ABCOVE: A 33-vear old single white male E-8 asphyxiated himself in his off~-base apariment.
He was a loner who had nothing {0 do with his colleagues., He had not been seen for three
days and when a co-worker was sent to check on him he discovered the body. The E-8 had

a very low seif-concept and was disappointed over his perceived failure to achieve the goals in
life he had se! for himseif.
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DEPARTMENT OF THE AIR FORCE

AlR EDUCATION AND TRAINIMNG COMMAND

HOQ AETC/PAM
100 H. Street Ste 3
Randeclph AFB, TX 78150-4330

Mever Moldeven
P.O. Box 71
Del Mar CA $2014-0071

Daear Mr Moldeven

Enclosed are several products produced within the Alr Bducation
and Training Command on suicide prevention which you may find
useful.

2 short video tape entitled “Suicide Prevention in ATCY (Air
LTITraining Command), was also produced a couple vesars ago for
showing throughout the command. I have not included a copy of
this tape, but if you would like one, please let me know. A
short reference te the video may be all you need, If this is
the case the PIN number 1s 6113861. The tape runs about 10
minutes.

If we can be of any further assistance, please do not hesitate
to write.

Sinceresly

e

JIM SANDEFUR
‘Deputy Chief, Media Relations Division
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SUICIDE: We Can Make a Difference

Qver the past thres
years, suicide has been the
leading cause of death in ATC's
enlistad force., Suicide is a
tragic personal loss and leaves
survivors, especially loved ones,
with a lifetime of bitternass,
anger and guilt. For the Al
Traming Command, sulcide
disrupts unit cohesivansss and
can critically affect our Foros
mission. Suicide takes trained,
productive members from us
and wastes our most valuabls

g

Historically, ATC has
averaged eight suicides per vear

over the past twalve years. The number of
12, 1888, to a low of five in 1982, 1
of suicides is displayed in Figure 2.
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Figure 2

active duty suicides has ranged from a high of

and 1989. Qur experience with the number

g displays our rate
per 100,000 (100K over the
past five vears. Cur rate has
variad from a high of 20.84 g
8.324 per 100K, Dur rate in
1892 was 15.36/100K and
compares 1o the most recent
{1589} cwvilian rate of
14.28/1C0K in persons age 15 -
38. Although there appears to
be a downward trend, remember
that suicide is still our leading
cause of death in our enlisted
personnel,



5r Charles McDowell, HQ ATC S CiDE RBATES 0D, OO0
AFGSI, cautions that it is 25 -
difficuit to calculate meaningful
annual rates for specific bases.
in his opinion, when a small
number of incidents is divided
by the base populaticn and
multiplied by 100K the result is
an artificially high product.

However, suicide in 5 -
active duty members does seem
to distributs non-randomly by 5 ; ; ;
base. That is, some bases = e 50 & ¥ F37
appear to have "many” suicides \r5 - AT ove Y e & B

SRCES. TUE b AR

while others have "few." Why?
Figure 3

One explanation is called
"clustering.” There are cccasions when one suicide may precipitate others. This is
sometimes called the cluster or contaaion effect. Although not a well understood
phenomena in suicides, these clusters may have a very reasonable explanation. Assume
for a moment that every base has a population at risk consisting of people who are
actively considering suicide. These people will range from high to low risk depending on
their personal commitment to self-destruction. Nearly all of them will have a strong desire
1o be "out of their misery,” but few will have a genuine wish 10 be dead. Depending on
the size of the population, a certain proportion will be in a state of ambiguity: unwilling to
kill themselves but also unable to set aside the desire to do so. Under these
circumstances they will "laok for a sign” to guide their decision. The suicide of one person
may therefore act as a trigger to others at high risk, leading to a clustering of suicides. For
that reason, our consultants caution against "over responding” 10 & suicide event. The
consuitants advise that we support and heip the family, friends and co-workers through
the adjustment period. Highiy advertising the event may be more harmful than helpful.

Those at greatest risk of suicide have historically displayed remarkable consistency
in the signals they gave prior to their deaths. Most had treubled relationships with
intimates (i.e., separations, divorces, and dysfunctional relationships}. Many had work-
related and financial problems, and most were depressed prior to taking their lives. In
most cases the decision to commit suicide was reached after careful deliberation.
Frequently, those who seriously intend suicide leave clues. Sometimes they are obvious
and direct; sometimes they're very subtle. For some, it was almost as if they were
seeking an opportunity to cry out and to be heard. About half the victims told someone of
their suicidal intention but were either ignored or received ineffective responses.

According to our consuitants, the key is for commanders and first echelon
supervisors to recognize the signs or signhals.



(1) The surast sign of intent is the suicide attempt. It is considered by
many to be the most dramatic cry for help. All 100 often, people do not reccgnize its
significance and respond with frustrated or critical comments like, "He was just trying to
get attention.”™ Any gesture or attempt must be treated seriously. Historically, twelve
nercent of those who attempt suicide make a second try and succeed within two years.
Four out of five people who do kill themselves have made at least one previous attempt.

{2} Another signal is a person’s talking about committing suicide. The
verbal threat should be viewed with great concern. Remember the old myth that "those
who talk about it never do it?" It is just that -- a dangerous untrue myth. The following
may indicate that a person is contemplating suicide:

- A declaration that "I'm going to kill myself."
- Asking friends what they think about suicide
- The "goodbye" message {victim tells friends good-byej
- The victim giving prized possessions away
- Statements such as:
"i really enjoved knowing you.”
“i'm thinking about suicide.”
"You would be better off without me.”
"Life has lost its meaning.”

{3} Sometimes thoughts of suicide are triggered by situations. However, it
is the situation {external) acting in concert with something from within that creates the
motivation for self-destruction. In short, the person no longer has the tools to cope with
alarming prospects for the future. For example, financial difficulties hit more than just the
pocketbook. There are crucial problems of food, clothing. rent, utilities, car payments, etc.
The perceived hopelessness of the situation calls into question ones competance and self
asteem which generates feelings of inadequacy and failure.

Divorce, domestic difficuities and problems with intimate asscciates also
rank very high on the list of stress provoking situations and often prove 1o be more
difficuit to handie than the death of & loved one. Whan a person dies, we can expiain the
death in terms of physiological ("he had cancer”} or theological ("the Lord giveth, the Lord
taketh away") reasoning. Divorce is not as easy t¢ explain because its grief is
compounded by practical, on-going issues like child custody, dependent support, alimony,
feelings of grief, guilt, failure, anger, loneliness, etc. It’'s easy to see how stressful
situations like these can overwhelm a perscn’s ability to cope.

(4) Emotional symptoms provide some of the best signals. Any sudden
change in personality is a warning because people under stress typically show signs that
are readily seen by family, friends and co-workers. The majority of potential suicides
suffer from depression which is a condition of emotional dejection and withdrawal
characterized by intensse and prolonged sadness. Feeling low or sad are normal reactions
to the stress of everyday life. For most, depression may last a few hours, days or weeks.
However, as part of living, depression does not totally disrupt life nor involve the totality
of an individuals thoughts and actions. This kind of severe, all consuming depression is.
referred to as clinical depression. Some of the warning signs of clinical depression include:

3-78



- Qrdinary tasks become difficult to perform; concentration is lacking;
difficulty in making even the simplest decisions is not uncommon; there is a marked
deciine in job performance.

- Physical complaints such as severe insomnia, early awakening and inability
to get back to sleep, poor appetite, weight loss, headache, palpitations and biurred vision.

- Social functioning is impaired; depressed individuals prefer more and more
to be alone, speak less frequently and withdraw from family and friends.

- There is a loss of sense of humor, antagonism toward those normally near
and dear plus frequent orying for irivial reasons.

Qf course, not evervone reacts the same way, Thers sre thosse who do not
ook depressad and may even state how happy they are. They never bompi i and are
prideful about the immeanse, inner burdens they bear without a whimper. They fail to
realize that its easier to share 2 burden than carry it alons. Be cautious when depresssad
paopie “recover” suddenly without obvious reasons. it can be the calm before the storm -
they may have rsached a decision.

