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Brandy Brooks:  Good morning and welcome to the Young Black Men and Suicide webinar.  My name is Brandy Brooks, and aside from being the moderator this morning, I am a contract manager for the Massachusetts Department of Public Health Suicide Prevention Program, the sponsors of this webinar.
Before I introduce our presenter, Emmanuel Daphnis, I would like to go over a few housekeeping issues.  First, should anyone experience any technical difficulties with either the audio or video for this webinar, please dial 1-800-843-9166. Again, that’s 1‑800-843-9166, and a Ready Talk representative will be more than happy to help. Second, all telephone lines are muted except mine and Manny's, so please use the chat function to type in any questions you may have. Given the number of participants, Manny will do his very best to answer as many questions as possible as we go along and at the end of the webinar during the question-and-answer period.

Now that I've gotten that out of the way, let me introduce our presenter, Emmanuel Daphnis.  Emmanuel Daphnis presently serves as the Director of Operation Make a Difference, Incorporated, OMAD, a youth-serving, nonprofit organization in the greater Boston area.  Over the last five years, Manny, as he is affectionately known, has positively impacted the lives of hundreds of youths and young adults through programs such as OMAD's Annual Youth Congress, summer camps, retreats, mentoring, and sports leagues.  However, one of his specific areas of focus has been the plight of young Black men.  

Prior to his work with OMAD, Manny served as the Director of Youth Programs at the Codman Square Health Center.  In that capacity, Manny organized groups for young Black males to deal with issues of violence, decision-making, relationships, sexuality, and masculinity.  In addition to the aforementioned experiences, he also served as an adjunct professor of history, sociology, and religion at Bristol Community College.  And prior to this, he also worked for some time at Brookline High School in the area of substance abuse and violence prevention.  He presently holds a Bachelor of Arts degree from Brandeis University, as well as Master's degrees in Public Health from Tufts University and a Divinity from Gordon Conwell Theological Seminary.

So without further ado, I will now turn it over to Manny.

Emmanuel Daphnis:  Thank you very much for the warm welcome.  I am elated to have an opportunity to talk about such a compelling topic in regards to young Black men and suicide.  

We've got a lot of material to cover and a limited amount of time, so what we're going to try to do is to get right into it.  But what I'd like to encourage right from the jump in terms of my own housekeeping is that if you do have any questions, I'd like to encourage you to certainly put them in in the chat, and we will make every effort to get to as many questions as possible, given our time constraints.  But at the same time, I really value everyone's feedback and input on this conversation.  I firmly believe that this is going to be a mutual learning experience.  I certainly don't propose to be the commissar of all knowledge here.  But the only way in which we can kind of share information is if you do chime in, so I'd like to, once again, encourage that.

So let us begin.  Let us begin.  I went too far, okay.  So just a brief introduction to today's webinar.  We will be talking about young Black men and suicide.  I certainly want to give you just a little bit of background upon who I am and the reason this webinar is even of interest to me.
Some of the work that we've had the opportunity to do over the years, we certainly have encountered an opportunity to really mentor a number of young Black men at different stages of life, and young Black men who are going through different periods and different struggles.  And as we have kind of gone through these seasons, we certainly have found that there are certain situations that bring about even more despair and more disillusionment.  
And if we are able to kind of, as a community and as even centers and programs and clinicians, if you will, that are able to do a better job of kind of (a) being able to identify and address some of the issues, but (b) really connecting some of these men at these different stages of life with the services that truly bring about a better resolution for them, then we're truly able to impact and negate, really, some of what we're beginning to see in terms of trends in regards to young Black men and suicide.

As for professional background, you all kind of have heard it in terms of the bio that was read.  But in terms of personal background, one of the things that isn't on that bio is in terms of some of the work that I'm privileged enough to do right now in terms of OMAD, one of the things that we've been able to do is not just kind of do the youth service work solely, but there's also a faith-based component to it.

And so what makes OMAD a really neat entity is that we do a combination of service.  And in essence for me, that's really where my heart is in a lot of ways, because I feel that the holistic approach to public health is what really brings about the best results.

So what I'd like to do right at the beginning is just get a sense of who you are.  So please give me a sense.  Chime in and respond.  [Silence]

Great.  It seems like we have certainly a few suicide prevention programs, a few college folks, a few high school folks.  And for those of you whom I forgot, I do apologize.  So it seems like I've got a few of you now somewhere else.  You forgot me.  But you are not forgotten, you are here.  Okay.  Great, so we certainly have a good group of folks.  We've got one high school, three from a college, seven from suicide prevention, one youth development, and four community health, and five folks who claim that they were forgotten.  But you are not alone; you are not forgotten.  Okay, great.

Now that we have a sense as to who are we and some of the voices at the table, I want to just do a brief overview of what this webinar will entail.  So we will be certainly briefly looking at suicide as a whole.  We will also certainly be looking specifically at suicide in young African-American males, including risk and protective factors.  
And then what's of interest here to me, at least for some conversation/discussion sake, is the notion of certain types of homicide or unintentional death that's categorized as suicide.  It's a real interesting question that folks have looked at for quite some time.  And then we're going to close off with recommendations.  

Again, if you have questions, comments, please chime in at any time.

It looks like I have a quick question from Courtney.  I'm just going to read her question just so that we all are on the same page with it.  It says, "As Director of the Trauma Services in Boston, I have a large number of Black male completions and many attempts (inaudible).  What strategies and tactics can you offer to address this?"
Well, Courtney, in response to your question, it's a great question, and truth be told, what I've tried to feel from the public health perspective is that, really, it needs to be kind of a comprehensive approach.  Whereas you're dealing with this more kind of at the end here, what I'd really like for us to talk about is kind of more of the community-based approach before leading to the end result of what you're dealing with.

But in response to what you're dealing with, I still think, Courtney, that it's imperative, important that in particular, the survivors of these suicides begin to really get the strong prevention message that I believe is so imperative in addressing this issue.  But what I want to say is, as we go along, you kind of jumped the gun a little bit.  And I hope, as we go along, this question does begin to be answered a little bit more concisely.  But it's a great question, and in response to it, what I'd like to say is let's go through our presentation, and thereafter, I'd like to be able to get back to it a little bit more specifically.

But in response to it, what I really believe is important is this notion of holistic, really comprehensive preventive services.  

