The radio show has a broad reach:  7 out of 
10 interview participants listened to the 
radio show, and most report listening to 
nearly every broadcast.  

• 	 Listeners are more likely to talk about topics 
that were formerly considered private 
compared to non-listeners.   

• 	 Those who listened to the show also 
believed it helped them to control their own 
emotions and communicate better with their 
spouse and children. 

The Ain Dah Yung Center (ADY) provides 
intensive youth-development programming for 
American Indian youth in St. Paul.  A community 
advisory board recommended that ADY prevent 
suicide among youth not only by teaching them 
facts about suicide and prevention, but also by 
working to reconnect them with Native culture and 
traditions, foster their pride in their cultural 
heritage, and help them develop a sense of purpose 
and value within their community.  These protective 
factors guard against suicide and other harmful 
behaviors. In response, ADY augmented their 
existing youth development program with 
intergenerational activities at the Elder Lodge, an 
assisted-living facility.   

Based on the evaluation results, ADY plans to 
expand the intergenerational component of their 
programming to encourage even more interaction 
between youth and elders. 
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Among other grantee accomplishments, one project 
lists its greatest accomplishment as:  “Providing a 
comprehensive suicide prevention program in the 
schools, involving all key gatekeepers - parents, 
staff and students.” 

Some grants describe their greatest achievement as 
changes they saw in their target populations, the 
people and organizations they served: “There is a 
great deal of stigma in relation to suicide and 
depression issues. The community is quite 
comfortable with not confronting these concerns or 
dealing with them. This project gave us the avenue 
to change this attitude in our community.” 

Still other grants describe their accomplishments as 
“getting a foot in the door,” or building connections 
and gaining access within the community that will 
allow them to continue suicide prevention work in 
the future. “After encouraging and prodding, one 
hospital has now scheduled suicide Prevention 
training for 80 of their nurses. A start.” 

One grantee summed it up by sharing: “There is 
still a lot of work to do.  Hope is the key.” 

Community Grants 2004-2006 

A second request for proposals outlining a 
competitive award process for the suicide 
prevention community grants program was 
developed and published in the State Register in the 
summer of 2003. Forty-eight proposals were 
received and scored by stakeholders and state 
agency staff. Eleven community grants were 
awarded in January 2004, and two additional grants 
in the fall of 2004, as follows: 

Ain Dah Yung (Our Home) Center , St. Paul 
$75,000 x 3 years 
Target Population: 

American Indian youth and families 


Cass-Todd-Wadena-Morrison Community 
Health Services  
$90,000 x 3 years 
Target Population: 

Young adults (12-24) and adults (25-44) 


Hmong American Partnership, St. Paul 
$75,000 x 3 years 
Target Population: 

Twin Cities Hmong families, youth and adults 


Koochiching Family Collaborative 
$75,000 x 3 years 
Target Population: 

Students, adults, and older adults 


Leech Lake Band of Ojibwe 
$75,000 x 3 years 
Target Population: 
American Indians 15-45 

Mental Health Association of Minnesota, St. Paul 
$75,000 x 3 years 
Target Population: 

Adults in the workplace and the community 


People Connection, Fosston 
$40,000 x 2.5 years 
Target Population: 
Multi-generations 

Range Mental Health Center 
$40,000 x 2.5 years 
Target Population: 

Youth, parents and other adults 


Regents of the University of Minnesota, 

Minneapolis 

$100,000 x 3 years 

Target Population: 
Somali refugees 

Suicide Awareness Voices of Education (SAVE), 

Bloomington 

$50,000 x 3 years

Target Population: 

State grantees and communities 


Volunteers of America, Golden Valley 
$75,000 x 3 years 
Target Population: 

Older adults, their families and providers 


White Earth Tribal Mental Health 
$75,000 x 3 years 
Target Population: 

American Indian youth, adults and elders 
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Yellow Ribbon/Light for Life, Mankato 
$100,000 x 3 years 
Target Population: 

State grantees and communities  


2004 Grant Accomplishments 

Suicide prevention grant activities continue to result 
in new and enhanced targeted and community-wide 
public health interventions. Community grantees 
are required to bring people, schools and 
organizations together to develop a public education 
plan. The Yellow Ribbon and SAVE organizations 
partner with the MDH to provide suicide prevention 
training and resources to grantees and other 
communities. This public–private partnership is a 
hallmark of Minnesota’s unique approach and is 
one that enhances the roles of all partners.   