{5 Cur consultants tell us that in about 45% of cases, the victims were
mvolved in some type of substancs (alconol or other drugs! abuse, While substance abuss
is & problem by itself, it may atso indicate deeper problems. Substance abuse can sasily
tecome the catalyst to an untimely end.

ot

Some of the FABLES and FACTS zhout suicide:

8 People who talk about suicide rarely take thair own lifs
ST Of any tan persons who kil

Suicide happens withoutr warning.
i £al ar

at the suicidal person gives many clues and warmings

FABLE: Suicidal peo ple are Tully intent on dying.
FACT: Most suicidal people are undecided about living or dying and “gambie with
deatnt" and leave it to others to save them. Remember, those who commit suicide
frequently let others know how they are fealing.

FABLE: Once s person is suicidal, he is suicidat forever.
FACT: Most individuals are suicidal for g limited amount of time.

FABLE: When the suicidal patient shows improvement, the danger is over.

FACT: Patients discharged from the hospital, or those who stop therapy, continue
to be at some risk. Some suicides occur within three months of this time when the
individual has the energy to put his morbid thoughts and feelings into effect.



FABLE: Only the poor and the rich commit suicide.
FACT: Persons in every income bracker and social bracker kill themselves.

FABLE: The tendency toward suicide is inherited or "runs in the family.”
FACT:. There is no evidence that suicide has a hereditary basis. it is an individual
nattemn.

FABLE: All suicidal people are depressed, mentaily ill or insane.

FACT: Although more suicides occur among those diagnosed as psychologically
depressed, the potential for self destruction is present in persons with any mental
diserder as well as persons in an apparently rational state of mind.

lished and deslt with.
ex underlying causes
ndnadual valus systems.

FABLE: Suicide has simple causes that ars easily estat
FACT: The surface cause/expiana *‘: on often has comple
imbedded n a complex motivational system reflecting i

If you are concerned about an individual who you feel may be considering suicide,
get them to professional help. If you encountsr a suicide in grogress, get professional help
via emergency room personnel or by crisis lines {911}, On the other hand, if no one alse is
triere to assist and there is no way t¢ contact professional help, you are it. Do your best
to remain calm. Panic is contagicus. One other caution, if you come upon a suicide
attempt in progress that involves a dangerous weapon or firearm; don't be a hero.
Remember the suicidal person is emotionally out of control and in these situations your life
may also be in danger.

"Since even the strongest death wish is filled with uncertainty, suicide is more
preventable than any other cause of death. The suicidal person holds two desires — one
wanting to die, the other wanting to live. The st z‘gta"% and ralationship of these two
simultanecus desirgs will vary. Most suicidal people don't want death as much as they
wani some way out of the terrible situation he‘ pféﬁr eive thamselves 1o be caught up in
They seek reassurance that iife is worth living.”

Resources:
Suicide - Stress Management -
Mental Health Professionals Mental Heailth Clinic’s Stress
Chaptlains Management Class
"g11" Morale, Welfare, Recreation & Services

Videotase "Suicide Prevention in ATC"
SAVPIN 611361 {10 Min.)
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The Centers for Disease Controi, Atlanta, GA
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SUICIDES BY ACTIVE DUTY USAF MEMBERS
ON AIR EDUCATION AND TRAINING COMMAND BASES
{1 JAN 85 TC 31 DEC 92}

Previous studies of active duty suicides (focusing on both the Air
Force as a whole and on specific major air commands) consistently
revealed that the population at greatest risk consists of white
male enlisted members. 1In addition, this high-risk population has
historically displayed remarkable consistency in the symptoms its

victims exhibited prior to their deaths. Most had troubled
relationships with intimates (i.e., separations, divorces and
dating problems). Many had work related and financial problems,

and most were depressed prior to taking their lives. The decision

to commlt suicide was usually (but not alwavs) reached after some
pericd of ﬁel*ge?at%ana About half the victims told someone of
their goa¢ to commit suicide but were sither ignorad or received an
ineffective response.

Active duty suicides seem to distribute non-randomly by base. That
is, some bases appear to have disproportionately more suicides than
others, This observation is puzzling because location by base
wopld seem to have little relationship to the epidemiclogy of

sulcide. There are two possible explanations:

First, one sulcide may precipitate others. This is sometfinmes known
as the Vanter or conftacion effect., Although not well undsrstood,
these clusters may have reasonable explanation. Assume for the
moment bbau ~every base has a population at risk consisting of those
who are actively considering suicide. These ﬁeop?e will range from
hizh to Zow risk dep personal commitment o salf
destruction. ALl of strong desire to be Tout of
Thelr misery,? but genuine wish to be dead

Depending on the zize on, a certain proporiion will
be in a state of anb to kill themselves but not
gquite able o do =0, umstances they will look for
some kind of sxternal chelr decisicn. The sulcide of
anoiney perscn may ac and therafore trigger others
at high risk, leading tering of suicides alt the same baszs.

A cluster is deemed ta occur on an Air Force base when three or
more people take their lzves within a twelve month period with no
more than six months between any two suicides.

Second, an unusually high incidence of suicide may be related to
failures in either leadership or mental health {(or a combination of
bothj . In the former, a non-supportive or hostile climate may
increase an individual's feelings of helplessness and hopelessness,
thereby constricting his or her perception of possible solutions.
In the latter case, individuals at risk are either not identified
as such or if identified, do not receive effective mental health
treatment. In the latter case, they are identified and referred to
mental health but their problem is inadequately diagnosed or dealt
with.




The key to reducing suicide at the base level lies in identifyving
whether or not there is a problem in the first place; and if there
is, ldentifying whether it is more closely related to leadership or
mental health issues. It is possible to determine if there is a
problem with a given major air command by comparing its suicide
rate with that of the entire Air Force (rates are based on the
number of active duty suicides per 100XK). It is difficult to
calculate meaningful annual rates for specific bases because the
small number of incidents, when divided by the base population (and
multiplied by 100K), typilcally results in an artificially high
product. To identify bases that have a problem, perhaps the bhest
approach is to look for suiclde clusters.

1t there is a problemn, ’t is more difficult to determine wheath it
is a function of leader ip or mental health. One Wou d gaspebt a
leadership probklem if Lhe oroportion of ”camﬁun‘ﬁ ref is high;
that is, if an excessive number of victims prev;ous;g communicated
their intentions to commit suicide but were ignored. One m¢ght

suspect a mental health failure 1f the proportion of victims ne*ng
seen by mental health (or having recently been seen by them) is
higher than would be expected.

The information that follows identifies each ANTC base where one or
more actlve duty suicides took place and provides the following:

Number: The number of active duty menmbers who committad
suicide at that base. This number includes military members who
are not assigned to AETC but who are assigned to the base (They are
indicated by a + sign after the case number). NOTE: Individuals
who "belong® to ABETC but who committed suicide at a non-AETC base
are not included because they would be reported under the MAJCOM of
the base where they are stationed.

Age: This is the average age of all the active duty military
members who committed suicide at the base,

By way of background, AETC has had an average annual sulcide rate
of 15.9 per hundred thousand over the past five years. The AETC
rate for 1992 was 11.9 while the 1992 active duty suicide rate for
the Air Force was as a whole was 12.5 This would indicate that
AETC does not have a suicide rate higher than would be expected by
chance alone; or phrased another way, itg overall rate is within
normal limits.



WHY SUICIDE?

It 1is one thing to tabulate statistics on suicide, but to
understand why an individual decides to take his or her iife is
ancther matter. The heart of the problem lies in the fact that
suicide is a choice. Clearly, many of the victims in this study
gave the matter considerable thought before they opted for self-
destruction. Perhaps they believed the decision to commit suicide
was their best choice. Perhaps they saw it as their onlv choice.
Cur best clues te this dec;szon -rmaking process come from analysis
of the victim's behavior; what he or she had te say prior to the

suicide, and the contant of suicide notes. Snderstanuing why
people kill themselves is critically important because effective
sulcide prevention must try to influence the potential “Lctlm*

decision-making process before he or she finallv selects suicide.

