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Coordinator:
Welcome and thank you for standing by. At this time, all participants are in a listen-only mode until the question and answer session of this conference. To ask a question, you may press star and then one. This call is being recorded. If you have any objections, you may disconnect at this point. Now I'll turn the meeting over to your host, Mr. (David Johns). Sir, you may begin.

(David Johns):
Hi. Good afternoon. I want to first thank everyone for taking time from your busy schedules to join us for today's webinar supporting and strengthening the mental health of African American youth. We are gathered together to hear from four experts that I will introduce shortly. But really to take advantage of opportunities to think critically about how it is that we can support not only the learning but the development, the holistic, especially the social and the emotional development of all of our young people.

As many of you know, July is national minority mental health awareness month. And we are using this webinar as a way of further engaging in meaningful dialogues concern how as we as caring and concerned adults may increase the knowledge of mental health challenges faced by African American youth.

And then to take a step further to move beyond just simply acknowledging the problems but to really explore solutions and proactively think about ways that we can work better together to leverage our resources including federal resources to ensure that our young people are supported in all of the ways that they need to be, not only physically but mentally as well.

And so to assist us in this regard, we've been joined by Richard McKeon who is a Branch Chief of Suicide Prevention Branch rather for the Center for Mental Health Services, Substance Abuse, and Mental Health Services Administration. Following him, we will hear from Dr. Greg Hudnall, founder of Hope for Utah, a non-profit grassroots organization dedicated to suicide prevention, intervention, and post (dimension).

Terrie Williams, the author of "Black Pain: It Just Looks Like We're Not Hurting," will follow. And then last but certainly not least we'll hear from Lynn Keane, author and suicide prevention advocate. I apologize in advance if I mispronounced anyone's name. It won't happen at the end of this call.

And so just to allude to some (unintelligible) to contextualize this before I turn this over to Richard to begin his presentation, a recent study found that the rate of suicide among African American children between the ages of five and 11 has doubled in the past two decades. Between 1993 and 2012, African American children were three times more likely to commit suicide than white children.

And while the suicide rate for white youth has decreased significantly from well over 1%, it's closer to 1.14 to less than almost half of that to 0.77% per million. The suicide rate for African American youth has increased significantly going from 1.36% to 2.54%. And so all of this just to underscore like most things that when we look at quality of life indicator ladders that our babies, African American children and youth are continuing to occupy some of the lowest rungs.

And this is especially important as we think about the implications of toxic stress and trauma that come from not only the challenges of living in spaces where we don't have access to the types of the resources that would otherwise help to build a solid foundation. But as we think about living in an era of black lives matters and waking up every other day learning about the loss of life.

And I'm particularly thinking about the number of stories that I've heard and/or been shared with me in the last weeks about young people being gripped by fear and anxiety of not wanting to travel or not wanting to get pulled over or encounter individuals in positions of authority, especially police. I say all of that just to, again, acknowledge the contextual importance of us having this conversation not only because July compels us to do so but because our babies are experiencing things that would break the average adult.

So again, it's our hope that we can do a little bit of learning and then think creatively about how we can all work better together to support our children, our communities, and our country. With that, I'm going to turn this over to Richard McKeon.

Richard McKeon:
Thank you very much. It's a pleasure to be able to talk with you about this very important topic today. So what I'm going to try to do is to give you some additional information regarding the study that was referred to, talk a little bit about its implications. I will try to put that within the larger context of suicide among African American youth and then talk a little about what can be done. And so I will try to do that relatively quickly.

So the study that was referenced is suicide trends among elementary school age children in the United States, looking from 1993 to 2012. Historically elementary school age children have had significantly lower suicide rates than older children, for example those who are in high school or young adults. So the numbers have been very small. Historically as well the numbers and rates of deaths by suicide have been highest among Native American youth than among Caucasian youth.