Let's move on a little bit.  So we've done overview.  This is who we are in terms of in the room.  So I'd like to do a brief suicide overview.  Suicide, as you all know, is the act of killing oneself intentionally.  Suicide is currently the eleventh leading cause of death among all Americans, but the third leading cause of death for African-American men ages 15 to 24.  

Suicidology.org always prints up and posts on their site the most current information available, as do some other services.  But here is the latest 2007 official final data.  What you can note right here is the total number of completed suicides in America, giving us 34,598 completed suicides.  Certainly, certainly, certainly of significance. 

In terms of the African-American population, nearly 2,000 of that number in terms of the African-American population.  And so certainly, certainly, while not this huge, inordinately large number, a number of significance nonetheless.  And what we will be addressing as we progress is more specifically the youth and young adults number.

So we're going to look at fatal outcomes, non-fatal outcomes, and survivors in terms of our overview.  I recently attended a QPR training up at Holy Cross, and they kind of looked at these three in succession, really placing the emphasis, really, on the third one, the survivor category.  But before we get there, let's just look at fatal outcomes.

What's alarming here is one person every 15.2 minutes kill themselves.  It's a number of incredible significance.  We're talking four deaths, approximately, an hour, as a result of suicide across the country.  And in regards to young people, really--I believe the category is 18 and under for this one--it's one young person every two hours, approximately, has killed himself.

Non-fatal outcomes, estimates the amounts of attempts using a 25-to-1 ratio.  However, a recent Stanford study plumps that up, that annual attempts number up from 864,950 to 1.1 million adults 18 and up, translates to nearly one attempt every 29 seconds--one attempt every 29 seconds.  And in essence, what we're talking about here is 25 attempts for every completed death.

And so in terms of the nation, it's 200 to 1.  It seems to be a large gap, but really, what we begin to see is four-to-one from the elderly in terms of attempts-to-completion ratio and in terms of attempts, three female attempts for each male attempt.

Like we spoke about before, survivors.  Survivors are family members and friends of a loved one who has died as a result of suicide.  Each suicide intimately affects at least six other people on estimate.  But in most cases, that number is a gross underestimate.  Based on the 772,398 suicides from 1983 through 2007, the estimated number of survivors of suicides in the US at 4.6 million--one out of every 65 Americans in 2007.  This number is of incredible significance.  What it means is that on your street and your neighborhood, most likely there is a survivor of suicide in some degree and some fashion.

So that's a large overview, really, really briefly.  We certainly could have looked at other specific demographics.  However, many of you have certainly access to more information, certainly, on the CDC site as well as Suicidology.org, as well as the Department of Public Health website and the department.  So there's a ton more information in regards to the larger-scale picture here.

But let's jump right into suicide among African-American males.  So in terms of suicide in young African-American males, suicide is the third leading cause behind homicide and unintentional deaths ages 15 to 24.  Many scholars believe that suicides are vastly underreported and categorized as accidents, given the cultural stigma associated with suicide.  Some also believe that some suicides end up being lumped into the homicide category, and we'll talk about that a little bit later.

In a recent interview, NOPCAS--I'm not sure if you are familiar with NOPCAS; it's the National Organization of People of Color against Suicide.  The Executive Director, Donna Barnes, spoke about some of the stigma associated with suicide.  And she states, and I quote, "Historically, the stigma upon suicide was just too great.  Also, there was a popular notion that African-Americans just do not take their own lives.  It was believed that after dealing with slavery and the attendant legacy of institutionalized racism as well, Black communities blighted by gangs and drugs, there was nothing that African-Americans could not handle emotionally."

I included that quote because I found it rather interesting, this notion historically of just the perception upon African-Americans in regard to suicide, this notion that that's a non-issue in the Black community.  "Black folks just don't commit suicide."  And what the number shows, that's just not the case.  And as we proceed, we'll take a more direct look at some of the numbers.

She continues on in her speaking upon the stigma, and she states, "There's a stigma of having a mental illness.  There's a stigma against suicide.  There's a stigma in regard to even being treated for a mental illness. It's viewed as a character flaw, and some may even perceive it as weakness."  While we aren't speaking specifically in terms of mental illness here, but there is correlation, and it can't be overlooked and overshadowed.

When we look at some of the risk factors for suicide, both in the larger population, but certainly in regards to African-American males, mental illness, and certainly just feelings of despondency and depression, despair, certainly are huge contributors, risk factors, in regards to not just suicidal ideation, but certainly in regards to suicide completions.
But in regards to the stigma, I certainly want to underline the other side of the gamut here and where we're trending towards, as articulated by Dr. Sean Joe of the University of Michigan.  Dr. Sean Joe actually is a scholar who's really studied suicidality in African-American males in particular, especially as they relate to firearms.  He's done so over the last 10 to 15 years.  And what he states in regards to this issue is this notion that what we're actually beginning to see in regards to the young adults and the youth within the Black community is that the stigma just isn't as significant as it would be for those coming from the older generation. 

So while stigma historically was a huge issue, what we're beginning to see trending is that it's no longer as significant of an issue, and folks are now beginning to be able to acknowledge it.

And so here are some of the oldest--not the oldest--but here are some of the statistics that we have that currently speak to where we're at.  And we find them to be pretty alarming.  Between 1980 and '95, there was a 126% increase in suicides for those ages 15 to 19, 233% increase among those aged 10 to 14, suicides among African-American youth.  Within this cohort, males outnumber females nearly six-to-one in completed suicides when we're talking about African-American youth.  And the most dramatic increase in death was due to firearms.  

What Joe does in our next slide is he begins to kind of depict--I'm not sure how well you can see this slide--but what he begins to show, especially in our age group of interest, the 15-to-24 age group, is the increase in firearm deaths.  And as you can see, as time has progressed, this growth starts in '79 and ends in '99, and as you can see, firearm deaths have gone up astronomically here during this time period of interest.  And it's incredible to actually see the number of firearms that, in terms of suicide completions, that have taken place.  Presently, they actually account for nearly 70% of completed suicides within our age cohort.
And so I'd like to just pause for a moment just to kind of hear, why do you all think that this is the case?  Why do you think African-American males have such higher suicide rates than their peers, completion rates, especially in relation to maybe African-American females?  Why do you think this is the case?  Please chime in.  [Silence]

Okay.  Stress on being a strong person.  Incredibly significant.  The notion that if you are a Black male, you have got to stand up for yourself and be respected, and this notion of being strong is of incredible significance.  

African-American females make more gestures, males use more lethal methods.  Absolutely.