Behavior is driven by purpose: people do things for a reason.
There is no such thing as random behavior. Even so, people ars not
always VGHSCLOHQ¢Y aware of why tThey behave the way they do. A

great deal of human behavior has %o do with "protecting! the
lﬁleldhai from physical and psychological harm or stress. To do
this, people have complex personaiitleg which employ psychologwcal
ae:ense mechanisms to protect the sense of well-being. This is not
always easy, as the realities of life scmetimes exert enormous
pressure. Perhaps it helps to lock at personality as a tool box
and the psycholcgical defense mechanisms as tools. Depending on
the kind of "work" that needs to be done to protect the individual,
he or she intuitively selects the best tools for the Jjob and tries
to fix what's broken. If scome of the tools are missing or if the

individual doesn’t know how to use thenm efficiency is diminished.

Sometimes people use the right tools Vh wrong way, other Limes

they use the wrong toels. Worse veih, sometfimes the ey deny the fact
that a”VLKEﬂg is broken and make no ﬂf;ozt to f£ix what ﬁeﬁds Lo bhe
xepaireaa In some cases, the individual even breaks %ings that
are working Just fine. They do this for what seems to them to be
vaery gook reasons, although to the rest of us it looks or razy

Although they normally serve us very well, when these tcols are
misused the individual's behaviocr becomes maiadaptive and the
results show up as problems that are reflected in how the person

talks and behaves. When one's behavior and communications are
completely out of touch with reality, we consider him o be
psychiatrically incapacitated. 1If he or she is able to function

adequat&iy, friends are much less likely to recognize the existence
of serious psychological problems and may even make allowances for
the person's poor or otherwise guestionable behavior. In a great
many cases the person is not psychlatrlca¢ly inpaired at all but
may be simply overwhelmed by situational factors and lack the
resources te cope. The vast majority of the active duty suicides
fell in this category.
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Even though mental health intervention is important, its majer
shortcoming lies in the fact that the health care system can only
act if it is aware of a problem. This means that individuals at
risk nmust either sesk help on their own or be brought intc the
heaith care systems by others. This vresults in an obvious
shortfall, as two-thirds of the victims in this study had not come
into contact with the health care systen. Thus, although the
health care system has an important role to play in suicide
prevention, it does not (and should not) "own®™ the problen.

Another problem with the mental health system is the belief that if
a perscn tells a mental heath worker about his or her suicidal
thoughts, that information will be provided to the individual’s
commander. There is a widespread fear that reporting to mental
nealth will have a negative impact on the p careser. In
fact, AFOSI has documented numercus cases i

gought mental health care off base through private res
than use the Alr Force system.

T is tempting to identify specialists and give them responsibllity
or the problem; however, sulcide does not lend itself to this kind
£ approach. Instesad, it meeds a carefully integrated approac
hat takes a systems orientation by identifying, diagnosing, an
treating those at risk. The cornerstone of this approach rests on
a2 bedrock so important and zo obviocus that it is often overloocked:
isadership.

-
£
2
b
O
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-

The military is a unigue community governed by procedures and
customs unlike those found in wmost civilian communities. aAn

important element of leadership includes responsibility to and for
subordinates along with a commitment to the missicon. The wilitary
is one of the few communities that has the authority to compel
behavior by force of law. However, dust as mnilitary commanders
have the authority to compel behavior, they alsc have a
corresponding responsibility for the health, well-beling and morale
of their subordinates. This regquirement applies all the way from
the four-star generals down the lowest level of enlisted
supervision. Leaders in the military are suppoesed to know their

people and have a major moral and legal cbligation for "managing®
them.

More importantly, the obligations of leadership cannot be
transferred up the chain or across organizational lines to such
specialists as psychiatrists, psychologists, or chaplains. To the
contrary, these specialists provide thelr services in support of
command responsibility. This means the initial process of suicide
prevention (risk identification) rests with the potential victim's
most immediate associates and his or her first-echelon supervisor.
The first echelon supervisor 1s the key player in suicide
prevention. He or she not only supervises the individual's work
but 1s also in a position to see any changes in behavior or
performance that might signal a problem. In fact, a large part of
supervision is nothing more than managing human resources.
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Pecple at risk for sulcide are beset with feelings of internal
conflict and preofound anxiety. Thelr failures in love, work, and
finances lead to an unacceptable loss of self-esteem, frustrations,
and finally, aggression. The first major stage for a potential
suicide wvictim is a feeling of great emotional pain based on a
subjective perception of personal fallure. The second phase
evolves from an inability to deal with this pain. This is usually
accompanied by increasing social isolation and a gradual increase
in the aggression the victim feels toward himself. When problems
appear overwhelming and the person fezels unable to change things
for the better, an attitude o¢f hoepeleaszssnassz develops. This is
usually accompanied by a constriction of herc¢ptzsﬁ that blossoms
into depression. A Pyish to die’ amerges when death is seen as a
viable nmeans of escaps, and 1t is at this point that thoughts of
suicide become a seductive siren call. AL this polint the victim
becomes ambivalent and uncertain. He or she is likely to make
suicide threats that others are egually likelyv to disrvegard, even
thought they are a legitimate cry for help.

At this point the potential victim 1s at great risk. Foriunately,
because of the ambivalence they feel, most of +them do not
wecessarily want to die. They want to escape from their problens
and death 1s seen as a nmeans to that end rather than as a geal in
its own right. These people then do a strange thing: they engags
in a process of magical thinking in which they look for “sings?
that committing suicide is (or isn’t) the right thing to do. It is
a7masu as 1f they know it's a bad idea and need a nudge one way or

ther to make up their mind. If found, certain of thess sighﬁ
e taken as confirmation that tThe situation 1s hopeless an
'cide is the correct course. The victim's fasling of amolvalence
rns to commitment to a fatal course of action.
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these signs The pearson
of others. Some sulci
it to recognize {(YI won't b
oy "things would be a lot
cher cases the victim is guite I s much so, in fact, that
those who hear their comments simply don't believe t%eme AFOSI has
documented numerous cases in which victims explicitly told friends
and co-workars they were going to commit sulcide and even teld them
when and how they were geing do it. wWhen the victim makes these
comments or starts giving away prized possessions, he or she wants
somecne to recognize the situation for what it is and tell them
suicide is an unacceptable solution to their problems. The failure
to do so becomes a justification in the victim's mind. This is, of
course, extremely unfair because those who are supposed to
recognize the crisis are often ill-equipped to do so and don't know
they are caught up in a psychological game in which true meanings
are masked.
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Another sign appears to be the occurrence of ancther suicide. We
believe suicide is a kind of proximity bomb that triggers other
suicides. Analysis of active duty suicides clearly points to a
fclustering” phenomenon: sulcides are more likely to take place in
military communities where there have been other, recent suicides.
Although it 1s only a matter of speculation at this point, we
believe that all communities ({military and civilian) have a
"population at risk” consisting of people who are at more than
casual risk for suicide. Most of these people are ambivalent about
taking their lives and although they nmay think about sulicide a
great deal, they have not fully committed themselves to self-

destruction. However, if another person {especially one who 1is
tlike" them) commits suicide that act ; significance
to those at risk. It says, in sffesc s an option.
Look at so-and=-so. He wasz in vo avs ago and
now his problems arve over. G0 snity has a
significant number of people at risk, act is very
likely to era ‘ at greatest
risk have oug

ITf this is i o a long way toward explaining the
cyelical variation in the annual nunber of suicides and also offers
a powerful incentive to be especially mindful of the need for
preventive interventions in the wake of a completed suicide. It
also  suggests a  powerful connecticon  heftween the intarnal,
subijective thoughts of those ait risk and external facteors within
the community.

Por many sulc mefore the
storm® After they often
pecomns Lrangul rev Uhis
the wvictim ha noorrech
assuning that

SUICIDE PREVENTICON:  WHO SHOULD DO WHAT?

