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INTRODUCTION
At least three people in the U.S. kill themselves every hour.  In the U.S. there were 300,000 completed suicides between 1980-1990.  Within the Department of Defense there were 2,654 suicides during this period.  Suicide continues to be the second leading cause of death among active duty members, after accidents.  We cannot ignore the devastating consequences to our families, coworkers, and mission integrity of even one needless loss of life from suicide.  Yet, we are making tremendous strides.  In 1997 the suicide rate among Air Force personnel had dropped to its lowest rate in over a decade.  In 1998 the rate dropped even lower.  Air Force Surgeon General, Lt Gen Charles Roadman, attributes this drop to an increased emphasis on prevention.  Annual training in recognizing the warning signs of suicide risk, knowing where to refer, increased advertising of prevention programs, and an ongoing campaign to change the corporate mind set that seeking help is not a career-ender all contribute to this success.

Former Air Force Chief of Staff Gen Ronald R. Fogleman, repeatedly emphasized the responsibility of the individual's chain of command to ensure every effort is made to get members the necessary help they need.  The stigma of seeking help and fear of negative career impact are frequently voiced barriers to those who most need help.  While it is certainly true that an individual's current emotional state may preclude duties requiring flying, deployment, or duties requiring weapons bearing, Gen Fogleman frequently went on record to emphasize, "Seeking help does not mean that someone is unfit for promotion or for a leadership position.  In fact, the opposite approach would be more appropriate.  Without help, you're going to have trouble being fit for promotion, you're going to have trouble doing your job.  So I would encourage people to go seek out the help that they need to get well."  It is up to the member's chain of command to clearly communicate its expectation that members seek the help they need, even taking the initiative to encourage that help seeking, and to dispel the myth that seeking help is a career-ender.  Lt Gen Roadman succinctly states the bottom line, "Our people need to believe it is safe to reach out for help and our leaders need to make sure that it really is safe."

This handbook will help empower supervisors through commanders to recognize the member at risk for suicide (most frequently, white male, E3s-E6s), identify the most frequent precipitants to suicide (e.g. depression, relationship breakups), acquire specific tools to successfully prevent or effectively intervene to stop a suicide, and know the resources at hand to refer these members for help.  Like all military efforts, suicide prevention requires a team approach.  At the back of this handbook are the major players in our suicide prevention campaign.  I strongly encourage you to get to know the leaders and points of contact for these valuable organizations.  Within AMC and here at Team Charleston these helping agencies are united under the Community Action Information Board (CAIB).  Our goal is not only to prevent the tragic loss of life through suicide, but to attack the many precipitants by continuously striving to improve our quality of life programs.  We want all our people to know of the tremendous programs we have available, how to access them, and how to feel free to take advantage of them without fear of negative career repercussions.  This is the only way to ensure a fit fighting force.

DEFINITIONS AND TERMS

Suicide:
"The self-inflicted death of a person, based on the victim’s wish to die and an understanding of the probable consequences of his or her actions in furtherance of that goal."

Suicidal Ideation:  Thoughts of one's own death, either active "I wish I were dead," or passive "I don't care if I never wake up, or if something happens to me."

Suicide Gesture:  A cry for help, an act of helplessness and frustration, without an intent to die but not really caring if they do.  A typical example is the scorned lover who takes an overdose of various medication, then calls the loved "to see if they still care, or if there are any feelings left" hoping for rescue.

Suicide Attempt:  "An act, with the intent to die but without success."

Intent:  
"I am going to do something to bring about my death."  "I can't take the pain, I have to find a way to end this (to take my life)."

Plan:
"How I will do it, or am thinking about doing it is..."

Means:
"I have bought a gun," "stored up pills," "I have a razor blade in my hand."

DEMOGRAPHIC PROFILE
1.  Averaging the data over the last 15 years, the "typical" USAF complete suicide was a young white male (83%), enlisted (E-3-E6, 81%).  This finding was recently confirmed in an independent study by Navy Commander James Helmkarnp at the National Institute for Occupational Safety and Health.  His data included suicides from all DOD services, from 1980-1992.

2.  Age:  Males 27, Females 24.  Enlisted 26, Officers 33 (average).  For civilians increased age means increased risk, as white males 50-60 years old are 10% of the population yet 28% of suicides.  White males over 60 are 20% of the population yet 40% of suicides.