Maybe fewer protective factors, maybe a feeling of hopelessness within their lives, depression, feeling they have no choices in life, stigma, lack of economic and educational opportunities, availability, increased access to guns due to change of federal resources.  Yes, absolutely.  Absolutely.  Higher levels of despair relating to internalized oppression, lack of choices, hopelessness.  Absolutely.  You all are right on in your responses.  I think that many of these certainly do contribute.

Due to expectations placed on them by mainstream society, absolutely, and culturally, absolutely.  Some rate increases due to changes in reporting and surveillance, secondly, from--I can't see it.  Can't see that.  Okay.

A multitude of stressors, including poverty, discrimination, and community violence.  Absolutely, absolutely.  

What's of significance here is that many of you touch on many of the issues that we're dealing with in regards to suicide in young African-American males.  This notion of economic stress, this notion of access to firearms, lack of protective factors.  There's a notion of the media's perception and cultural expectations in terms of having to be either strong or having to be "the man."  And all these factors do chime in and contribute.  And the big thing that we're seeing, that I think we cannot miss here, is this notion that many of these African-American males are struggling in terms of this notion of really having hope.  Hopelessness and despair are huge contributants to this.

Thank you for chiming in, folks.  

Risk factors.  Risk factors.  Young Black males live in some of the most difficult circumstances in our society.  Data show Black men go to jail, drop out of school, are victims of crime at rates higher than their white counterparts.  Moreover, young Black males are more likely to live in a challenging family environment.  Sixty-eight percent of all Black households are single-parent households, pointing to an absence of male role models for young boys.

I pulled this quote from theroot.com, an interesting online magazine that speaks to issues facing African-American males.  And in talking about this, what we're seeing is yes, there are a slew of risk factors.  In terms of really illustrating some of these risk factors, I'd like to speak about an example that's recently been in the news.  
A pretty prominent case of suicide in an African-American male, Kenny McKinley, wide out for the Denver Broncos, committed suicide this past September.  Kenny McKinley was 23 years old, picked in the fifth round by the Broncos, entering his second season, and had a pretty decent first season that was cut short due to injury.  But he was back and ready for his second season, and in training camp he blew out his knee and was placed on injured reserve back in August.

And after he blows out his knee and is placed on injured reserve, a month later, in September, Kenny McKinley is found dead after committing suicide in his Denver home.  And many attribute his death maybe to increased despondency.  But after further review, you'll see that there are more factors at play in this particular case.

The reason I kind of debated as to whether or not we even kind of do this kind of as a case study per se, but I felt that it really would do a good job illustrating this.  You know, there is certainly sensitivity to any of these cases, but given the amount of press that this particular case got, I felt like it would serve for good illustrative purposes.

So in terms of this case, we certainly see despair of the depressive factors as well as economic stressors.  So according to the Atlanta Journal-Constitution, just a few days before McKinley died, he was ordered to pay increased child support.  But even more significantly, he had accrued significant debts as a result of gambling.  The Atlanta Journal-Constitution actually stated that family and friends had recently received letters that he had owed $40,000 and $60,000 in debt, and he was in significant economic distress.

What's interesting is this is the norm, you know.  Most of the economic distress isn't from pro athletes making hundreds of thousands of dollars.  It's more so from folks who are unemployed.  But it just kind of proves the point that the economic piece in terms of as a risk factor and contributant to this issue is of significance, even in kind of a more, even in a setting where a professional athlete, you would think he has the means.  But at times, the means are only your means to bring about more economic distress, as was the case here, reportedly.

In addition, certainly he had access to firearms.  In this case, pretty surprisingly, his firearm was given to him by a former Patriot, Jabar Gaffney, his teammate, who had several--legally.  And he no longer had use of one.  And so he passed it along to his friend and teammate, Kenny McKinley, who stated he needed it just for protection's sake.
Certainly, there was some reported substance abuse in terms of this case.  The coroner's report noted a strong odor of freshly burned marijuana at the site of his death.  But interestingly enough--and here's one of the areas where most folks miss it, according to Broncos teammates--he had made statements, he had made some suicidal statements, but they just paid it no mind.  They thought that it was a joke.  They thought, "He's always joking, no big deal."  Shortly after the surgery, he said he should just kill himself.  He also stated that he had no idea what he would do without football, which may not necessarily be taken as a suicidal statement.  But in the context of his particular case, maybe, just maybe, it should have been taken with a little bit more seriousness.

And oftentimes this is what ends up happening.  You have African-American males--and really, just young folks in general--who might make a statement, and the statement is just kind of brushed over as not of, "That's not real.  He's just joking," and it's not taken seriously.  And unfortunately, acts are often committed in that context.

Additional risk factors.  Additional risk factors that are at play here also end up being previous suicide attempts, obsession with death or readiness to die, poems, essays, drawings that refer to death, dramatic change in personality or appearance, irrational, bizarre behavior or having a sense of guilt, history of physical abuse and/or neglect, existing psychiatric disorder or family history thereof, changed eating or sleeping patterns, severe drop in school performance or attendance, giving away of belongings, verbal threats such as, "You'd be better off without me," or, "Maybe I won't be around anymore."  Depression, certainly.  We talked about already of despair.  Hopelessness, dramatic increase in daring and risk-taking behavior, lack of interest in the future, and certainly, a history of violent behavior.  

It seems historically that we have a slew of different risk factors that contribute to what we're talking about in terms of suicide within our specific age cohort.  Many of these risk factors can certainly be applied to other age groups and populations as well.  
But in terms of what I feel is certainly, certainly, certainly critical here in terms of this specific age cohort and demographic is really what we talked about earlier on in this Kenny McKinley case study, this notion of despair and economic stressors, this notion of suicidal ideations being stated, and also this notion of, "What do we do moving forward in terms of a future and aspects and future prospects?"  It's this notion of hope and hopelessness and the fact that many folks who end up actually completing their suicide attempts are folks who have no longer hope in terms of their future.