Although suicide iz an Air Force wide concern, who 1s in the best
position to exercise authority over the problem? Ir the Army
suicide prevention falls under health promotion. In the Alr Force
it has generally been viewed as a health-related issue and to the

extent that it has been dealt with at all, it has fallen under the
domain of the Surgeon General (more specifically under mental
health). This is only natural, as potential suicide victims are
nornally referred to mental health for evaluation and treatment.
Depression and suicidal ideation are clinical issues for which
there are effective remedies, and these remedies are applied by
mental health professionals.



REPLY TO
ATTH GF

SUBJECT

CEPARTMENT OF THE AIR FORCE
PACIFIC AIR FORCES

HQ, 34 Medical Group/MGMMM
24800 Hospital Drive
Eimendorf AFB AKX 98506-37GC

Suicide Intervention/Prevention

My HMeyer Moldeven
B.G. Box 71
Del Mar CA  92014-0071

i. The 34 Medical Group, Mentsl Health Services, approach to suicide iz
pradominatly threefold: suicide AWETENesH, et i
cocrdination, and iancident zespease& A5 per your ragque

this letter will briefly ocutline our strategy for sulcide in t@x?@;&i@ﬁf?f%?éﬂ“
tion and lists suggested resources.

4

7, The professicnal staff of Mental Health Services has congciously chosen Uo
focus on sulcide awareness for commandsrs and helping agencies rather than
ulcide prevention for the base community. Studies of suleide pravenitlon
DYregrams, aspecially  for  adolescents, icated that  they  can
paradoxically increase sulcide risk as r to uormalize suloide
az an option. OCur focus 1s on glving « gsergeanta, and helping
agencies idnformation that supports thel and refarral afforis.
At least two, military speacific, doow aid our presentations.
One document GQVEAQyﬁﬁ by Dr Charles F. HMeDowell, Headquarters, USAF Office of
Gpecial Investigstions, Belling AFE, D hackground reporis and
demographics. ?he sther document dev anlk Budd, Chis?, Mental
Health Clinic, Secott AFR, 11 #8222 plement swareness and
intervention strastegies. Fael frae one of e
gentliemen for further ianformstion.

3. The second piilar of our aygro&dz Tevolves around e eiior
axternal stressors, Lo the extent pes i le, as a2 means of preaveniing suicida
behavior. Underlying issues and causes receive the brunt of our prevent
energy. A myriad of base programs ané resources are avallable to the basa
community. The following is a partial list of those services:

a. Family Support Center
(1) Family life education on a number of subjects (e.g., parenting,
couples communication, step~family 1lving, family 1life cyele, elder cars,
single pareating, self-esteem, family stress management)
{2) Personal Financial Management Progranms

{3} Information and referral on financial issues

{(4) Transition asslistance



(5} Relocation assistance

{f) Employment asslstance

(7)  Support durilng duty separation
b. Chanlaing

{1) VJorshlip, saveral dencominations

(2} Religlous education

Eit]
[

(3} Pastoral counseling for personal or family probleas

aison with saech unit

o
i

G

b

ts

{4} Uait chaplaia for visitation,
{3} Duty chaplain (24 hours) for crisis services
{(6) Youth groups

“e. Social Actions
{1} Substance abuse preveation education Ffor various groups
{2} Substance abuge counselling/recrientation

{3) Zgual opportunlty counselling/reorientation

e

{4} Referral sevvices
{53 Base climafa assecssmant
4. Health Promotions
{1} Stress manzzemens videotases
L) I
(2} Stress management handoats
2. Mental Health Services
{1) Sulcide Awareness brisfings for command and key personnel

(2) Experts to develop, provide, collaborate on stress Bnagement
briefings and programs

{3) Evaluation aand therapy for individuals, couples, families
(4) Change management briefings
(5} Seasonal Affective Disorder briefings

(6} Outreach services to remote sites
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£. Fanmily Advocacy Program

(1) Awarsness and prevention activities for the general pubilc;
praevention programs for at-risk groups/families

{a) Includes ‘tbriefings, c¢lasses, one-day events and media
campaigns

{b) Target groups include: saingle parents, pregnant teenagers,
first-time parents, adoptive parents, Ffamilies of special needs family
members, atc,

{2) Evaluation and treatment where thers are concerns about child er
spouse malireaiment within a family

(3} Exceptional Family Member Program, assists familiss with specia
medizal or aducational nesds of child family members i madi
needs of nonactive duty adulrs

Community wmembers are encouraged to use helping agencies and seek assistance
diring newcomer orientation, periodic briefings, and agency activities.

&, The third pillar of our strategy relates to vesponding to suinids
gestures, attampis, and completions, Bervices include: let
assessments, c¢risls interveation, on—call yproviders, outpatient
inpatient treatment and Critical Incident Stress Debriefings (
first five services are gelf-explanatory. Our sizth service, €I
individuale to deal with thelr reactions o tracmstic eveanrs asuch
attempts and completioms. Dr  Jeffrey Mitchell
author, s the originator of ths 0CISD model. o 0
refer to his book entitled, “Emergency Services Stress.,” The CISD model &
impovrtant component of our treatment anproach and can be valuable in
diminishing adverse affects. The Mental Health Service has siz existing CISD
Tesms.
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3. Concerns aboutr sulelde and about continued stress assoclaks
changes, downsizing, and taskings will most 1ikely increase attention to
stress management issues at the base level. Mental Health Services, with the
help of the aforementloned agencies, will continue to heighten sensitivity to
the impaet of systemic stressors. Awareness seminars, etiological
sengitivity, customer service, and treatment approaches are curraently the

—mainstays to the Elmendorf AFB suicide intervention/prevention strategy.
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DEPARTMENT OF THE AIR FORCE
MALCOLM GROW USAF MEDICAL CENTER (AMC)

23 August 1993

Meyer Moldeven
0. Box 71
1 Mar, CA 92014-0G671

Your ¢ August 1993 latter to the Commander, Alr Force
Madical Operations Agency was forwarded to me for response.
Suicide prevention efforts In the Alyr Force have peen undertaken
by the Major Commands rather than by Headquarters initiatives.
As with other preventive efforts, it is felt that each command
has & unigue population which would be best served by an
individual approach.

oo

1

For example, the Alr Education and Training Command has
a young population under academic stress whereas Alr Mobility
Command has menbers with different phase of life stressors. Alr
Combat Command, on the other hand, can expect deplioyment to ke an
important stressor, and would thus be expected to devote some
energy to addressing this issue in its suicide prevention
efforts.

I do not have a complete set of the materials usad by 2ach
f the commands in this endeavor, but would suggest you
orrespond directly with them for additiconal information.

~
i
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M. Richard Fragala
Colonel, USAF, K¢, s
Consultant for Psychiatry
Office 0f the Surgecn General
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DEPARTMENT CF THE ARIR FORCE
60TH MEDICAL GROUP (AMC)
101 BODIN CIRCLE
TRAVIS AIR FCRCE RBASE, CALIFORNIA 34535-1800

FRCM: SGHAS (Major Steffey, 5168) 21 Beptamber 1993
SURJ: Response to Reguest for Records, Your Ltr, 9 Rugust 1993

TG Mr, Mever Moldeven
BG Box T1
Del Mar, (& 22014-0071

1. 1 appreciate your interest in compiling a book to discuss suicide preven-
tion measures. Here at Travis &ir Force Base, we have recently becoms in-
volved in developing a more structursd suicide prevention program. The
program is being cocrdinated by different specialiies and involves coor-
dination among different base agencies.

2. Because this program is an Air Mobility Command (BMC) initiative, it is

" more appropriate for the mental health consultant at AMC to discuss this in-
itiative than it is for me to do so. Major Carla Monroe-Posey, the AMC Mental
Health Consultant, will be a good reference point for you. Her addresss 1s:

Mador Carla Monrce-Posey
HO AMC/SGPS

502 Scott Avenue

Scott AFB, IL 622225-531%

3. Thank vou for your intersst in the tape of suicide praventiom. I think it
is very velevant to today's military.

Szrectsr Family Aﬁvccacy Model Program.