And African American youth have had lower numbers of deaths by suicide and lower rates. And that's part of the reason why this study is particularly important because what it found was that among very young children -- those from age five to 11 -- that that long-standing trend was in fact reversed and that while suicide among very young children -- age five to 11 -- had gone down, suicide among youth African American children had gone up and in fact had eclipsed the Caucasian rate.

So what this in essence tells us is that something important has been going on that is affecting these very young children. Now it is important to know that in terms of the numbers for all races the number of children age six to 11 who die by suicide is much less than at older ages. In fact 80% of the deaths by suicide in this study were at ages 10 and 11. And what you find is that at age 12 there are more suicides than at age 11. At 13 more than at age 12 and so on.

So it's important to remember that this tells us something important about elementary school age children and what's happening with African American youth. But it's important that we be aware that there are more African American youth dying by suicide at ages 13, 14, 15, and 16 than there are among this age group.

It's also important to be aware that in many ways suicide is the tip of the ice burg around larger problems. No one -- including children -- don't kill themselves out of the blue. Many risk factors typically need to come together to produce such a tragic outcome. And so in addition to the fact that too many youth are dying by suicide, it's also important to be aware of the statistics on suicide attempts and suicide ideation or seriously considering suicide. CDC runs a youth risk behavior survey, which looks at high school students.

And there what is found is that for both seriously considering suicide and making suicide attempts, the African American, non-Hispanic population has higher rates of both considering suicide and of making suicide attempts. It's about 9% of total population, a little over 6% males and a little over 10% females according to the Youth Risk Behavior Survey.

So what does all this mean? It means that there are many things that need to be done. There is a significant effort going on within the United States on youth suicide prevention. SAMHSA funds youth suicide prevention grants that focuses on age 10 to 24. Often that's at a time when thinking about suicide has already started. So it's important to be able to identify who are the kids who are thinking about suicide. How can we prevent them from acting on it, and to try to do what we can to improve their lives?

But it's also important to be aware that before the age of 10 for those six, seven, eight, nine-year-olds that early prevention efforts that can help youth not get to a point where they're thinking about suicide is of tremendous importance as well. And there are resources that exist -- including grant programs focusing on early prevention -- that can be of great importance.

So I know we have a limited amount of time so I don't want to take up any additional time. But again to remember that these findings indicate that suicide is typically the tip of the iceberg and that there are other factors that will always be contributing, whether it's community trauma or other risk factors that may be playing a role. It calls our attention to looking at and making a significant effort to reduce these tragic outcomes. So with that, I'll stop.

(David Johns):
Richard, thank you for that. This is (David) again. Before we pass it to Dr. Gregory Hudnall, now will you say a little bit more whether or not the data suggests that there are risk factors, warning signs, and/or signs of attempted or specific to and/or otherwise generalizable to African American students within these age demographics?

Richard McKeon:
Well, I think for the children ages 10, 11, and older, one of the most important warning signs to be aware of is that by that age many of the youth who have started to think about suicide and may be communicating about it. And so being willing to ask -- if someone is in a position as a teacher or as a community worker -- realizing that asking about whether someone is feeling depressed and terrible, that they're thinking about suicide, won't put the idea in their head, but rather it's an important part of recognizing that there's a need for intervention.

We do know among youth in general and we know this internationally that typically when someone is thinking about suicide, when a kid is thinking about suicide often times when an attempt is made -- and thankfully not everyone makes an attempt who thinks about it -- but if an attempt is made, it's typically within the first year after the onset of thinking about it. So there is a window of opportunity. But of course, part of what we want to do is to prevent kids from being suicidal in the first place.

(David Johns):
Awesome. Thank you for that. Let's turn it over to Dr. Hudnall, founder of Hope for Utah. Are you ready?