On that note, I'd like to stop for a minute and just answer any questions that folks might have to date.  Just so that everyone knows, all slides from this webinar will be available later and will be emailed at the conclusion of the presentation to all participants.  But please type in any questions you might have at this time.  [Silence]

Bo Nicholson writes, "At our program, we most often have contact with girls from this age range.  Can you offer any ways to help them cope or dissuade a boyfriend or family member that might be considering suicide?"  Great question, Bo.  
I want to start off by saying in terms of having some girls in your program that are dealing with some males in this situation, I think just kind of those friendships are of incredible significance.  Most of the time just being able to come alongside someone as a friend and encourage him certainly can serve as a significant deterrent.
However, on many occasions, it becomes beyond you.  It becomes beyond that individual.  And one of the things that I certainly like to encourage in those instances is certainly to strongly encourage help.  Sometimes it's beyond just encouraging.  Sometimes it's picking up the phone, calling the police, and having him be taken to an ambulance and hopefully at a hospital emergency room, he gets sectioned to an appropriate facility where he can get some help.  And ultimately it's about appropriate after-care and about appropriate follow-through with that particular, with those particular individuals.  Great question.

Next question, "I see schools struggling to remain responsive to any statements made by students, but frequently overreact in the name of safety.  My concern is that if a youth on the verge of trouble gets an overblown reaction, then they shut down for further help.  What suggestions do you have to adults what the primary contact would be for these young men to respond to their hopelessness or statements of despair?"  Great question.

As was stated prior, I served for some time at Brookline High School.  And in that capacity, I served and kind of did violence prevention and substance abuse prevention.  And one of the things that we did really well there is we really dealt fairly well with these instances.  Teachers often would make referrals of students who would write an essay or a paper, something where a suicidal statement was made.  And then they were referred to a social worker, a counselor, and followed through individually.  
So it wasn't blown out of proportion, but ultimately, it was a community where support from kind of a social work/mental health perspective was welcomed and perceived as just part of the culture.  And so in that context, it wasn't weird for someone to be seeing a social worker per se.  Actually, in many instances, it was kind of cool.  And so the notion becomes kind of, from a large scale, (a) creating a culture and a climate where mental health isn't stigmatized or taboo, mental health services aren't stigmatized and/or taboo, and then ultimately making a referral and supporting students in their time of distress.

But I'll be honest here.  The truth is, I'd rather err on the side of caution than just bypassing it and stating that it's not an issue of significant concern.  Great.

Next question.  "Recently there's been an increase in suicides of GLBT youth in the past few months.  Are there any stats on suicide among GLBT of color due to harassment or bullying?"  Great question.  Unfortunately, I do not know the specific answer to that question.  Of the data that I'm familiar with, it just all seems to be kind of lumped in and not kind of pulled out by GLBT.  However, I'd like to just refer you to our DPH colleagues, who may be able to assist in pulling out that specific data.

All right.  I think what we are going to do is move on.  So we spoke a little bit about some risk factors, and I'd like to talk a little bit now about protective factors.  Protective factors, you all know, simply are factors, things that buffer individuals from suicidal thoughts and behavior, but even more broadly than that, really just help to promote more positive self-worth in youth in general.  
To date, protective factors have not been studied as extensively or rigorously as have risk factors.  Identifying and understanding protective factors are, however, equally, and I'd even say even more important as researching some of the risk factors, at least at this stage of where we are in addressing this issue.

Some of the protective factors include effective clinical care for mental, physical, and substance abuse disorders, easy access to a variety of clinical interventions and support for help, family and community support, support from ongoing medical and mental healthcare relationships, skills in problem-solving, and cultural and religious beliefs that discourage suicide and support instincts for self-protection. 

One of the things, these set of protective factors come really from the CDC and the US Public Health Service.  However, one of the things that I find fairly compelling here is this notion of connectedness, this notion of family and community support.  For me, this is what ends up being the strongest prevention model.

I'm going to pause for just one moment as there was one other question that I failed to mention.  "Does any of your data take into effect suicide by cop?"  Great question.  We are going to get to that a little bit later.  And so hold off; it's coming.

So this notion of family and community support and connectedness.  The reason I feel that that's so important is because what ultimately we want to see here in terms of protective factors, in terms of protection and prevention in the case of suicide within our age cohort here, is this notion of folks having an outlet, appropriate channels to not just unload, if you will, kind of sentiments and feelings in terms of where they're at, but also folks having a channel where, "Okay, I unloaded, but what now?" and having the appropriateness where there are proper adults in place to guide individuals in distress towards some of the services that they could access that could help them through this time that they're dealing with.

I've got another question on the suicide.  "Can you add suicide by community violence to the suicide by cop question?"  Another interesting question, and we do deal with it a little bit later in terms of can it be lumped in--in this presentation, we actually have a section devoted to can certain types of homicides be categorized as suicides, and both of those end up in that framework.  Great.

So I'm going to move on here, because we've got a couple of questions popping up, but I'd like to move on.  Here's where we are.  And we're at this place where this question that many of you are posing here, we are going to address, and address really more from kind of a theoretical framework into kind of the more practical.  

But before I jump right in, I do want to answer one question here. "Do you think that young African-American men would respond well to adults or rather their peers?"  Now, it's interesting that you ask that question, because it ends up being certainly in some of my next steps in recommendations.  Many of you keep asking questions that we're going to get to, but it's all right.  And I just want to kind of answer it real succinctly here by stating would they respond better to peers?  Absolutely.  I think most folks would respond better to peers.  But they are more apt to respond to adults if there's an existent relationship, a pre-existent relationship.  And to me, that's one of the strongest, most effective protective factors that could be in place.

So let's move on.  Let's stress this issue.  So can certain types of homicide or unintentional deaths be categorized as suicides?  And so we have already acknowledged homicide, the number-one leading cause of death in this age cohort, ages 15 through 24.  The second leading cause is unintentional injuries.  And many, many scholars believe that suicide by cop might be in this homicide or unintentional injury/death category.  Suicide by community violence, as asked before, may find themselves in this category as well.

And so the question becomes, how do we extrapolate and really make a stronger case for the suicide numbers being greater than what they're actually reported as?  I just wanted to pull this slide out just so that folks could kind of see it specifically, so in terms of what the data pulls out.

So in these age groups, over 50% attributed to deaths, then over 20% unintentional injuries, and then suicide is 6% on average here if you look at it for both of them, slightly over with the aggregate.  And so what we're talking about here is that some of these numbers--the homicide and the unintentional injuries--might, should be better categorized as suicides, or should they be?  Really, what we're talking about is answering that question.