The centerpiece of this initiative continues to be the 
broad dissemination of suicide prevention 
information. Mental health education is no 
different than any other health education.  
Minnesota communities are learning that the 
warning signs for suicide are as important as 
learning the warning signs for heart disease or 
diabetes or cancer. This information is distributed 
through newspapers, newsletters, town hall 
meetings, community presentations, workforce 
centers, radio, surveys, libraries, children’s mental 
health and family service collaboratives, parent-
teacher conferences, websites, colleges, service 
organizations, senior services, workshops, 
conferences and health and county fairs. It is 
reaching the elderly, students, parents, extension 
services and farmer-lender mediators, employers 
and employer groups, farmers, dentists, school 
administrators, funeral home directors, AARP, 
clergy and other spiritual leaders, parish nurses, 
newspaper editors and reporters, law enforcement, 
corrections, emergency medical service and other 
health providers and chiropractors, and bar and 
restaurant owners. 

Stories from across the state illustrate the direct 
impact felt in communities as a result of this 
initiative. Service providers, students and other 
community members are learning how to identify 

mental health problems and suicide warning signs 
and how to encourage people to get professional 
help. High risk students are also learning other life 
skills such as problem-solving, coping and help-
seeking for mental health problems and other 
suicide risk factors.  Grateful and enthusiastic 
schoolteachers are requesting suicide prevention 
resources and assistance from their community 
grantee. Grantees from across the state tell of 
students coming forward for help following 
presentations on suicide prevention. 

Employers in the public and private sectors are 
learning about suicide warning signs, how to 
intervene with and support employees with mental 
disorders and how untreated mental disorders may 
impact worker productivity. 

Another key component of this initiative is to foster 
community members working together to 
prevent suicide. Grantees are bringing 
communities together to build hope and to identify 
age- and culture-specific suicide prevention 
strategies. In a number of cases, these community 
partnerships have resulted in securing matching 
funds or other grants to broaden their community’s 
efforts. People are gathering to identify the unique 
meanings and needs their populations have 
regarding suicide. And community members are 
identifying strengths and gaps in their mental health 
services and improving the linkages and 
coordination among service providers and 
institutions. 

Preventing Suicide In American Indian 
Communities 

Suicide prevention among American Indians is a 
high priority of the Minnesota Department of 
Health. The rate of suicide among American 
Indians in Minnesota (19.96 per 100,000, US 
Census, 1997-2001) is over twice that of all other 
racial and ethnic groups. In comparison, the rate of 
suicide for non-Hispanic whites during this period 
is 7.55. In fact, suicide is the second leading cause 
of death among American Indians in Minnesota for 
two age groups: 15-24 and 25-34 (NCHS, 1997
2001). According to the Minnesota Student Survey, 
34% of 6th grade American Indian girls report 
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having thought about killing themselves, as 
compared to 20% of 6th grade girls statewide.  One 
in five 9th grade American Indian boys (20%) report 
having attempted suicide, as compared to 7% of 9th 

grade boys statewide (Minnesota Student Survey, 
2001). 

The Minnesota Department of Health convened an 
American Indian Suicide Prevention Work Group.  
The purpose of the group is to support suicide 
prevention efforts in American Indian communities.  
The meeting agendas are largely determined by 
group interest and group activities decided by a 
rough consensus. 

Progress of the American Indian 
Suicide Prevention Work Group 

Over 30 work group participants represent tribal 
government agencies, not-for-profit organizations 
serving American Indians, and the Minnesota 
Department of Health.  New group members are 
continually recruited and encouraged to contribute 
in order to ensure broad representation and 
continued conversation and learning. 

The content of group discussions includes: 
• 	 An historical perspective of American Indian 

history relevant to issues of mental health and 
suicide; 

• 	 The incidence of suicide in American Indian 
communities; 

• 	 Community assets that may be marshaled to 
address the problem; 

• 	 Strategies for decreasing the rate of suicide 
among American Indians; and 

• 	 The role of the State of Minnesota in supporting 
prevention efforts in American Indian 
communities. 