MMM

WILLIAM R. BANAS, Colonel, USAF, MC, FS
Chairman, Department of Mental Health



DEPARTMENT OF THE AIR FORCE

45TH SPACE WING (AFSPACECOM)

45 SPW/CV " TR
1201 Minuteman St

Patrick AFB FL 32925-3299

Meyer (Mike) Moldeven
P.O. Box 71
Del Mar, CA 92013-0071

Dear Sir

My staff has reviewed vour request for information and we feel
that we do not have any documents which would be useful to your
work. While we are engaged in suicide prevention, this work does
not fall into the written type of information you are seeking.

Our suicide prevention work focuses on two areas: education and
intervention. Our educational efforts include briefings to units
and other interested groups. Our efforts toward intervention
include actions to help suicidal individuals and outreach work-
shops to units following a suicide.

Unfortunately, these efforts do not lend themselves to a written
format but are a part of our normal workload in the Mental Health
Clinic.

Sincerely

q

WILLIAM A. SAMP
Colonel, USAY
Vice Commander
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Memoir: Participation in grass roots suicide prevention volunteer work at U. S. A.
F. McCieilan Air Force Base, California and at the civilian community’s Suicide
Prevention Service during the ‘Viet Nam’ Years, and hassling the bureaucracy
post-retirement.

Meyer Moldeven
{Caution: This memoir does not constitute guidance or advice. in anv form or

manner whatsoever, to persons who may be experiencing suicide ideation or intent. If
vou feel suicidal seek professional help immediatelv )

Mental health experts have come to accept paraprofessional-level crisis intervention
and suicide prevention workers as among those in the forefront of primary resources. The
view is that their intervention might reduce the Jethality of a person contemplating
suicide, and even influence someone to who has actually initiated the act of suicide to
draw back from it. In this regard, some years ago, Dr. Calvin Frederick, a past President
of the American Association of Suicidology wrote: (quoting):

"Dealing with suicidal behavior, that is, suicide prevention] differs from more
classical diagnostic and treatment procedures in the following respects:

1) suicidal behavior covers a broad range of disturbances and personalities and is,
therefore, not a unitary concept;

2} it possesses a unique life or death quality;
3} intervention does not utilize traditional therapy methods;

4) the problem 1s multidimensional and multidisciplinary, often involving social
and cultural attitudes, the law, medical intervention, and innovative psychological
approaches;

5) the use of indigenous volunteers as stable and sensitive crisis workers is greater
than that found in most aspects of therapeutic endeavor. (unquote)

Before I retired from the federal civil service in 1974 I was the civilian deputy to
the Inspector General (IG) at McClellan Air Force Base, a major military installation near
Sacramento, California. The base had about 25,000 permanent personnel (military and
civil service) at the time. In addition to its local operations and worldwide logistics
functions McClellan AFB was a major hub in the pipeline for military personnel and
materiel to and from Southeast Asia and the Pacific Area generally.

I'was and remain a lay person in all mental health disciplines. My involvement in

‘suicide prevention’ as it applied to the U. S. Armed Forces is based on circumstances of
the “Viet Nam War.” The bulk of active duty military mental health professionals and
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trained support staff were serving in Southeast Asia and at en route stations for military
personnel on their way to or from SEA. Military mental health professionals and staff
were also concentrated at medical and other facilities in the U. S. where Armed Forces
wounded received care. This resulted in a general and often critical shortage of mental
health specialists and support staff at stateside military installations. It was not unusual
for Civil Service employees working in other than the mental health fields to be
temporarily assigned ‘additional duties’ to fill priority requirements and gaps in staffing.

Among my routine IG duties was to hear and try to resolve grievances and
complaints of permanent and transient military and civil service personnel, military
dependents, and the general public. It was not unusual in my interviews with a desperate
military or dependent grievant to hear him or her hint at suicide ideation or contemplating
a self-destructive act if a "reasonable” solution was not reached to his/her problem. As
one whose career background was in logistics and related administrative functions, such
complaints and potential self-destructiveness was new to me.

In 1969, the McClellan Air Force Base senior Commander (General Officer)
requested me to represent him on the Sacramento County Mental Health Council. At the
time, the Council was considering the establishment of a county Suicide Prevention
Service (SPS). The SPS was quickly approved, and I became invoived as a volunteer SPS
‘planner’ during my non-duty working hours. As the SPS functions and workloads
became clear, I joined its paraprofessional training to certification, and when the Service
became operational took my turn on the “hotline,” especially on calls related to my
McClellan responsibilities.

[n time, because of the number and sources of incoming calls, 1 extended my
involvement to SPS haison with several military bases in the Sacramento area (Mather
and Travis Air Force Bases, the Army Signal Depot, etc.). At that time, central California
and Nevada had mulitary installations where active duty personnel of all Services were in
transit or stationed for traiming and operations. In effect, the Sacramento-San Francisco
corridor and its communities in the late 1960s-mid 1970s filled with active duty military,
returnees from Southeast Asia, and military dependents and retirees.

One viewpoint expressed among those engaged in the suicide prevention field is
that official statistics on the number of suicides and suicide attempts in any given
population are like the tips of icebergs. They do not reveal to the casual analyst the reality
of how many in that population succeeded in killing themselves, intentionally, and how
many tried and failed, and did or might try again - intentionally.

Experts’ estimates occasionally appear in both professional and popular media that,
conservatively, there are about eight to ten successful suicides for each one certified as
‘completed’ for the official record. Also, that there is about fifteen unsuccessful, often
hidden, suicide attempts for each one that is formally classified as successful, again, for
the record.

Among my Inspector General’s office responsibilities was to organize and operate
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McClellan AFB’s support to the ‘Air Force Inspector General Complaints System’. The
basic principle of the System holds that, as a last resort within their organization, military
and civilian personnel, members of military families, and military retirees have the right
to address a grievance or appeal to an installation’s Inspector General. The Inspector
General represents the installation’s senior Commander. An appeal to the IG may be for
information and explanations concerning status and duties; perceived unreasonable
conditions under which a person works, inadequate support to self or dependents, or for
other reasons relief from what is believed to be an intolerable and unjustifiable situation.

As noted above, there were occasions when a complainant hinted at an act of
desperation as the only remaining recourse should he or she be denied what they
considered reasonable resolution of the issue they presented. In the IG function a
potential ‘act of desperation” to self, others or “things’ was not granted ‘confidentiality ’

The SPS policy, on the other hand, was to not disclose a caller’s identity: protecting
a hotline caller’s identity is (or was at the time) generally practiced by most suicide
prevention centers unless the caller or another person in the episode was in an imminent
life-death crisis. It was not unusual for such calls to require information or actions from
staff at a military or other government entity.

Organized, volunteer-staffed, suicide prevention *hotline’ services were beginning
to operate in the larger cities throughout the U.S. In the late “60s, about a hundred 24/7
centers were active across the country. To help me understand the “suicide” phenomenon
and to perform my duties in support of the USAF IG Complaints System, I became a
regular volunteer at the SPS, attended their ongoing paraprofessional and upgrade
traming, and worked a shift and ‘on call’ with the hotline. I served with the SPS Speakers
Bureau, Executive Board and other committees and gave talks about the base and
community programs at staff, non-commissioned officers’, military dependents’, civilian
community, and other meetings.

I compiled an information kit on suicide ‘myths’ versus ‘facts,” and on visible signs
that might suggest a friend or family member was experiencing suicide ideation. I
acquired copies of handouts and other literature from the SPS and the National Institute
of Mental Health (NIMH) and sent them to my counterparts at other military bases. The
USAF Inspector General printed an article about the information kits in the USAF TIG
BRIEF (The Inspector General Brief [TIG Brief]) an IG administrative newsletter
distributed to U, S. Air Force organizations worldwide and to the headquarters of other
Services. The newsletter was also distributed in Viet Nam. The item resulted in more than
150 requests to my office from Southeast Asia and elsewhere.