Before we go right into it, I'd like to really kind of lead up to it, because there are many who feel pretty strongly that the suicide by cop and community ought to be considered.  And truth be told, there is some rationale behind that understanding.  
Let's kind of look at this theoretically from its kind of historical origins.  The relationship between homicide and suicide as processes of killing has been studied extensively.  It goes back to the 1700s.  Gerry in France looked at killing, both via suicide and homicide, as comparable phenomena.  The conclusion was reached that it was probably more geographic in nature in terms of what form ends up happening, whether it's suicide that happened more so in the north of France during his time, or homicide, which happened more so in the south of France.  
And so the initial perspective was that suicide, homicide, both forms of killing, both ought to be considered in that light.  And so, consequently, if homicide happens more in certain areas versus suicide, then it's merely because of kind of the geographical community--what's the word?--factors that contribute to that disparity.

From there, from the 1700s, going into the 1800s in some of the studies of Tissot perceived suicide as a direct response to larger societal issues.  Towards the end of the 19th Century, sociologists, psychologists, even, began to look at the works of Durkheim, the father of the functionalist theory, ends up really placing this more so in kind of in terms of social factors.  This notion that everything kind of has this hierarchy and a place in society, this kind of bureaucratic system.  And what their concept says in regards to suicide is that there's some disconnect that takes place, and things need to kind of be tweaked in the family system in order to address the issue of suicide.

Now, what ends up happening post-Durkheim here is this notion of, okay, if this is a reality, then let's really look at this from this notion of, okay, we're talking about death and suicide and homicide, really, as kind of two streams leading to the same result.  And kind of looking at this, the landmark study by Henry and Short really brings us to this notion of the integrated model.  And this integrated model does exactly that.  It does it by looking at homicide and suicide with concepts from sociology and psychology and economics.  And they, in short, maintain that suicide and homicide can be interpreted as aggressive reactions to frustrations generated by the flow of economic forces, really, among other things.

And so this integrated model conceptualizes suicide and homicide as two alternative channels in a single stream of lethal violence.  And so the picture here theoretically that's being proposed by this integrated model is one where it's almost as if you're on a highway.  A good picture of this is if you all have gone up 93 North into New Hampshire, what you would find is that 93 North, it almost splits kind of in the Manchester area where 293 comes about.  And so two lanes go left, two lanes go right, and it's that notion almost, where they kind of start off as this stream of lethal violence, and then there's this split-off of suicide to the left, split-off of homicide to the right, but the larger, the larger correlation here is that there's just this notion of lethal violence, two forms in essence of the same thing.

From a theoretical standpoint, I kind of feel that, okay, you kind of can hear that, you kind of can understand that.  And that ends up being a lot of the theoretical framework that leads to folks proposing sort of the following.  And so the suicide by cop question ends up being brought up by many folks.  
But in a 2008 radio interview with NPR, Dr. Alvin Poussaint, a noted professor of psychiatry at Harvard, he brings up this same issue and states how many young men who put themselves in situations where it's very likely that they're going to get shot to death are actually committing suicide.  There is such a thing as what we call victim-precipitated homicide, which is suicide.  The most classic example would be suicide by cop, what you read about in the newspaper from time to time, where people want to be shot, to be killed, because they were suicidal, but they didn't want to do it themselves.

I actually think Dr. Poussaint brings up an incredibly significant point.  And it was noted by some of you in this notion in some of your questions.  This notion that suicide by cop, suicide by community violence, is of significance.  I recall not too long ago speaking to a local state senator, and he began to depict his take on this specific issue in terms of suicide in terms of a lot of the violence that we see within our inner cities in terms of gang violence, the expectation of many of these perpetuators has to be that, "If I have to take someone out," per se, "If I've got to kill someone, I very well know that my day is coming shortly thereafter."

And so the understanding has to be that man, at least in some of these cases, maybe this is some sort of indirect form of suicide.  It's got to be.  And this particular state senator, he made a strong argument, and it's a legitimate, legitimate argument.  I think what ends up being the issue, though, is really, then, how are we, as a community of both practitioners as well as public health folks, how can we in earnest separate the two?  How can we separate the two?  And that really is what becomes the struggle.

However, there's also this other argument, where it ends up being incredibly difficult to gauge intention, and even more difficult to recategorize the percentage of homicides that should fall into this suicide category.  And so while I believe strongly that there are most assuredly some folks that are lumped into these categories, that are lumped into homicide as well as unintentional injuries, that may very well be and ought to be considered suicides, the problem becomes, this just becomes incredibly difficult to quantify numerically.  It becomes incredibly difficult to quantify numerically.  And so that's the issue.

The issue becomes, how do we answer that question?  And so as we look at kind of the theoretical background as well as some of the data, I think it's absolutely clear that some do fall into the categories, into these kind of aforementioned categories of homicide as well as unintentional injury.  However, it's just incredibly difficult to pull them quantifiably with any certainty out of those categories into the suicide category.

So, folks, I certainly thank you for some of those questions, because I feel like they're helpful in terms of understanding the issues that we face in terms of addressing the issue more holistically.  Nevertheless, we're at a place where we certainly note that these issues are real and exist, and what do we do about it?

I'd like to stop here just for a second and ask this question.  In your professional or personal experience, what are some of the issues that you feel contribute to some of these African-American males actually coming to this place?  And the question that I'm asking here, you kind of see it on your screen, not just there primarily because we ran out of space in terms of our question capacity.  But in essence, the question that I'm asking is how do we come to a place, in your experience and what you are seeing, what are some of the things that have actually brought African-American males to this place, where they actually have committed suicide?  Have you dealt with some specifically, and if so, what are some of those things that have brought them there?  [Silence]  I'm curious to hear some of your responses, primarily because what we find is that in terms of some of the practitioners that deal with this, many folks end up having different experiences that enrich the conversation.

Lack of resources, positive adults with homes they can identify, absolutely.  A clear path on how to realize their futures.  Authentic, caring, loving, fearless connections.  Up close and personal ones.  Absolutely.  Absolutely.  For what you're saying.

Because here we are, we have seen that this issue is of significance, and there are a slew of risk factors that are at place in terms of this particular age population.  What can we do to proactively address this?  This is what becomes our issue.  What can we do to proactively address this?

And for me, it goes back to this notion of prevention and really creating holistic programs that bring about strong relationships where folks can really no longer see themselves through a lens of despair and hopelessness, but begin to have more hope for their future aspirations.

I actually want to, and in this context, let me state this again.  Staffing is absolutely critical.  You've got to have folks who certainly can understand, be onboard, and really promote this message of positive youth promotion and youth development.