3.  Race:  Of those who completed suicide CY 1991-1995, 89% were white.

4.  Marital status:  40% were married and living with their spouse, while 16% were married but separated.

5.  Rank:  94% enlisted, 81% in the E3-E6 paygrade.

ADDITIONAL INFORMATION
6.  Methods most used: firearm 61%, hanging 18%, auto exhaust .08%.

7.  Suicide notes were left by 50% of those who went on to kill themselves, while 44% (the two data overlap), communicated their intent to someone verbally either directly, “if you leave me I'll kill myself” or indirectly, “I just don't have anything to live for.”  This data obviously dispels the myth that those who talk about it won't really do it!

8.  Prior suicide attempts or gestures were made by 15%, and 21% were being seen by Mental Health.  This statistic underscores the fact that suicide prevention is a team effort, and is an ongoing activity.

MOST FREQUENT STRESSES PRIOR TO SUICIDE:  Data is from 1995

1.  Serious relationship problems remain the highest precipitant (67%).  This factor was also the only one to show a clear increase from 1990 to 1995.  Looking only at marital problems (Vs the more ambiguous term, relationship problems) the percent of individuals who completed suicide with this stress went from 28% in 1990, to 54% in 1995.

2.  Work problems (44%).  Usually in the form of personal dissatisfaction or administrative action.

3.  Depression (33%).  Only 22% of the 63 suicides in 1995 were being seen by Mental Health.  We must educate ourselves and others that depression is not "feeling down sometimes" but can be a serious medical illness that cannot be resolved by willpower, but does respond to treatment.

4.  Legal problems (32%).  Half were under OSI investigation at the time of their deaths.

Note:  All supervisory personnel should be thoroughly familiar with the inclusion of the Limited Privilege Suicide Prevention Program within the March 1997 changes in AFI 44-109, Mental Health and Military Law.  If entered into this program by Mental Health personnel anything the member says from that point until they are "disenrolled" is confidential, meaning it can't be used against the member in legal proceedings against them or in the characterization of their discharge.

5.  Alcohol problems (30%) drugs were 3%.  Alcohol misuse leads to greater depression and impulsive behavior, and drug use leads to serious criminal consequences which members flee through suicide.

6.  Multiple serious problems (62%).  In the general population studies, suicide attempters have been found to report four times as many negative life events in the six months preceding their attempts than did nonsuicidal people.

PSYCHOLOGICAL FACTORS
1.  Hopelessness.  "What's the use, who cares anyway, why try."  "I'm a failure, things will never be any different."  This is often the most important discriminator among those who will and will not attempt suicide.
2.  Unpardonable guilt.  "I just can't forgive myself," or "they could never forgive me, I'll never be able to live it down."  To most observers this is seen as a focus on the negative, or not believing things can go on with their career despite multiple reassurances by the chain of command.  For many individuals facing administrative or UCMJ action, the stress (and risk for suicide) is worse while awaiting punishment, and decreased once they know in fact what the punishment is.

3.  Social isolation/withdrawal.  Individual new to a base (on station less than one year), with no one local to get encouragement from or to engage in enjoyable activities with.  Even when support exists, there is a noticeable withdrawal from others by personnel at risk for suicide.  They may suffer from chronic low self esteem and poor social skills, or reject others in a brooding resentment around how others have failed them and can't be trusted.

4.  Impulsiveness.  This may be a product of youth, reflect intense anxiety and near panic, or characteristic of a thrill seeking personality.  Whatever the reason, individuals with quick tempers, and poor problem solving skills due to their failure to stop and think about future consequences are prone to act out their distress through suicide gestures, or attempts.

5.  Irrational beliefs.  A civilian study* comparing individuals with and without suicidal ideation found those with suicidal ideation were more likely to possess several "irrational" or unrealistic and nonsensical beliefs.  The beliefs endorsed by suicidal but not nonsuicidal men and women were:


a.  I need to have the love and approval of everyone I know or care about.


b.  I must be successful, achieving and thoroughly competent in every task undertaken and my worth as a person is based on successful accomplishments.


c.  Things should not go wrong, and it is awful and terrible when they do.


d.  If something bad or dangerous might happen I must worry and dwell upon its possibility.


e.  Since I am a product of past history there is little I can do to overcome its effects.