Dr. Greg Hudnall:
I am. Thank you. Thanks for the opportunity to share my story. My story goes back to 1997, '98 when I was a high school principal, and I was invited to testify before our group in Utah. And as a high school principal, I was contacted by the Provo Police Department to come down and identify the body of a 14-year-old who had died, taken his life by suicide in the park next to my school. It was one of the most tragic experiences I've ever gone through. And so I'm looking to put my slides up here and I don't see the ability to do that yet. Am I missing out?

Woman:
Hi, Greg?

Dr. Greg Hudnall:
Yes.

Woman:
Your slides are on screen. But when you hit the arrow, you're going backwards instead of forwards.

Dr. Greg Hudnall:
All right. So which arrow...?

Woman:
It says Hope for Utah right here on the main screen. You just need to...

Dr. Greg Hudnall:
There we go. I got it.

Woman:
Yes. Okay.

Dr. Greg Hudnall:
Thank you very much.

Woman:
Yes.

Woman:
(Is Laura there)?
Dr. Greg Hudnall:
Having that experience...

Woman:
(You can hold). You're on the open line.

Dr. Greg Hudnall:
Okay. Thank you. So having the experience, the state of Utah was averaging - is number ninth in the nation for ages 10 to 17. And after I identified that young person in my park, I wanted to do everything that I could to prevent suicide in our community. You remember the African proverb that it takes an entire village to raise a child. We believe it takes an entire community to save one.

So we reached out and created what we call Circles for Hope. Circles for Hope is school programs working closely with community connections and mental health partners. And our goal is to bring everybody together. Dr. McKeon talked about the importance of everyone having the education, the background, the ability, and the experience to know how to talk to someone.

And so as you look at the next slide, one of our goals in the community - and we've trained about 30,000 individuals including faith based and others, mayors, city council members, educators, teachers, coaches, scout leaders, anyone that's involved with youth. We want them to have that skill set. So ultimately our goal is creating a common language, warning signs, who's at risk, a common understanding of how to intervene. And then the most important is common knowledge, where to get help.

So everybody in that community, whether they're a youth leader in the church, whether they're a teacher, administrator, whether they are just a neighbor or a grandparent, understands the risk factors, understands the warning signs. They understand how to intervene on behalf of that young person. And then they understand what are the resources in my community.

And then the last part, what we found as we did our research and we started to have some success within our school system is we saw the importance of peer-to-peer intervention. With the suicides that we were having in the state of Utah, we recognized early on that seven out of 10 young people that take their lives by suicide will give a warning sign or some kind of clue that they're struggling, that they're at risk, and that they may be suicidal or depressed.

So we went into one of the largest schools in our district, 2,100 students, asked every student in the school, "If you were struggling emotionally and needed someone to talk to, list the names of three of your friends." And the most amazing thing happened is that 40 names rose to the top. And those 40 names were kids, young people, that tended to be very caring, very kind, very supportive. And we started training them on how to intervene, how to recognize those signs, and the most important thing is how to go to an adult.

It was so successful we moved it into our other schools. Provo School District has 15,000 students. We're the ninth largest in the state of Utah. Our community, Provo city, birthplace of Bingham Young University has about 120,000 residents. The program was so successful we put it in every one of our schools including our elementary schools. And this is the result.

So as you can see on the left -- 1999 when we started -- we were having some success with our community programs. But when we added the next tier in 2005 of our Hope Squads, we were able to go nine years without a suicide. It's been so successful that we're now supported by the legislature and the State Office of Education in Utah. We're in about 170 schools across the state. We've trained in 65 different communities.

And it's amazing to see the power and the influence when every single day 2,500 young people go to school, watching out for their peers, and doing everything that they can to provide support. Thank you for the opportunity.

(David Johns):
Awesome. Thank you for that. We're going to continue this conversation. And next I'm going to introduce Terrie Williams again, author of "Black Pain: It Just Looks Like We're Not Hurting." Terrie, are you ready?