I wanted to take half a minute and to share a little bit about the history of Codman Square Youth Services Program.  So my first job out of grad school was at Codman Square Health Center.  And I was hired in the Youth Services Department to run a kind of substance abuse prevention program.  In that context, it was pretty specific, we utilized one of the proven science-based curricula, and we kind of went through a curriculum.  But in the course of that, what we really did was we fostered real good community rapport with kids.  
And what made the program real interesting was that kids started off in the Youth Services Department early on.  They started off in elementary school.  They kind of came in and got homework help. And as they got older, some of these elementary school aged kids, once they were in high school, could be hired and retained to help out with assisting with some of the younger kids.  And so kids were given jobs, kids were certainly helped out academically and supported.  Kids also had an opportunity to have a lot of fun, both younger kids as well as older kids.  And in that context, there were different activities that were done.

Some kids only came for some of the sports programs that we ran and participated in the leagues.  But other kids, the kids that we really feel that we most effectively reached, were kids who were just there and participated in all.  And what ended up happening as a result is that kids really, the folks that were truly a part of our program, really in every facet, every asset, as much as they possibly could, were the kids who really felt total connection to our staff.  And so in this setting, kids were able to express and share whatever it was that they felt they were going through, some of their issues.  Kids expressed issues of sexuality, kids expressed issues of despair and discouragement, abuse, all sorts of things came about because kids felt that they were in a place of safety where their feelings were not just heard, but their feelings were also encouraged and supported.

And for me, that's really what effective prevention looks like.  That's what it entails.  It's this notion that kids not only feel safe in their setting, but they feel incredibly connected in their setting and are able to speak to folks at any level, whatever it is they're going through.

I want just to answer a quick question.  Actually, you know what I'd like to do?  Juliet, I see your question, but I'm going to save it to the end here, because we're approaching, we're approaching.  And then we're going to just answer all the questions last, towards the end.

And so that was a province where experience, the OMAD experience, ends up being kind of similar in terms of, again, as a result of the programs, kids feel a connection to both the program, the staff, and are at a place as a result where, in times of despair and despondency, there's an adult figure or a peer, if you will, in the program that might bring them to an adult figure in the program that they will trust. And then, consequently, they're supported as a result and, in many cases, referred out to clinicians or a setting that can provide them with the appropriate services for their situation.

So one of the things that I felt most effectively kind of conveyed what I'm talking about here ends up being a positive youth development model.  So (inaudible) convey this in their study.  And again, the background of this work is that youth are resources to be developed rather than simply problems to be managed.  It's really kind of this asset model versus kind of a deficit model.  And so out of this model, all children have strengths, all families, schools, and communities have assets, or the nutrients, the building blocks, of healthy, positive development.  Aligning and creating a good fit between child strengths and ecological assets will promote positive youth development.

And so as a result, the five C's--competence, confidence, connection, character, caring--lead to youth contribution.  And ultimately, in terms of these five C's playing out, connection to me, the third one, ends up being of enormous significance to what we are speaking about and conveying here in regards to prevention and in regards to what we're recommending for appropriate, proactive, if you will, prevention in this regard.

And so here's kind of a graphic of the context.  So positive youth development's in the middle, and ultimately, the framework is that youth are able to contribute to their larger-scale community.  And in this model, they can also have reduced risk behaviors as a result of exhibiting and partaking in youth settings and programs that exhibit these five C's.  And so that larger global context kind of surrounding this positive youth development model--school, community, individual, family--in essence all can see, kind of be more positive youth as they grow as a result of what goes forth from these five C's into the development of the positive youth.

One community asset for the promotion of positive development are effective youth-serving programs.  Yes, I am coming from kind of this program perspective, because I think it's of incredible significance, of incredible significance.  I think many, many kids end up going to school and are in some form of a kind of a community-based setting, community-based program.  And what needs to happen, what needs to take place, is that folks need to be aware and trained in order to kind of be able to pick up and see what are happening in terms of risk and warning signs.
But in the larger context, if they're effective in what they're doing, they're connecting kids to positive adult staff and role models.  And those connections ultimately end up being one of the strongest protective factors in this respect.

Laverne asked an important question.  "Have you meaningfully engaged faith communities?  If so, how?"  Great question, Laverne.  I'm going to state that I'd like to hold off on it, just because we're close to the end here, and I'm going to answer all the questions at the end.

So the big three features of effective youth development programs--positive, sustained adult/youth relationships.  It's interesting.  One of these cases--I just kind of want to share an example that goes back to kind of the Codman Square/OMAD model.  So one particular kid, we'll call him Stevie, Stevie was a kid who as a young kid was a part of our program, Codman Square, he came to us in fifth grade or so and was getting homework help.
And he went to high school, came back, and we hired Stevie to provide homework help and serve as staff.  Then he went to college, and we hired him in the summer to help run our summer program.  And we kind of stayed in touch with him throughout.  Truth be told, it wasn't even necessarily initiated by us per se.  It was really initiated most of the time by him, because what you find is that once they do feel connected to certain adults, they stay in turn connected to them, because in many instances, this is truly what they're looking for.  They're looking for an affirming adult that they can connect to, a positive role model.

And one of the big things, too, is a positive male role model for young Black males, primarily because many of them are growing up in settings where the father figure isn't consistently there.  The statistic that we read earlier was two out of three--two out of three--young Black men are growing up in families today without the father present.  And so when folks are connected to a positive Black male role model, they look to stay connected.

And so what ended happening is if folks are able to not just, not just in terms as youth, if they're able to connect early on, many a time they'll stay connected.  But many a time what ends up happening is in times of despondency and despair, folks will come back and they'll look to meet up and fully, as a result of that relationship, as a result of their connectedness to sometimes a community-based setting, sometimes it very well could be a faith-based setting, as a result of those connections, many, many, many of youth is spared and supported and no longer goes through this situation of despondency alone.  And that's ultimately, ultimately the goal.

And this third bullet, we feel, is incredibly important, too, which says, "Youth participation and leadership in every facet of the way," this notion that what we're trying to do is not just hear and encourage and support youth, but really, it's this model of empowering youth as well.

This particular quote comes from an interesting study from 2000, going back to 2000.  And it simply reads, "Time spent in youth programs was the developmental asset that appeared to have the most pervasive positive influence predicting thriving outcomes.  Good youth programs provide young people with access to caring adults and responsible peers as well as skill building activities that can reinforce the values and skills that are associated with doing well in school and maintaining good physical health." 