Additionally, women with suicidal ideation endorsed two more "irrational" beliefs.


f.  Emotional upset is caused by other people or events in the world, and I am not responsible for my own disturbance.

g. It is much easier to avoid difficulties and responsibilities, and, I prefer to do enjoyable things.

*Results paraphrased from Woods and Muller (Winter, 1988) The Contemplation of Suicide, Journal of Rational-Emotive and Cognitive-Behavior Therapy . Vol. 6., No 4, 236-258.

WHY SUICIDE
Surviving family members, friends and coworkers are often plagued by the question why?  Why would anyone ever commit suicide?  Suicides can generally be classified into three motives, to escape pain, as retaliation, and as accidents.  Remember that there is never a good enough reason for those left behind.

1.  Suicide as an escape from pain.  Death in this category stems from either impulsive acts of despondency, or planned out courses of action.  Frequently an impulsive suicidal act is a reaction to an intense emotional stressor such as finding one's lover or spouse in bed with someone else.  Both impulsive and planned suicides can stem from fantasies of severe administrative action (a young person's fears of what the unit will do if caught after going AWOL), or likely prison sentences (convictions for child sexual abuse).  Shame is also a frequent flash point, as in the "respected" or career NCO or Officer who has an indiscretion made public and who cannot face the public humiliation, even though the consequences of the behavior in question may have been well known beforehand.


Severe depression which stems from psychiatric illness (insufficient brain chemicals which regulate mood), not just a "feeling down" is a common precipitant.  The media has played up euthanasia as seen in the individuals seeking to "die with dignity" unable to endure their life circumstances and feelings.  Unfortunately, these individuals were never referred to mental health even though effective treatment for depression is readily available if the individual is properly diagnosed.  Please note that mental health treatment for depression does not end a person's career, but it does end their emotional torment and bring a return to health.
2.  Suicide as retaliation.  This type of suicide is frequently seen among adolescents in the context of a power struggle with their parents.  It can also be a response to a perceived "wrong done to them" by a spouse or even employer.  The individual thinks, "I'll make them pay, I'll show them how they have hurt me."  They may even have twisted fantasies of fame, envisioning the faces of those who would come to their funeral and realize their loss, or their guilt at the injustices done to the retaliator, but too late and thus (the retaliator assumes) be forced to go on living in distress.

3.  Suicide as an accident.  People may be "experimenting with death" before a final decision to die is made.  They may also be staging a scene, hoping to be caught and stopped by a lover or friend.  Many times a jilted lover or a spouse who is being divorced may cut themselves or swallow pills and then call the "lost" love to "see if there are any feelings left", if they will rescue them from death and symbolically show that the relationship can be saved as well.  But the lover, spouse or paramedics may not arrive in time.  Or the significant other in fact states they don't care if the other dies, or states that they won't be manipulated by suicidal threats.  In this last scenario the attempter may then make a conscious decision to die, take more pills or use more decisive means (firearms).

WARNING SIGNS*
Supervisors recognizing a pattern or collection of these warning signs are strongly encouraged to take their concern "up the chain" or call the Life Skills Support Center for consultation.  These warning signs are behaviors which are easily seen and do not require any attempt to "play amateur psychologist."

EMOTIONAL
BEHAVIORAL
PHYSICAL
Apathetic
Withdraws
Preoccupied with:
The "blahs"

Socially isolated

Death


Avoids recreation
Avoids responsibilities
Sickness

Sad, depressed


Health

Shows anxiety

Starts to "Act Out"
Frequent sickness
Restless

Alcohol abuse
Colds

Agitated

Gambling
Minor ills

Insecure

Spending Sprees
Vague Pains




Sexual promiscuity

Acts irritable

Drawn to danger
Somatic cues:
Overly sensitive

Talks about suicide
Indigestion

Headaches

Suicide gestures
Nausea

Defensive

Gives away possessions
Vomiting

Arrogant

Indifferent to danger
Constipation

Insubordinate

Hostile

Mentally fatigued
Administrative infractions
Decline in libido
Preoccupied

Late for work

Loss of sex drive

Can't concentrate
Poor appearance
Impotence

Inflexible

Poor hygiene

Indifference

Overcompensates
Legal infractions
Change in appetite
Exaggerates

Indebtedness

Rapid weight gain

Plays "big shot”