Terrie Williams:
Yes. I am. It's been the day from heaven so please forgive me. Just give me one second please. I'm meeting with the Commissioner for Domestic Violence here at New York City. Thank you so much. Okay. So first of all, I'm honored to be with you all and I'm sorry I haven't been able to be more present up until now. But what I wanted to share is what I think that we as adults can do for the young people in our lives so that they don't feel so alone.

And I'll start by saying that most adults do a pretty good job of hiding their emotions or hiding our emotions when we're hurting. And as do most people, we wear the mask to let the world think that we're okay. And reality, nothing could be further from the truth. And I think it's easier to hide emotional turmoil sometimes from another adult because he or she has their own issues to deal with. But kids are really smart (the width). And they know when their parent is going through something.

Our kids grow up looking at everything that we do, the good and the bad, and they learn from it. And no matter how much we would like to protect our kids from life's difficulties, if you're depressed, addicted, not around, or violent, what we're doing is really creating a direct legacy of pain. As adults, we want to be the strong one, the all-powerful and perfect one. We don't want to admit our vulnerability, our mistakes to our young.

Our kids obviously are very, very intuitive. And they don't miss a trick. So if they live with us, work with us, go to school with us, I always say it's not like they can't tell we're crazy. They already know that. And we can't hide it, but we try to. So if a young person in your says something like, "Mommy, Daddy, (adults) are you sad? Are you angry? Did you hurt yourself?" And if we say, "No," or nothing, it is at that point that we are unintentionally setting our kids up to hide their emotions and to suppress their feelings.

What we do unintentionally is we teach them how to lie, how to wear the mask, how not to deal with their emotions, to really second guess their intuition because they ask us how we were doing because they sensed something. Yet they see that this most high person in their life just lied to them. So I think lastly and most critically when we lie to them, we're not providing them with the tools and the coping mechanisms that we're supposed to provide them as the adults in their lives. And who else should they be getting this information from?

You know, we are supposed to tell our kids, I think, what we do when we fall down. We have to give them - we have to be truthful with them because they see it anyway. So we have to help them, I think, to recognize the signs that we might exhibit if we're going through something. And there's not too much that you can say to a kid that they won't know or understand some level of it.

You know, I might say to a young person, for example, tell them when I'm sad. I may cry. It's a healthy thing to do because it means that I'm releasing my pain or my disappointment. I may go and then I'll share with them some of the things that I do to try to deal with it. I may go for a walk or for a run. I might write in my journal. I might pray. I might ask God to, you know, order my steps because I'm not sure how I'm going to get there. I might talk to a therapist or take medication to feel better.

And they will learn. And the kids in our lives will learn to begin to trust us when we are truthful. Kids are smarter than we think. There's not too much that they miss. And so I just think that one of the greatest injustices that we can perpetrate is we don't have to go through all the gory aspects of what it is that we're going through, but we certainly need to share with them, you know, that this is life and that there are ways that you can go about getting help, telling that, you know, sometimes Mommy or Daddy goes to talk to a doctor or therapist, who is somebody who helps you to deal with your emotions.

And I think that -- excuse me -- it's just been something that I've lived and breathed all of my life. I remember maybe about three years ago I went to speak to some junior high school students. And I did start out by telling them about my suffering from depression, what it looked like and what it felt like and my own anger issue.

And it was very interesting because this young man got up and said that he had stabbed somebody, I mean just very, very clearly he had stabbed somebody seven times. He didn't kill him. But it was what he said after that that really shook my core. He said, "And he wasn't even the one that I was mad at." I mean he said it so very, very clearly. And so we had a conversation about that.

And I just think that to be honest with our young people is really the way to go to help them avoid some of the mistakes that we've made and to go down the wrong road. So I just wanted to share that perspective because I think too many - I just remembered something very quickly and then I will wrap up. There was a woman who, as I was sharing what I'm sharing with you all now, she said to me she had two young daughters. And one of them came up to her and said, "Mommy, how come we never see you cry?" And like it was just something that really stunned her.