During talks I gave to military personnel and civilian community I was occasionally
asked for examples of a “hotline” interview and follow up with a distressed caller. Two of
the three following summaries relate to the Viet Nam conflict. The third is a problem all
too common, regardless of the times; it happened and continues to happen as often in the
civilian world as it does in the military. I’ve screened my recollections so as to honor my
commitments to confidentiality. The narration reflects a tiny sample of the effects of

3-96




stress in military life and is not intended to represent major emotional, behavioral, or
physical indicators of suicide ideation. My regular work shift at the SPS usually brought
me as much of a military-civilian mix of callers as the other hotline workers, so I've seen
both sides.

The contacts were by telephone, and in two of the three cases led to a number of
quick calls to several parties on and off McClellan. Each caller had the potential for
violence, either to self or another. If intervention, at a high point in the interaction failed,
the situation might well have deteriorated, possibly with tragic results.

Draftee

While on the job in the McClellan IG office, a phone call came in from the SPS
Director who told me he needed my help right then. A young Army drafice was on the
SPS hotline, threatening to kill himself. He was supposed to be on his way to Viet Nam
but had gone AWOL instead. He was far from home and felt lost and confused. He said
he had one question before deciding whether to kill himself

‘What'l] they do to me if [ turn myselfin?’
He wouldn’t give his name or say where he was.

The SPS Director said that he didn’t have the answer. He told the soldier he had a
contact at a nearby military base that could check it out. Holding the caller on one line he
called me on another and gave me the facts. ] immediately called the Base Staff Judge
Advocate - who was part of my on-base network - and had him phone the SPS Director
immediately to review the ramifications of military justice as it might apply. The SPS
Director passed the information to the soldier and then talked to him for about an hour,
The guidance provided by the Staff Judge Advocate gave the soldier options that might
reduce potential charges he faced, not ruling out desertion. We never found out what the
soldier decided; he never called back.

This call, and how it was handled, demonstrated teamwork between a community
suicide prevention resource and military and civil service administrators on a military
base. Comparable groundbreaking was going on in other military-civilian communities
and contexts.

Family Problem

The Base Chaplain called me at home late one Sunday night and said he’d had a
phone call from a hotline worker at the county SPS. The SPS worker had asked for his
help in a call that had come in from an airman’s wife. She had phoned the SPS from her
home off base and threatened to kill her husband and then commit suicide.

The caller to the SPS had impulsively terminated the call after a few minutes, but in
her responses to questions at the outset of the interview, had given her phone number to
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the hotline worker. After she hung up, the SPS worker concluded the woman was more
than moderately lethal, and also that she might listen to a military Chaplain. That brought
on the call to the Base Chaplain.

The Chaplain phoned the woman and talked to her for about 10 minutes before she
hung up on him too. His conclusion, also, was that she was highly lethal for both
homicide and suicide. He phoned the Base Security Police and then the Director of
Personnel. The Chaplain was to leave that day for Viet Nam, so the Director of Personnel
suggested he call me.

The Chaplain asked me to follow up. I called the woman. The conversation was
heavy, and lasted for more than 2 hours. The problem was in marital relations, finances,
and spouse abuse. We finally got around to talking about on-base resources that might
ease the load she was carrying: the Staff Judge Advocate, Family Services and Medics.
Just listening, and then talking about potential on-base resources helped to lower the
pressure. She finally agreed to wait until morning, now only a couple of hours distant, in
order that specialists at the activities we discussed could be consulted.

First thing that morning, [ invited the base Family Services people into the act.
They moved in fast, took control, got the airman’s wife around to talk to the right people,
and did a lot themselves. 1 checked back later. Family Services had her under their wing.
She wasn’t taiking about murder-suicide any more. It was going to be one day at a time
for her for a while. She now had somewhere on base where she felt she could turn, and
people in whom she had some confidence.

Why hadn’t the woman tried Family Services on her own? I don’t know. She chose
the civilian community’s suicide prevention resource. She had other optious, and she
might have tried them too. What's my point? Another instance in which military and
civilian community resources collaborated and made the system work,

Returnee

At about 11 PM one night I was in my shift at the SPS hotline desk. The phone
rang; it was the switchboard supervisor at the area telephone service. She said she had a
soldier on-line, that he was in a fury and she couldn’t handle him. Would I take him? [
told her to let me have him and he was on.

It took a while to get him down to where he could speak coherently. He was an
enlisted man, he said, just in from Southeast Asia and making his way to the East Coast.
His problem wasn’t suicidal -- at least at this point -- but from the way he talked,
homicidal. He was in a barroon, drinking and minding his own business. Another patron
at the bar had nidiculed his uniform and his Service. He had a weapon in his bag, he said,
and had an almost overwhelming urge to use it.

A stranger in town, just passing through, he realized that he’d better talk to
someone. Searching for some means to vent his rage against the insult - other than
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committing an assault -- he had, on impulse, picked up the barroom phone and dialed the
operator. He must have come down real heavy on her and her supervisor, because he
found himself, all of a sudden, switched to a hotline worker at the local SPS.

We talked for more than three hours. At the outset he was openly hostile, demanded
to know who [ was, and how the hell I had been loaded on to him. When I told him, he
said he didn’t know what "suicide prevention” was all about and, anyhow, wanted no part
of it. But he didn’t hang up on me, and we never hung up on anyone.

When he realized that he was talking to someone who had more than a passing
knowledge of the military, who could respond in his jargon and relate to his lifestyle and
to his feelings, his hostility eased. He talked, I listened. As I said, this went on for about
three hours. Other feelings began to surface.

He admitted that he had been deeply shaken and enraged by his experiences during
border crossings into Cambodia and other missions, and he still carried the same, almost
overwhelming anger. Without my bringing it up, he confided that he’d had intense
thoughts about self-injury, even suicide, and that the feelings had been strongest before
starting off on missions. His rage, remorse and thoughts of suicide were still with him
and, looking back at them in calmer moments, he said he was alarmed at their intensity.
After a while, he admitied, reluctantly, that he might need help. He said he would think
about seeking it out when he got to his permanent station.

At the close, he was much calmer. He phoned back a few hours later and told the
hotline worker on duty that he was at the bus depot, and would soon leave for the east. He
said to pass the word to me that he was OK.

Beyond *Viet Nam’
Collaboration

It was clear to me from my [G and SPS experiences, that much could be
accomplished through a carefully designed system for collaboration between military
nstallations - or other federal entities - in any given geographic area and the crisis
intervention/suicide prevention (ci/sp) resources of adjacent civilian communities. The
potential for good was enormous, not only for and within the military community, but to
the nation. I leamed in time that I was not alone; many others, professionals and lay, in
and out of government, were actively advocating along similar lines.

I'was convinced that the time was long past for both military and civilian managers
and supervisors, in both the public and private sectors to acquire basic indoctrination in
ci/sp as 1t pertained to the people that they commanded or supervised. I wrote numerous
letters on the issue, recommending specific actions, and continued doing so after | retired
in 1974. My appeals went to the Federal Executive, Congress, and the media. I stressed
the urgent need for proactive command or agency-wide training and motivational
programs to confront the suicide phenomenon, and to get organized to reduce suicide
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overcome barriers among middle year adults (parents of school age children) as well as
the elderly,

An article T wrote in 1984 Suicide Prevention Must Be Evervbody’s Business was
published in the January 14, 1985 supplement to the Army, Navy and Air Force Times. |
posed the following questions for Commanders:

‘a. Does your base have a program whereby supervisors and co-workers who might
be confronted with suicidal people are trained to recognize the warnin g signs and refer
potential suicides to professionals?

‘b. Are any base personnel, especially security police, social actions or family
support workers, trained in crisis intervention techniques? Are any of them volunteer
workers in the local community’s suicide prevention program?

“c. Does your base have any sort of arrangement with local suicide prevention
centers or hotlines so that a civilian crisis worker can contact the base for information or
assistance? Do civilian volunteers know exactly whom to call for help when a military
person or dependent threatens suicide?

‘d. Do your base officials routinely check with local crisis clinics to find out the
number and types of distress calls being received from military people? Is this
information analyzed to determine trends or patterns?

‘e. Do your base mental health workers give talks to active duty and dependents’
groups on this subject? Are civilian experts in suicide prevention brought on base to
explain their services?’