Shoplifting

Rapid weight loss

Works to exhaustion
Traffic tickets

Denies problems
Fights

Suspicious

Spouse abuse

Paranoid

Article 15's

SOURCE:
Dr. Neil S. Hibler, HQ AFOSI (former Command Clinical Psychologist)

PREVENTION

1.  Supervisors and Commanders should know their people and match the demographic profile and the above risk factors to those they are concerned about.

2.  Let your people know very early and clearly that you support their seeking help for "personal problems" and that they will not lose face or have any negative impact on their career for seeking help.  Former Chief of Staff of the Air Force, General Ronald Fogleman, consistently encouraged all members of the Air Force community to work together to destigmatize help seeking, to do all we can to prevent suicide.  Yet, also let them know that neither you nor Behavioral Sciences can help them avoid the consequences of any poor choices or irresponsible behavior prior to getting help.  As an example, willfully and repeatedly misusing the government VISA card, using illegal drugs, or stealing from the BX is likely to negatively affect your career.  These individuals are often referred to Behavioral Sciences and do not obtain or keep special clearances (PRP or SAR).  However, the units are the first ones to remove these privileges and to take them off of deployment status.

     Emphasize to your troops it is their conduct that can hurt their career not "going to Behavioral Sciences."  Depression, marital problems and even alcohol abuse rarely have permanent negative career impacts.  When treated both the quality and consistency of their work goes up, but if left untreated you will eventually lose a productive troop and they may end up taking their life.  Some people are afraid to seek help because they "don't want it in their record."  By record they confuse medical record entries with Personnel Information File (PIF) entries.  The foot stomp here is that it is misbehavior the unit enters into a PIF not visits to medical providers (including Behavioral Sciences).  Additionally, there are concerns that any potentially disqualifying information, or "PDI" may somehow interfere in current or future duty performance.  However, in one study looking at the effect of PDI on the attainment of special security clearances or entrance into the Personnel Reliability Program (PRP) of over 500 personnel, only 2% were nonrecommended.

3.  If you suspect a potential suicide problem take responsibility to intervene.

4.  When you intervene:

a.  Tell them your concerns:  "I noticed you really seem down lately and are more edgy than usual."

b.  Be specific:  "I have noticed you are more withdrawn and there have been rumors about you drinking more and I'm concerned about you."

c.  Ask directly about suicidal ideation:  "Have you had any thought of hurting yourself or  taking your life?"  Remember, asking about suicide does not "make them do it" or plant it in their head.  It does show you are an assertive supervisor, or a caring friend, assertive and caring enough to speak to their potential fearful thoughts and bring them out in the open where they can be dealt with.


(1)  If they deny they have thought of suicide and if you believe this then just state your openness to talk or your support should they decide to get help, i.e. Life Skills Support Center, the chaplains, the Family Support Center.


(2)  If they admit to suicidal thoughts, or give you a sarcastic or defensive response, try and get more specifics, “have you thought of how (or when).”  Notify your chain of command, then escort that person to the Life Skills Support Center.

5.  NEVER KEEP SECRETS.  Always get advice/notify your chain of command.

6.  ALWAYS TAKE THEM SERIOUSLY.  Whether or not it is “attention seeking”, a “cry for help”, or “manipulative” (usually towards the spouse or significant other), is irrelevant.  An average of 62 people a year kill themselves in the Air Force, and many have let someone know how desperate they feel.

7.  TAKE IMMEDIATE ACTION.  Most people have more than one stress going on in their lives.  You can never know when that person's house of cards will collapse.  Tell your supervisor and escort them to help (Chaplains, Life Skills Support Center, your medical facility Acute Care Clinic).

8. DESPITE HIGH RISK PROFILES, THERE IS NO ONE TYPE OF SUICIDAL PERSON.  After a suicide you often hear people say, “I never would have suspected it.”  Their mistake is to ignore the observable behavior or distress and focus on some false assumption of whether or not the deceased was "the kind of person to kill themselves."