You know, but kids know. They don't miss anything. I cry so how come I never see Mommy cry or Daddy cry. And so those are the things that I wanted to communicate with you all today that as big and bold and as courageous and as successful as we are, we have to share our stories with the young people in our lives. And usually it's something that they have heard or known that someone has whispered about. So those are my thoughts for the day.

(David Johns):
Thank you for modeling the candor and bravery that you're asking for other adults to demonstrate. Terrie, can I ask before we move on very quickly, is there a question or a strategy that you would suggest for us to engage our peers, our family members in being more transparent?

Sort of acknowledging the points you've made and how difficult it can sometimes be in a community where we sometimes say that, for example, mention have feelings or express their emotions. What tips do you have for us to sort of start the process of encouraging other adults to tear down those walls, to be transparent and authentic in that way?

Terrie Williams:
Well I think one thing that might be considered courageous is to initiate the dialogue and share your story with someone. Everybody is wearing their mask, their game face pretending that they're fine and dying on the inside. But to be the first one to initiate the conversation and say, you know, "I go to a therapist."

And I just recently spoke at a church. They have a very significant mental health ministry. And, you know, he just said very candidly as he was introducing us to the attendees that he sees his therapist once a week. And usually when I speak at a church, I usually ask the pastor, do they see a therapist. It's just about being bold enough to just ask the question or share your own story and see what unfolds. I think amazing things happen. So I think we have to begin to break the mold or the pattern of being so secretive. Because everybody that you know is walking that fine line.

(David Johns):
Awesome. Thanks for that. And we're going to think creatively about maybe how we can use social media to engage in some of this authentic, brave conversation making.

Terrie Williams:
I think so. And those of you who are there today, I don't know - I'm sorry I haven't been able to be a part of it. But somebody should be courageous enough to just say, "Well I see my therapist once a week." Somebody there in the room.

(David Johns):
I don't see my therapist once a week because she's too extensive. But I see her as often as possible and am unafraid of reminding folks what she said to me when it's a good message.

Terrie Williams:
I love it. I love it.

(David Johns):
So with that, a lesson by Lynn Keane (certainly) last but not least, into the conversation author and suicide prevention advocate. Lynn, are you ready?

Lynn Keane:
I'm ready. Can you hear me?

(David Johns):
Yes. Of course. Go for it.

Lynn Keane:
Wonderful. Good segue from Terrie because honestly really is the only way absolutely for all of us. So I want to thank you for the opportunity to share our family's story and participate in this important conversation. So thank you. I'll start out by saying my son, Daniel, was a kind, sensitive guy, who lived with chronic health conditions. He had asthma and anaphylaxis, which is a life-threatening food allergy. He was also a wake boarder and fell on his head many times while wake boarding, possibly sustaining a head injury that would have gone undiagnosed.

And during his first year at university, he began to experience what we remember now as very severe headaches. He felt frustrated from this growing inability to concentrate and manage his assignments. And sadly as a result, relationships began to suffer. And through this period of time, very, very - he had difficulty sleeping through the night. He also lost weight. But the signs are very subtle when you're actually living with someone who's dealing with a catastrophic depression.

My son's depression was emotionally and physically painful. And as a result, he began drinking to deal with the overwhelming sadness. He also began isolating himself from his good friends and from us, his family. Finally I guess our son had felt that he had become a burden to the people that loved him the most. And his depression left him feeling like he was to blame for everything that was not going right in his life at the time.

Our son felt the sharp edge of stigma and unfortunately was unable to share his pain or feel his family's love. In the spring of 2009, Daniel took his life. We had simply no understanding or education around mental illness. We couldn't wrap our heads around the fact that our 23-year-old son was living with depression. The disease left him unable to concentrate.

And the self-loathing he experienced was crippling. Everyone who knew my son was as shocked by his death as we were, because none of us knew the other Daniel, particularly in the last months of his life. Changes in brain functioning, possible head injury, epigenetic modifications, basically life experiences, and also alcohol contributed to Daniel's bouts of (minion) depression. His lifelong chronic health conditions were also a factor for suicidal behavior, which we knew nothing of.