And so good youth-serving programs, in many instances, become invaluable to many of the youth that we're dealing with and facing.  Sometimes folks view it as families.  And ultimately, if that can be the case, then what we find is that, again, it serves as an invaluable protective factor.

And so as recommendations for me, certainly you kind of should be able to hear my heart here, this notion of providing support to effectively run youth programs is absolutely critical.  Youth programs certainly have the responsibility of hiring and training staff to do an effective job in what they're doing.  But certainly, reshaping African-American male masculinity and its perceptions on mental health is of importance, as well as raising the public's and community's awareness in terms of warning signs.  And then certainly research as well as culturally sensitive clinicians who generally practice outreach within their case management.

Some of the things that are kind of brought up in respect to that is this notion that in many instances, a young male or really young female, for that matter, would be in a setting where they're in total despair and for whatever reason, they're just mismatched in terms of the clinician that they're connected to.  And as a result, they don't receive the appropriate care.  And so it's important that the clinicians that are dealing in these settings with these cases are certainly culturally sensitive and competent in regards to the service that they are providing.

And that pretty much concludes my presentation for today.  I want to take some time to answer questions.  I've got a chunk of them.  And I'm just going to read the first one.

The first one comes from Juliet.  "I was trying to type that a lot of our children go to DJJ in order to have three hot meals.  And DYS.  The DYS officer also gives them structure and someone to talk to.  Being that some of our kids are growing up in foster care, this notion of family doesn't exist for them. So we, as a society, need to make more of an effort to listen to the children, because they are truly our future."  Absolutely, Juliet, absolutely.  

As James Bell puts it, "If we need to stop paying chain hotels and start acting, so how can I as a trainer to the stakeholders and detention officers and case managers, basically all of the community, inform them on how to be children really raising themselves in terms of living a productive life?"

I'll be honest with you, Juliet.  I'm not fully sure I understand this question.  I'm going to try to re-read it again.  "So how can I, as a trainer to the stakeholders and case managers, DJJ officers, teach children to live a productive life?"

In terms of that, Juliet, and I do want to say, great question.  I think what you end up having to do is be a conveyor of hope.  I think in essence what we're dealing with here in a lot of these instances is hopelessness and situations where there is no prospects of seeing a brighter or better future.  
And what really needs to be at the core in terms of the training and support that you're providing is that, hey, in terms to youth, you are valued.  Hey, there is fully open aspirations.  I think part of this becomes also connecting youth to some of the opportunities that may be existing for them so that they can begin to see that this hope that you're "preaching" isn't just lip service, but rather, it's genuine.  
And ultimately, I think what you begin to see in addressing this issue is the notion that, "Hey, if there truly are avenues that I can walk, then maybe I can turn around these circumstances and be a productive member of society and have a decent life moving forward."

So really, in this respect, to some it might sound cliché, but the truth is, we have to be conveyors of hope in this setting.

The next question.  Laverne asks, "Have you meaningfully engaged faith communities?  If so, how?"  One of the things that the Department of Public Health is trying to do is specifically that this notion of, I think, two presenters, two webinars, I think, or three webinars before me, was one targeted specifically to the faith-based community, this notion of reaching out to them.  But in many instances, it becomes being able to speak to them their own language and speak to them kind of the prevention message in a faith context.  And we certainly are able to do that.

But a lot of that, truth be told, Laverne, happens in the context of the pre-existent relationships that folks have with members of the faith community and leaders therein.  And so, for example, I know, let's say I know this portion of the faith community is a good community.  In that setting, it's really up to me to be proactive in regards to my outreach and support to them and vice versa.  What DPH has done is targeted them specifically as a whole, but ultimately, it really ends up being this notion of establishing relationships, both as clinicians and practitioners as well as kind of programmatic folks with the faith-based community, and letting them know that you're a support to what they're doing so that they can be a support to what you're doing--if that makes sense.

One of the things that comes out loud and clear and has been expressed by many a faith-based, many a church leader, many a pastor or priest, is this notion that, "I would love it if I had a relationship with the clinician prior to a tragedy," so that in the case of a tragedy, there's already someone that I can talk to, that I already have an existent relationship with.  And in doing so, what ends up happening is both entities, if you will, end up being strengthened.

I think our next question is from Peter.  "Many of our at-risk youth who do take advantage of these supportive services also feel obligated to fulfill roles on the street, which to the adults feel contradictory."  Absolutely.  "When this double path is discovered, the adult professionals want to pull away.  What can we say to them?"
Peter, it's such a great question that you pose, because we encounter it all the time.  We have kids that we dealt with that grew up in our program at Codman Square, but now he's doing life in jail over the stupidest thing, Peter, over--words can't describe the level of frustration that we felt when we got word of what transpired with this particular kid.

Nevertheless, what we're dealing with here is this notion of, it almost comes from this perspective.  Yes, kids are forced sometimes to wear double hats.  But if we pull away, then they're encouraged to go simply one way.  And so it's up to the practitioner community, kind of the community-based entity, if you will, and those adults that are present in their lives to continue on with the provision, with the support and the services that they're providing, and to be frank with these youth that are kind of walking the line and kind of living double lives that this is where this lifestyle leads to.  And again, it's about conveying hope, it's about conveying, "Hey, man, there are alternatives."  "Hey, kid, there are other options and other ways to deal with it."

In one instance, we had one particular kid who was a regular in our program.  As a matter of fact, he was staff in our program that we discovered was gang-involved.  And one of the things we had to with this particular kid is that, "Hey, man, you're gang-involved, and you can't be a role model to kids.  We can't have you as staff here.  But at the same time, what we want to do is be a support to you."  And so we actually kind of continued on setting up times and followed up with this particular kid until this kid kind of chose to pull away from a certain lifestyle.  He ended up moving from the community as well.  But bottom line, if we don't stay and support--and granted, we in certain cases do have to draw the line--but if we don't stay and support, what ends up happening ultimately is that kids choose to go down the path that we wouldn't want them to go down.  Great question.

The next question is from Courtney.  "How do we utilize faith strategies while increasing numbers of youth are rejecting organized religion?"  Oh, great question.  Great question.  As a man of faith, it's something that we're specifically dealing with right now.  Youth, but really specifically young adults, are leaving kind of churches in droves, and it ends up being this notion of no longer feeling really connected.  You know, they were part of a community in their youth group, if you will, but then once they move and become "adults," they're no longer, they're too old for that youth group, they no longer feel a sense of community.  
So the primary challenge from the church, faith-based perspective is this notion of creating community, if you will, for their young adults, and really targeting young adult programming within their faith context.  But in addition to that, I think in terms of supporting and in terms of "the prevention model," again, though, it kind of goes back to reiterating this notion of if there are really positive relationships, both within the faith context as well as kind of a community-based context, if there are these positive relationships with competent, caring adults, what we find is that youth, even as young adults, remain connected to some degree, and as a result, they are supported.