INTERVENTION:  HOW TO OFFER HELP*

Once you recognize an individual at risk, take responsibility to approach them.  If they admit to suicidal ideation, especially with intent “I'm going to do it,” or are so distraught they (or you) don't know if they will or not, your IMMEDIATE goals are to:

1.  Delay impulsive acts, slow them down, stall for time.

2.  Counter rationalizations that permit suicide, “Everyone would be better off without me.”

3.  Assess their support system, join their support system.

4.  Help them prioritize their problems and identify first steps to their resolution.

5.  Help them externalize their anger and validate their feelings, but not the actions they may want to take on their feelings.

6.  Remove easily accessible means of self harm (alcohol, pills, razor blades).  NEVER enter a room with someone who has a weapon.  Call, or have someone call Security Forces.  When you talk with the individual always have an escape route nearby, and do not let the individual get between that exit and you.  Before you leave the scene have the member turn over all weapons in their residence, to the armory or a friend.

7.  If the immediate threat of suicide subsides, strongly encourage them to go to the chaplain or Life Skills Support Center the next duty day, for "more support" and to "work through these difficulties and feelings.”  DO NOT let the issue drop.  Do not think the problem is resolved because the unit "handled it in-house."  Always refer the member to the Life Skills Support Center or to a chaplain.  Do not become the individual's personal counselor.

8.  If the immediate risk for suicide remains, or if you have ANY doubt, have the individual escorted to the Life Skills Support Center during duty hours, or after duty hours, to the area within the hospital (Ambulance Service, or Acute Care Clinic) which is accessible.  The member should be seen by a Behavioral Sciences provider and may be transported to a local military or civilian psychiatric hospital for further care.

A COMMANDER'S STRENGTH stems from demonstrating that someone "up there," up the chain of command, really does care.  Tell them you strongly support and do not condemn their use of the Life Skills Support Center or other counseling services.  Specifically, reassure them there won't be any negative backlash on their career.  As mentioned in the introduction, the fear of a ruined or tarnished career, and personal pride often prevent individuals from getting the help they need.

* Phone calls.  If the person is on the phone get their name, phone number, and address (or use base locator) and immediately have someone else call Security Forces (who will contact the Life Skills Support Center).  If you are the only one around, stay on the phone and keep them talking as long as possible.  You are stalling for time (for them to change their mind), helping them sober up if alcohol or drugs are involved (frequently the case), and proving by your presence and concern that they are not alone.  You do not need to have any answers or solutions, just be a caring listener.  If they hang up before you have been able to dissuade them from suicide, call Security Forces who can notify the Behavioral Sciences on-call provider.

SUICIDE NOTES
The next few pages provide a glimpse into the pain and torment of Air Force members who took their lives.  Please notice the feelings of hopelessness, sense of failure, the twisted belief that others would be better off from their suicide, and how relationship struggles dominate these and other letters of despair.
All letters taken from, "Suicide Among Active Duty USAF Members 1980-1989," by Dr. Charles P. McDowell, Headquarters USAF Office of Special Investigations, Boiling AFB, D.C.
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Above:  A 26 year old white male E-4 was extremely unhappy with his work and depressed over problems in his marriage.  His note says, "I love you and the kids but I just can't live with myself anymore.  I am overwhelmed with life.  I hurt, my head, my throat, my guts.  I can't think straight anymore.  I'm overwhelmed at work.  I have become ineffective.  I need to sleep.  I'm sorry!"  This note illustrates the totality of alienation felt by many suicide victims and also illustrates the fact many of them don't want to die so much as they want relief from their problems.  When they come to the conclusion that their problems are hopeless, death is seen as a means of escape.  In this case it did provide the "sleep" this tormented man so desperately wanted.
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Above:  A 19 year old white male E-2 had been married for six months when his wife left him, returning to live with her mother.  She was extremely immature and dependent on her mother, who kept telling her the airman was no good.  Two days after she left (at her mother's urging) he hanged himself, leaving this note on the back of his wedding picture.
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Above:  A 26 year old white male E-5 with financial problems was recently divorced from his wife, who had been having a sexual affair with one of his coworkers.  He told a large number of people he was going to kill his wife's lover but no one paid attention to him.  He sought help from Mental Health and his first sergeant but without success.  His first sergeant told him he couldn't deal with the infidelity issue because it had no impact on the duty section, even though the "other man" was also assigned to the same squadron.  He confronted his wife and killed her by shooting her in the head, afterward, he took his own life.