For me, his mom, it became really important to understand to the degree that I could the contributing factors in his depression and also his suicide. Six years ago, we did not talk about depression and disorders of the brain, not in our family at least. But we now accept that mental illness is a disease and it's certainly not a flaw in character. And we are much more aware of the factors in depression and acknowledge that there is never one reason in suicide.

Perhaps my lived experience can also shed some light on the silent epidemic within the African American adolescent community, specifically males. Because we know that depression is a serious issue for youth. And so the most important step towards reducing tragic outcomes in depression is to reduce stigma and other barriers to health care to meet the needs of this demographic.

And by understanding and accepting that there are exceptional disparities that exist for African American youth, we can move towards breaking down barriers to care and support with compassion, the way it should be. But first we must understand and accept that the African American community is likely at a greater risk to develop a mental health condition than other populations.

As an example, long-held racial biases still survive and negatively impact African American youth as is race-based trauma and violence within communities. And my hope is that through sharing our story we can engage others around us and add to the real education and awareness of mental illness. I'm not hiding from it. I'm being very honest. And I know Daniel would want me to be that way. Our reality, unfortunately, will remain the same, but knowing that our experiences can positively impact another life is affirming. Thank you.

(David Johns):
I want to first just say thank you. Thank you for honoring Daniel's legacy and for sharing a story. I won't pretend to understand what it must be like for you to continue to tell this story but honor the importance of contributing to this movement in this way. And I hope it is with the spirit of Daniel in mind that we can continue to engage in this discussion and know that on behalf of the White House initiative on Educational Excellence for African Americans this is but one of many continued efforts that we will make to hold our part in this work.

A couple of questions that have been raised as I moved through. Actually they're all about sound. It seems like some people are having technical difficulties. But it looks like we're still working through them. Let me see if there are any questions in the chat. I would like to invite anyone who has a question to enter it rather type it into the Q&A box in the webinar screen of our Cisco event center. If you click on Q&A and type the question in the box, I will be able to see it and read it.

While that's happening, I want to go back to a question I was raising and open it up to anyone. Are there more signs that we think specifically about mental health. And there was a word that I was just introduced to by you, Lynn. And it was catastrophic depression. When we think about things that we might not be inclined to talk about and that frankly we make jokes about not doing right. I can think about the number of times you hear people say, "Go to church," but never say, "Go to the doctor."

Or the number of times we actually say that we don't do that kind of thing, like go, sit, talk to a therapist. Are there best practices that you have found in addition to or consistent with what's already been shared to try and break down some of these walls and change some of these practices?

Lynn Keane:
Well I would say personally just going through and meeting a lot of other survivors and speaking with professionals. I think it boils down to really understanding the life experiences of your -- if we're talking about youth -- looking at your children and understanding what kind of world are they living in. What are they seeing? What are their personal experiences?

Because, you know, whether they have life-threatening allergies as Daniel did or chronic health conditions, those things from a very early age can and sometimes do play into onset depression as adults. So I think it's really important to really have a sense as a parent, as the caregiver to understand the trajectory of that child's path, and then when you start to see signs like we sort of see behavioral problems. Certainly the drinking really brought it to our attention.

Our care provider suggested to us that our son would have to hit the bottom before, you know - that was sort of old language. I remember even thinking to myself. But the point is so many care providers don't know how to handle these kinds of situations or even where to send you to or refer you to for the next step or be part of that care plan.


So as the caregiver, it's really important for us to understand life experiences, watching for behavioral problems sort of at 12, 13, 14, those kinds of things, even older. But also to understand that they could be part and parcel of just growing up, but I think the awareness that it may not be is really what - that's a tool for us. And that's what I didn't have. I didn't have any awareness that his (malaise), his up and down-ness, was something more than what it was.