Our next question is from Courtney.  "Do current epidemiology approaches describe this phenomenon well, and if not, what do you suggest?  We find that completions, especially public ones, and traumatic incidents are a powerful risk factor for ideation and attempts.  What are your thoughts on linking prevention and post-vention and is there research that conveys the suicide ratio in countries where family and community are number one, like Denmark?"  Great three-part question, Courtney.

No, no, no, no.  I think--I'm sorry, I think I read.  I think the research question is not Courtney, so we'll answer that research question after Courtney's question.  Okay.  "Do current epidemiology approaches describe the phenomenon well, and what do you suggest?"  
I really believe currently, there still needs to be significant research done in the field.  I believe that current epidemiology really, in my estimation, begins to kind of scratch the surface.  But what makes it challenging in this respect is that this is a difficult one to research.  This is the difficult one to research.  And so consequently, what we find here is that while there are individuals and researchers such as, like I mentioned prior, one of the leading researchers in this field is Sean Joe, he himself will acknowledge and admit and say, "Hey, we need to more research in this field," primarily because of some of the limitations that we have.  And the fact is, we really haven't been studying this as long as we've been looking at things like homicide and other public health issues.

And so in terms of specific epidemiological approaches, in terms of the phenomena, can I tell you I'm more of a practitioner than a researcher, but what I can state is that there certainly needs to be continued research in this realm.  

I think you bring up, too, a great point in terms of the fact that completions and traumatic incidents are significant risk factors.  In terms of post-vention, if you will, and the link between prevention and post-vention, I think in terms of post-vention, I think the biggest no-no is not acknowledging that a significant loss has taken place.  You know, not acknowledging possible issues that have led up.  I think that's the biggest no-no.

But in terms of post-vention, what I feel is appropriate is that it shouldn't necessarily be right then and there, on the spot, if you will, if that makes sense, Courtney.  You know, that should be, that's a time of grief and grief counseling.  You know what I mean?  Directly after any loss of significance, folks are in mourning and hurting, and folks need to be supported from that respect.  
But in terms of post-vention--in essence, prevention thereafter--I think a time of mourning should be allowed to pass, and I think that's kind of appropriate.  And grief counseling during that period.  And thereafter, prevention should certainly take place, and it can take place in a variety of different forms, whether it's kind of support groups, whether it's more or less kind of just youth programming and providing additional youth-supported settings, if you will, and activities.  All those things do need to take place, but should take place kind of thereafter, but not specifically right after, if you will, because I think right after ought to be what's appropriate, in my estimation, is more or less grief counseling.
Brandy Brooks:  So Manny, before you answer the next question, I just want to let everyone know it is after 12:30 Eastern Standard Time, which is the official ending time of this webinar.  However, Manny and I, we will extend the webinar in order for him to respond to a few more questions.  If any of you have other commitments, then please feel free to leave, and thank you for participating.  As Manny said earlier, all the slides will be emailed to you, and a podcast of the webinar will be uploaded onto the Department of Public Health website.  

So that being said, I'll turn it back over to Manny so he can get to some more of these questions.

Emmanuel Daphnis:  Thank you.  The next question is, and I believe it's my final one.  Feel free to chime in if any of you do have any other questions.  We are available for a little bit more time here.  "Is there research to convey the suicide ratio in countries where family and community are number one, like Denmark?"
To be honest, Juliet, I am not certain of some of that research.  One of the studies that I did take a look at for the purposes of preparing for this presentation was one by Corey Bills and Guohua Li, and they basically kind of do in this study, this particular study, if you see it right here, the Bills and Li study in the International Journal of Epidemiology, they kind of look at suicide and homicide from a global perspective, so they do look at suicide and homicide in 60 countries or so in this study.  And so that's a place that you might be able to look at.  But I'm not sure specifically of any other studies.
The next question is from Laverne.  "Peers who have lived with experience with suicide attempts who share their recovery stories can often inspire hope in others.  Have you used this model?"

I personally have not, and for me, the rationale is twofold.  While it's interesting that you ask that, because we certainly, in terms of the substance abuse prevention model, have utilized this model.  But in terms of the suicide model, we haven't.  And it's not that we're not necessarily open to it per se, but for whatever reason, we just haven't done so.  I do think it can be an effective strategy, but the risk that you run, both with this in the suicide prevention model as well as within the kind of substance abuse prevention model, is the backlash if relapse takes place in terms of the negating of the message.  But with that stated, I do think that that is certainly a very plausible strategy.

Okay, I think that's it in terms of questions.  On that note, I'd like to just thank everyone for your attention and your time in terms of this presentation.  It was a pleasure to be a part of this and to be your presenter for this afternoon and to serve in this capacity.

One of the last things that I'd like to state here in closing is how absolutely, positively imperative it is to really, as practitioners, as researchers, as clinicians and what-not, to really, really, really be conveyors of hope in this respect.  What we find far too often is that folks who are contemplating suicide just really have no positive perspective in terms of their future outlook.  And as a result, they come to the place where suicide ends up being the only plausible, reasonable course of action.

Our job in this field, in this realm, is to present otherwise and to convey to folks that every life is a life that's worth living, and that's our challenge.  And that's what I certainly want to encourage.

Thank you all, and it has been a pleasure.  Like stated prior, these slides will be emailed to you, and certainly feel free to utilize them in whichever way.  Merely just give credit where credit's due, and thank you much.  Bye-bye now.

Brandy Brooks:  Like Manny, I would like to reiterate the same for all of you participating in this webinar.  As I said earlier, and as Manny reiterated, the slides will be emailed to you following this presentation.  And I'll also be posting the webinar as a podcast on the Massachusetts Department of Public Health website.  In addition, be on the lookout for any emails about upcoming webinars and training being sponsored by the Department of Public Health.

After you log off, please take a few moments to complete the brief evaluation.  I hope today that you've gained more knowledge about the risk factors that contribute to current suicide trends within the Black male community, as well as the correlation between homicide as a form of indirect suicide.  

Again, thank you all for participating, and have a wonderful day.