EFFECTS OF SUICIDE ON OUR AIR FORCE COMMUNITY
Despite complete unit support, caring friends, and even professional counseling some individuals go on to commit suicide.  When this occurs, normal reactions include:

1.  Shock/Denial, “I can't believe it, I just saw him (her) yesterday and they didn't seem to have any problems.”

2.  Depression, feelings of sadness, emptiness with disrupted sleep and appetite.  Many adult cases of depression are seen in individuals who experienced the death of a family member as a child.

3.  Guilt, for what they did do or did not do.  Guilt provides a sense of meaningfulness and answers “Why?”  The answer becomes "because of me."  This gives temporary relief and is dropped as true acceptance of the loss is achieved.  There is a natural feeling that the survivor “should have seen it coming, or should have paid more attention.”  They may go over and over the last contact with the deceased falsely assuming they missed something.  The fact is that even those in professional counseling, or with many loving friends and family around them, may keep their true feelings secret.  No one will know how deeply they hurt, and that is how the deceased wanted it.

4.  Anger, at them being so selfish, for “throwing every thing away,” and turning the survivor's world upside down.  They may ask, “why couldn't they tell me” or “how could they do this to me?”  Anger may also be directed at more powerful others including the supervisor, the commander, medics or God.  This also provides temporary meaning for the death, as the survivor moves from its my fault to “it's their fault.”  As the survivor accepts the death, and their own powerlessness over others, anger, like guilt is gradually released.

5.  Confusion, especially if there are any mixed feelings about the person who died.  This may also stem from a true inability to empathize with the deceased, “I would never do that, what could possibly be so bad that suicide is the only answer?”

6.  Shame, or stigma stems from worrying about what others think “only crazy people do that” or “how could this happen in our family (or unit).”  Shame tends to isolate the survivors and interferes with their seeking help to deal with their grief.

A suicide may give others WHO WERE ALREADY THINKING ABOUT IT, the “green light” or the “nerve to just do it.”  Close attention should be given to coworkers, friends, even dormmates with similar life situations (problems).  Be alert for others' comments relating to their being a suicide risk; “He's got it easy now.”  “She's lucky.”  “At least they don't have to worry about anything now.”  All these statements suggest death is better than life which makes this person at risk for suicide.

Help for the unit:  Any suicide in your duty section should be followed by a total unit meeting.  One purpose is to give people the basics of what happened.  This will help eliminate rumors.  Next, people in the unit will be asked to give any information they have about the individual.  The focus then becomes allowing people to air their feelings about suicide, about the individual, and begin to deal with their grief (sometimes anger).  Emphasis is placed on all feelings being normal (as outlined above), and that expressing their feelings helps survivors to heal and accept the loss.  Commanders and First Sergeants often prefer to run this kind of a meeting to show their concern and support.  It is also important for them to emphasize the appropriateness of seeking help for problems early.  If assistance is desired every base has a Critical Incident Stress Team trained in specific procedures (i.e.  Stress Debriefing) to assist unit members deal with the emotional impact of a suicide or line of duty death.  Contact Behavioral Sciences, or chaplains for more information.  Caution should be taken by the supervisor or commander not to over-react, or over-memorialize the deceased member.  As much as possible, the same amount of concern, money spent, and mobilization of resources for other losses (relatives death, miscarriage of a child, sudden divorce), should be demonstrated by the member's chain of command after a completed-suicide.  The exception is the debriefing for the flight or squadron after an active duty suicide.

It is often helpful to emphasize to a unit, or family, that a suicide attempt or completion is an individual's responsibility, and that no matter how much love or support is shown some people will go on the kill themselves.  This may be a very difficult task for some people but the goal is to stop trying to figure out what they should have done for the deceased and move to what they need to do now to heal their own loss and grief.

LETTER FROM A SURVIVING PARENT:

"Though We Meet As Strangers

By Our Love We Will Be Known"

I agree that this is one of the worst things that can happen to you in your life.  I know because my 20 year old son committed suicide.  You will survive it, even though you may not think so now.  Then you will know your own strength.  When you've survived this, you can survive all life's tragedies.