In June 2004, staff from the Ain Dah Yung Center 
and their Ain Dah Yung Juniors drummers and 
dancers presented at the American Indian Mental 
Health Conference, as well as other members of the 
AI Suicide Prevention Work Group.  Staff from 
Leech Lake Tribal Health prepared a brochure with 
assistance from other members of the Work Group 
and distributed them at the conference sessions to 
invite other communities to join the work group.   

Members have discussed holding community-wide 
discussions about suicide prevention in their 
respective communities.  Additionally, the members 
have presented findings from the Work Group to the 
Tribal Health Directors and to the state Suicide 
Prevention Advisory Group. These presentations 
foster a shared, developing vision of suicide 
prevention. The work group continues to grow in 
mutual respect, understanding and trust between 
group members and agencies.  The group will 
continue to address suicide based on each member’s 
commitment and the meeting discussions.   

Group discussions reveal important themes about 
suicide prevention in American Indian 
communities.  Each American Indian community is 
unique. Research-based, public health prevention 
approaches may best serve American Indian 
communities if they are reconceptualized to address 
several key factors. 
• 	 Leadership by members of the community 

regarding program design and implementation 
must be fostered. 

• 	 Many individuals are working in American 
Indian communities to prevent suicide.  Their 
wisdom should be more widely shared. 

• 	 Traditional beliefs and practices can be a 
powerful tool in addressing the complex web of 
factors associated with suicide.  Elders are a key 
resource. 

• 	 Talking about suicide and mental health requires 
special consideration due to historical abuses.  
Mental illness was used as a rationale for taking 
land from American Indians, forcing the 
sterilization of women, sending individuals to 
institutions, and breaking up families.   

• 	 An assets-based approach to suicide prevention 
efforts would be most successful. 

• 	 Some individuals and communities hold a 
traditional belief that talking about a problem 
brings it forth, which must be considered when 
developing prevention efforts. 

• 	 Partnerships with other agencies and 
organizations, including the State of Minnesota, 
can be a powerful tool in addressing suicide 
statewide. Building trust in partnerships is a 
key to success. 

The American Indian Suicide Prevention Work 
Group brings together a variety of interested parties 
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to prevent suicide in American Indian communities.  
The group is poised to more effectively assist 
American Indian communities prevent suicide in the 
coming years.  Valuable information has been 
gained on how to shape state and tribal partnerships 
regarding suicide prevention and how to initiate 
community-wide discussions and activities about 
suicide prevention. 

Suicide Prevention Plan 
Implementation 

In addition to managing the community grants 
program and facilitating stakeholders’ progress 
toward implementation of the state suicide 
prevention plan, MDH promotes and supports the 
state plan through the following activities: 

• 	 Convening the Minnesota Council on 
Suicide Prevention Council and Technical 
Assistance Team; 

• 	 Convening and supporting the activities of 
the American Indian Suicide Prevention 
Work Group; 

• 	 School crisis planning; 
• 	 Providing technical assistance, training, and 

resources to local public health, grantees, 
other stakeholders and their partners; 

• 	 Collecting and reporting of suicide and 
mental health data; 

• 	 Participating as a member of the State 
Mental Health Advisory Council and 
Children’s Subcommittee; 

• 	 Providing MDH leadership on the 
Minnesota Mental Health Action Group 
(MMHAG) Steering Committee and Early 
Intervention Work Groups; 

• 	 Co-chairing the MMHAG Public Education 
Work Group; 

• 	 Participating on the MMHAG Model Mental 
Health Benefits Set Work Group; 

• 	 Regional hospital and stakeholder planning 
for emergency preparedness and mental 
health; 

• 	 Planning and sponsoring suicide prevention 
conference for diverse communities; 

• 	 Planning, supporting and providing 
statewide professional development in the 

area of infant, child and caregiver mental 
health; 

• 	 Participating as a member of HealthPartners 
Depression Goal Team; 

• 	 Convening MDH mental health work 
groups; 

• 	 Participating on work groups to ensure 
mental health is addressed in the Local 
Public Act; 

• 	 Providing technical assistance to the MDH 
Rural Health Advisory Committee and 
Mental Health Work Group;  