The following month (February 22, 1985), the Secretary of the Army and the Chief
of Staff issued a Memorandum for Major Commands and Staff Agencies which stated in
part, "The Department of the Army has developed a Suicide Prevention Strategy designed
to help commanders deal with this problem. Commanders must use this plan and
complement it with initiatives tailored to specific needs.”

During the following months the Department of the Army issued implementing
directives, programs, and guides.

I secured copies of studies, plans, directives, guides and other documents published by
NIMH, the American Association of Suicidology (AAS), and the Army on their in-house
suicide prevention programs. In late 1985 I compiled and published them in book form,
title: “Military-Civilian Teamwork in Suicide Prevention,” sold them through bookstores
and donated two thousand copies in response to orders and requests from military
installations, other government activities, schools, and the private sector. Another update
in 1988 “Suicide Prevention Programs in the Department of Defense’, and the last update
in 1994, “Military-Civilian Teamwork in Suicide Prevention’ also received a wide
distribution.
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My intent, in collecting and disseminating information on suicide prevention
programs and practices of the Armed Forces, NIMH, and other contributors was to join
with the many lay persons, like myself, who had become ‘advocates.” T felt that wide
distribution might also promote cross feed and thereby focusing on conflicting policies
and procedures. The process, itself would encourage collaboration among professionals,
paraprofessionals, and administrators and directors of suicide prevention entities in
neighboring civilian communities. Further, I hoped that publicizing the Armed Forces’
plans and procedures for ci/sp would encourage other government entities to explore their
needs for comparable programs, and that potentially beneficial ideas and methodelogies
might spin off to the private sector.

My continuing interest in proactive and organized suicide prevention efforts in the
Armed Forces led me to write to then Secretary of Defense Les Aspin, and to Senator
Sam Nunn and Congressman Ronald Dellums in their roles as Senate and House
chairmen, respectively, of committees charged with the oversi ght of military affairs. A
copy of my letter to, and the response from the Office of the Secretary of Defense is
included further along in this memoir,

Programs

A monumental medical and societal advance was made in suicide prevention by the
original U S Army Suicide Prevention Plan, (Feb 1985) prepared by the Directorate of
Human Resources, Office of the Deputy Chief of Staff for Personnel. The Plan called on
cach U S Army base to develop and publish an installation Suicide Prevention Plan. The
plan was to provide for active duty units, Army families, the Army Community, and
civilian employees of the Army. Among its many initiatives were several dealing with
collaboration with civilian communities and other public and private sector mental health
and cnisis intervention resources,

The Navy 1ssued its program in 1987, and the Air Force issued formal policy
guidance in 1997 on implementing their suicide prevention program. Since the USAF
1997-policy statement follows my dated copies of the Army and Navy programs by about
a decade, I assume that it conforms to more recent DoD medical policies on the subject
and perhaps has been scrutinized and commented upon by the other Services. The
following is from the USAF Policy Letter Digest December 1997 {Source: World Wide
Web, search engine title: ‘Air Force Policy Letter Digest’).

QUOTE:
Building Healthy Communities - Intervention and Prevention

The global mission of the Air Force requires airmen who are fit, healthy and ready
to deploy on a moment’s notice.

To build healthy lifestyles and do it in the most cost-effective manner, the Air
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Force is investing in capabilities that promote prevention and intervention. Put Prevention
into Practice (PPIP) is a strategy developed by the U.S. Department of Health and Human
Services, which the Air Force has implemented to organize and guide the preventive
medicine efforts of medical providers.

The first step in PPIP is the health enrollment assessment review (HEAR), which is
conducted with each patient as he or she enrolls... and (which is) then is updated
annually. Data from the HEAR helps to identify the health status and prevention needs of
patients. This data ... is used by major commands and the Air Staff to assure that
resources are available to care for the populations assigned.

The second element of PPIP is the preventive health assessment (PHA), which in
1996 replaced the periodic physical examination program for all active-duty members.
The PHA is a four-stage process that includes a prevention-oriented clinical screening,
occupational examination, screening of military-unique medical requirements and
counseling. The PHA will help ensure the highest rates of mission and mobility readiness
by providing feedback to commanders on the health of their troops.

Air Force leadership is concerned about the ability of its members to cope with
increasing levels of stress in the face of significant increases in operations tempo and
force downsizing. As a result, the Air Force established an integrated product team (IPT)
to evaluate suicides among active-duty members and to develop strategies for suicide
prevention and intervention.

The IPT identified numerous factors as leading causes of suicide service wide.
Chief among them were relationship difficulties, members facing adverse actions viewed
as “career ending,” financial difficulties, substance abuse and the perception that seeking
help would have a negative impact on the individual’s career. After evaluating this
information, the team called in consultants from both the Air Force and public sector to
develop a comprehensive approach to suicide prevention.

Since the inception of the suicide prevention IPT, the suicide rate for active-duty
members has decreased by more than 35 percent. This has been strong senior leadership,
awareness training for all Air Force members, training at all levels of professional
military education, and the development of critical incident stress management teams at
every installation. The bottom line in successful suicide prevention is self-aid and buddy
care. Everyone must lead the culture shift in the way prevention services are delivered
and remove the stigma of seeking help.

The Air Force established policies providing limited confidentiality protection to
service members experiencing personal problems and greatly expanded the proactive role
of mental health service providers. Various helping agencies in the Air Force - such as
family services, chaplains, mental health services, substance abuse and health and
wellness centers - now work together to provide comprehensive prevention services that
enhance both individual and organizational resilience. In fact, a civilian consultant hired
by DoD to evaluate the military services’ suicide prevention programs praised the Air
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Force’s program as one that is “as advanced and enlightened as any I have heard of’

Commanders, first sergeants, first-line supervisors and co-workers must be aware
of danger signs and encourage members to seek help. Leaders should become familiar
with Air Force Instruction (AFI) 44-154, “Suicide Prevention Education and Community
Training,” and AFT44-153, “Critical Incident Stress Management.’

Base helping agencies are now working closely together under an integrated
delivery system, or IDS. The IDS is designed to link base helping agencies to address risk
factors, reduce stress and improve the coping skills and general well- being of individuals
and families in the Air Force community. Wing commanders received guidance on
implementing this system for their units earlier this year. Commanders at all levels can
now work closely with the various agencies to offer a more comprehensive range of
prevention services, increase the protective factors and decrease the behavioral risk
factors in the community.

As base agencies join ranks, potential problems can be identified eariier and efforts
taken more quickly to prevent tragic trends.

AIR FORCE INSTRUCTION 44 -154 1 MARCH 1997
{text)
SUICIDE PREVENTION EDUCATION AND COMMUNITY TRAINING

This instruction implements AFPD 44 -1, Medical Operations, conceming suicide
prevention education and community training. It establishes requirements and procedures
for the conduct of general suicide prevention education and community training. This
nstruction applies to all active duty Air Force, Air National Guard, and Air Force
Reserve, as well as Air Force civilian employees, except for Title 32 U. 8. C National
Guard Technicians (IAW Technician Personnel Regulation 100 {172)).

1. Community Training Requirements,

1.1 The Secretary of the Air Force will ensure that ail Air Force personnel, to
include active duty, guard and reserve, as well as civilian employees receive training in
general suicide prevention education at least on an annual basis including awareness of
basic suicide risk factors and referral procedures for potentially at risk personnel.
Training programs will be designed to destigmatize help seeking behavior among Air
Force personnel and not destigmatize the act or attempt of suicide itself

1.2. The Air Force Surgeon General will be the primary Air Force OPR for this
training, and will ensure that this training is conducted as detailed throughout each
MAJCOM, as well as in the Air National Guard and Air Force Reserve.-

1.3. Each MAJCOM will ensure that all squadron commanders receive training in
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basic suicide risk factor identification and referral procedures for at risk personnel as part
of the new squadron commander’s course. Additionally, each MAJCOM will ensure that
the following training is conducted at each base, with base mental health serving as the
primary OPR for this training. .