You need to talk to each other about your loss and your pain.  Talk about the good times you remember and the not-so-good.  Keep talking and don't bottle up.  All of your feelings are natural.  Know this and believe it.  Feelings of guilt and anger may be strong and are to be expected.  You may use this time to bring your family closer together or to tear you apart by blaming.  Nobody is at fault.  You may need to feel guilty for a while to eventually know that you are not responsible.  Sometimes you have to go through a feeling to get beyond it.  Facing death together can give you an appreciation of each other and of life that you never had before.  Allow yourself to just be and to be with each other.  There is no right or wrong to any of it.

There are no set rules to follow.  Take the lead from your minister or the person making arrangements, but ask for anything you want or need, even if it seems foolish.  My personal faith is in a loving God who is with us through tragedy.  I do not believe he caused it or that he allowed it.  It just happened.  I believe my healing will come through my faith, my family and friends.  If your beliefs do not include the concept of God, your comfort and support may come mainly from family, friends and your own inner strength.

You will ask why a million times, and you need to ask the question.  You may never know the complete answer of why, but it's important to struggle with the question.  Then one day you will be able to let it go and not need to know anymore.  Then you will be dealing with how to go on with your own lives.  The meaning I have found in my own son's suicide is to realize that life is tenuous for us all, so I have the choice of making every minute count with my family from now on and valuing them, my friends, and life in a way I never did before.  It may be helpful to face the reality that suicide was an apparent solution to overwhelming problems for a member of your family.  If you can talk openly with each other or a counselor about other solutions and alternatives to problem solving, this agony may never again touch your family.

Please allow your friends and family to take care of you.  This helps you and helps them too.  You don't have to be strong.  In fact, crying is natural and healing and keeps you from bottling up your feelings.  Know and expect guilt and anger to be natural and hard to deal with.  It may be important for you to someday get angry at him/her.  This was important for me to do, even though at first I could not get in touch with my anger at all.  I finally gave myself permission to be angry at my son for giving up, for leaving me with such pain, for leaving my life, for not allowing me or others to help him, for his choice about his life, and for his lost future, and mine with him.  When my anger was expressed, I could then let it go, and the anger lost its destructive power in my life.  I struggled with guilt - what had I done or not done that I should have or should not have?  I finally realized that what I gave my son was my humanness ... my positives and negatives.  What he did with that was his responsibility not mine.  I could give him total responsibility for his own actions.  I could let the guilt and the anger go.  I could experience a sense of relief for the end to his pain and suffering.  A sense of peace.

In summary... be with each other, keep talking to each other; talk about him or her (positive and negative memories); allow your friends to do things for you; make decisions together, know you will all grieve differently and respect that; allow yourself to cry and release your feelings ... and know you will survive.  My hope for you is that you will go through the mourning and grieving that is needed for emotional healing, and that you, too, will one day find renewed meaning in your own life and hope for the future.  Though we meet as strangers, by our love we will be known.

Iris Bolton

SUICIDE PREVENTION TEAM

Life Skills Support CENTER 

(During duty hours)……………………………………………………………….…# 294-7411
(After duty hours)........................................................................................................# 911

MEDICAL GROUP/EMERGENCY CLINIC.......………………………………# 294-7333
(Ambulance service) #911
          /7332
SECURITY FORCES.…………………………………………………………..
# 294-6110
(Especially if weapons are involved)

OFFICE OF SPECIAL INVESTIGATIONS, OSI……………………………..
# 294-3126
Investigates all completed suicides

BASE CHAPLAIN………………………………………………………………..
# 294-6244
(After duty hours call 294-3725)

FAMILY SUPPORT CENTER.………………………………………………..…# 294-4329
Provides financial counseling and family member assistance

FAMILY ADVOCACY OFFICE…………………………………………………# 294-7886
Key player for classes on parenting, communication skills, and

information on family members with special needs

HEALTH AND WELLNESS CENTER, HAWC………………………………..# 294-5977
Stress management and physical fitness consultants

ALWAYS TELL

YOUR FIRST SERGEANT

OF YOUR CONCERNS

ABOUT SOMEONE ELSE
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