• 	 Promoting maternal and child mental health 
through the Family Home Visiting Program, 
the Follow Along Program, N-CAST 
training, Part C activities for children with 
developmental disabilities and families, and 
the Minnesota Children with Special Health 
Needs clinics; 

• 	 Preventing risk behaviors though Chemical 
Health, Methamphetamine and Sexual 
Violence Prevention Programs; 

• 	 Developing cross-department and 
interagency funding and capacity-building 
proposals; 

• 	 Participating in the Minnesota Children’s 
Mental Health Partnership; 

• 	 Participating on work groups of the Center 
of Excellence in Children’s Mental Health 

• 	 Participating on the Planning Committee for 
St. David’s Annual Symposium; 

• 	 Providing staff support and technical 
assistance to the state Child Mortality 
Review Panel; 

• 	 Providing technical assistance to the MDH 
Violence Surveillance Team; 

• 	 Providing technical assistance to the 
Maternal and Child Health Advisory Task 
Force; 

• 	 Providing technical assistance to the MDH 
Eliminating Health Disparities Initiative; 

• 	 Providing technical assistance to the MDH 
American Indian Health Core Group; 

• 	 Providing technical assistance to the MDH 
Early Childhood Policy, Women’s and 
Adolescent Health Work Groups; and 

• 	 Presenting to county, state and national 
conferences and events. 
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Next Steps 

MDH staff will continue to work with grantees, 
other state and community agencies, organizations, 
institutions, local public health, and other 
stakeholders as described above to refine, 
coordinate, and implement the state suicide 
prevention plan using an evidence-based, public 
health approach focused on prevention. As a 
national leader in implementing a state suicide 
prevention plan, the state of Minnesota is breaking 
ground in providing for a systematic capacity-
building model for diverse communities in suicide 
prevention. Grantees will continue to expand their 
reach to populations at risk for suicide and will 
work with MDH to document and learn from their 
interventions with communities. 

Monitoring progress on the state suicide prevention 
plan is accomplished through the use of logic 
model, developed in partnership with community 
stakeholders.  The U.S. Centers for Disease Control 
and Prevention have also worked with MDH on a 
process evaluation of states’ suicide prevention 
plans. Published findings are forthcoming.  

The state suicide prevention plan currently includes 
28 strategies. Funding for this initiative provides 
for a good beginning toward progress on 
implementing the state plan.  However, significant 
gaps still exist and MDH continues to work with 
multiple statewide stakeholders to assess 
community resources and facilitate state and 
community efforts, both public and private, to 
promote a comprehensive and effective approach to 
suicide prevention in the state.  Key priority areas 
that continue to emerge as needs in the 
implementation of the state plan include: 

• 	 Stigma as a barrier to addressing suicide and 
mental health as a health problem; 

• 	 Mental health education to all populations; 
• 	 Mental health early interventions; 
• 	 Supply and access to mental health services, 

both population-based and clinical care; 
• 	 Professional education and use of evidence-

based mental health interventions; and 
• 	 Capacity to collect and analyze suicide and 

mental health data. 

As this initiative grows, more communities come 
forward to request assistance in suicide prevention.  
More schools are opening their doors to suicide 
prevention and just as many are waiting for such 
resources in their districts.  Elder care programs and 
employers across the state are similarly in need of 
targeted programs to address the issue of suicide.  
Through this initiative and efforts to strengthen it, 
Minnesota can reach even more of its citizens to 
prevent the further tragic loss of life by suicide.  

As Minnesota communities learn about suicide and 
how to prevent it, the gaps in the mental health 
system loom large.  These issues are not unique to 
Minnesota but are confirmed as national public 
health priorities by both the President’s 
Commission on Mental Health and the United 
States Surgeon General’s Office.  States are 
encouraged to address these public health concerns 
in order to save lives and improve the productivity 
of its citizens. Minnesota has a solid start in 
mobilizing communities to prevent suicide through 
diverse partnerships and multiple levels of 
interventions initiated and sustained through the 
state suicide prevention plan and the landmark 
sponsoring legislation that supports it. 
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Figure 2: Minnesota Nonfatal Self-inflicted Harm 
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