COMPLIANCE WITH THIS PUBLICATION IS MANDATORY
UNQUOTE

The following is quoted from the Institute of Medicine’s (IOM) Healthy People
2000 Report - Citizens Chart the Course, a separate volume of Healthy People 2000
which records the testimony and suggestions of citizens interviewed by the Public Health
Service in the development of year 2000 national health objectives. The quote is from the
section: Violent and Abusive Behavior, page 137). (quote) ‘Meyer (Mike) Moldeven of
California, says that volunteer training is an important component of successful suicide
intervention for all ages: “A community’s suicide intervention and prevention resources -
of which the suicide prevention center, crisis center, and hotline are elements - depend to
an enormous degree on local paraprofessionals and trained volunteers. In the workplace,
employers already provide programs for stress management, as weil as cardiopulmonary
resuscitation and first-aid training. Thus | ‘why not a lay worker on the job site who is
trained to function in an emergency suicide situation?” asks Moldeven “The United
States [Armed Forces] have established formal suicide prevention programs, and the
groundwork laid can be used to tailor comparable programs for other
employers.’(unquote)

The largest single federal department, formally recognizing suicide as a critical
challenge to the good and welfare of their personmel, took a great leap forward by
formalizing ‘suicide prevention.” With the foresight and efforts of advocates and canng
managers, comparable initiatives, both formal and ad hoc, can be expected from other
government entities. When top-management-directed - and supported - suicide
intervention and prevention policies do take root throughout the federal system, as they
inevitably will, they will merge or interact with adjacent Regional, State and community
programs. The United States Armed Forces ‘everybody’s business’ approach to crisis
intervention and suicide prevention for their military and civilian populations has great
potential toward the public good.

Public and private sector employers and schools benefit from their awareness of
policies, resources, and standard operating procedures for suicide intervention and
prevention practiced by institutions and other employers in their area. Where such cross
feed and mutuality does not prevail, employer-community initiatives can explore them
and apply worthy results. Such efforts contribute to the well being of emplovees and their
families, parents, teachers, counselors and students, encourage and improve industrial and
community safety, and generally enhance esteem and mutual respect among emplovers
and the community of which they are a part.

In order that ci/sp policies, practices, and training can move forward, information
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that will help the ultimate recipient of crisis intervention services needs to be
disseminated to all levels and throughout all functions of the military and civilian
communities: the line and the staff and their families; the civil services, academic and
business communities, the domain of the elderly, and the general public. Readily
accessible in public, institutional, and industry’s libraries, adapted to and ingrained within
the system, the procedures and delineation of who-does-what in crisis
intervention/suicide prevention will help to coordinate and improve plans, methods, and
collaboration across the board. The news media and the Internet can alert employers that
do not as yet have their own programs, and keep them informed of opportunities to
participate.

Following is an excerpt from my correspondence with the Office of the U §
Secretary of Defense concerning “confidentiality” in suicide prevention in the Armed
Forces:

April 26, 1993

To:

Secretary of Defense
The Pentagon
Washington, DC 20301
Honorable Secretary:

[ The opening paragraph in the original letter cited a number of suicides at a military
installation. Identification of the activities involved is not relevant to the text of this
excerpt.]

There is one aspect of organizing around (suicide intervention and prevention) all-
services-wide - that deserves review at command level and, if a covering policy or
management system exists, that it be publicized throughout the services and in civilian
communities adjacent military installations.

Normally, a military person with an intolerable personal problem tries to get relief
from within the system of which he or she is part, e.g., a buddy, family support services,
chain-of-command, personnel staff, the IG, etc. Many personal problems are not job
related, but because of the victim’s inability to cope, spill over and affect "job." When the
person is in a suicidal crisis, realizes that help is urgently needed, and wants such help, he
or she will not hesitate to contact whomever can provide it, if not from within the system,
then from ouitside.

Unless the military administrative system has changed on this point, a suicidal
military person, or a suicidal member of his or her family who seeks help from within the
system, believes that a record of the contact will be made. The "record” transforms to
stigma and a potential threat to present job and future career.
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"Records,” more often than not, compel the person in a suicidal crisis to look
elsewhere. Elsewhere includes the adjacent civilian community’s crisis intervention
resources, specifically, the suicide prevention telephone hotline where callers need not
provide identification - they’re as safe from being identified as anywhere they can be
under their circumstances. The hotline worker does what can be accomplished quickly to
keep the caller from slipping deeper into crisis and acting out a threat to suicide. They
listen, offer nonjudgmental feedback, and together with the caller, explore options.

Almost invariably, when a civilian community crisis worker (telephone hotline or
face-to-face) needs information on options unique to military life to help a suicidal
military member or someone in his or her immediate family, the source is the nearest
base’s health care, personnel or other administrative functions. Very often, when contacts
with base officials occur and the worker has the name of a suicidal caller, confidentiality
is literally vital; being tagged in the base’s records as someone who phoned an off-base
crisis center carries almost certain exposure to military authority, and might well add the
final straw,

If it’s accepted that the military base and its adjacent civilian community should
cooperate in suicide intervention, then the civilian and military agencies need mutually
accepted procedures to do the job. If a community’s crisis resource has one set of
procedures for cooperation from the Navy, another for the Marine Corps, and still others
for the Army and the Air Force, confusion mounts and collaboration suffers. This is
especially true when the situation is tight and there isn’t much time to keep a suicide
threat from becoming an act. To the telephone hotline worker in a suicide prevention
center it makes no difference whatsoever if the person on the other end of the line is a
soldier, sailor, airman, marine - or civilian. On the other side of the scale, however, is the
we-take-care~-of-our-own turf, and that, to the suicidal person, 1s meaningless.

I hoped that, by now, military bases would have been further along in collaborating
with adjacent civilian suicide prevention resources and that such teamwork would be
reflected in base and community media. How else would a military person or a member
of his or her family on the edge of a life-death decision for themselves know where to go
or whom to phone, especially where their privacy and confidentiality would be respected
- if they decided to take a chance and continue living? Is a city telephone directory listing
for the local crisis center enough?

Agreements, procedures and contact points for military-civilian teamwork in
suicide prevention deserve to begin on a county, metropolitan, or other regional basis,
rather than in single-base to community understandings, especially where the area has
installations that represent different services. When all the services in an area have
maximum understanding among themselves about collaborating with community suicide
intervention resources, it will optimize the support that they and their people as
individuals can ask for from that resource, and the help that the hotline worker can offer
to them. In effect, when a civilian suicide hotline has been appeaied to for help by a
military member/family member the crisis line worker will have clearly written, mutually
agreed upon procedures for communications and actions with each base in the area. All
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concerned will have been trained, tested, and know to the greatest degree possible who is
going to do what. With present computer networking capabilities the resources indices in
such guides can be readily maintained current and widely disseminated throughout a
region and on and among military installations.

The opinions in this letter are my own, and are based on my experiences as a
civilian IG-type and suicide prevention hotline volunteer in the late *60s/early 70s (and
hassling the bureaucracy on this subject into the mid-80s.) I am not now associated with
any menta! health profession or military organization - strictly a private citizen. It may be
that what I’ve suggested already exists or, conversely, that it isn’t justified; 1 don’t know,
but [ would be remiss not to present my views for your consideration.

Respecttully,

s/Moldeven

Reply

(From) Office of the Secretary of Defense
Washington D. C. 20301

(Force Management and Personnel)

Dear Mr. Moldeven:

Thank you for your letter of April 26, 1993 to Mr. Les Aspin, regarding suicide
prevention programs in the Department of Defense.

Your letter prompted a review of policy in the Department of Defense on suicide
prevention. The Department of Defense does not address suicide prevention in its
directive on Health Promotion. That directive was published March 11, 1986, and 15 in
need of revision. The Department is reviewing and revising that directive and a suicide
prevention section will be added. We will address in the development of that section the
issues you raised in your letter to Mr. Aspin.

Thark you for your interest and continued concern in this important mental health
area.

S/Pringcipal Director

(Military Manpower and Personnel Policy)
[added, hand-written: “Thanks!}

cc: OASD(HA)

B END#
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