And that's the pain I have to live with every day. And that's what I can share with others is just really understand your situation and understand. And if that care provider can't work with you or work with your child, then you need to move on. And it's really we have to educate ourselves as caregivers and parents. It's really that is our job.

(David Johns):
Understood. Related to that, (Sharon Harris) has asked, "What is the best way to help someone with mental health issues? And what are some signs that we could all look for?"
Man:
Who would you like to...?

(David Johns):
Anyone who feels compelled.

Lynn Keane:
Well, I mentioned this earlier, but some of the things that we noticed Daniel lost interest in activities that he had normally done. He distanced himself from at first friends and then from family. So when he was okay, he was with us and we were sort of living a normal existence. When he wasn't - but it wasn't the fact that he didn't show up. It was starting to add up. So it wasn't just twice a month. It became four times a month.

And when those kinds of things are repeated behavioral problems or behavioral changes, I would say changes are probably the most important thing to look at. Weight loss, depending on self-medication whether it's through drugs or alcohol, just a general sense if there's anger or outbursts that, again, aren't typical. Again, going back to just what things that they may have experienced in their life could contribute to a depression.

So for every person that suffers, there's going to be a variety of different, you know, hallmarks. But at the core of it, a lot of it is weight loss, weight gain, not being able to sleep, behavioral changes. And really online, there's numerous sites that you can go on to sort of look at some of the hallmarks of depression in youth.

((Crosstalk))
(David Johns):
Richard, would you like to supplement?

Richard McKeon:
Yes. I would certainly agree with everything that was just said. And one thing that I think is particularly important, I mentioned before be willing to ask the question and to talk with someone if they're having thoughts about suicide is really important. But sometimes they may not talk about it. And sometimes the depression may not be obvious. And the losing interest, losing pleasure in activities that have always been pleasurable before, always been interesting before -- what's called anhedonia -- is a very important sign of depression.

And particularly for males who are less likely to be talking about their feelings, sometimes if you ask a boy if they're depressed, they may say, "No." But if you ask them how long it's been since they've had fun or whether they feel they enjoy something, they may give you an answer.

I also want people to know about the existence of the National Suicide Prevention Lifeline, which last year answered over 1.3 million calls. So that if a person is worried about themselves or a loved one or a friend that might be suicidal and they don't know what to do, the lifeline can be called any time of the day or night. And the toll-free number 1-800-273-TALK, which is 1-800-273-8255.

(David Johns):
Thanks for that. Another question from I believe its (Kimmy Denith). "I'm a criminologist who has researched teaching and community work focuses on mental health and suicide prevention for blacks and other people in the immediate African Diaspora." I don't know if there's a question there. (Kimmy), if so, would you please send the rest of it. While that's coming, a question for Gregory, would you please describe further what the curriculum looks like that was used to train the peers and the skills that were developed as a result of that training?

Dr. Greg Hudnall:
Yes. So we worked closely with our mental health agencies and developed each month the Hope Squad students meet once or twice with their advisors. The advisors are usually the school counselors and/or other staff members that are interested. We teach a 40 to 60-minute lesson on warning signs, how to become a peer advocate, appropriate boundaries, understanding bullying, bullying prevention, when to go to an adult and to that advisor in the school, and how to stay healthy so that you're not owning the depression and other things that others stand for.

And then we always train them - they're trained on to always report to an adult. And then once a year, they do a hope week -- a suicide awareness to the entire school. So they'll have a school assembly where they'll bring a presenter, a guest speaker on resiliency. And then they'll give handouts and information in working on trying to do away with the mental health stigma.

(David Johns):
Awesome. Thank you for that. I think, Richard, this is appropriate for you. What initiatives or polices are in place or are being advocated for to help address the cultural nuances of providing mental health support or care more generally to African American youth or other youth of color? And then there's a specific point about addressing issues around stigma.

Richard McKeon:
There are a number of things that I would mention. I think that it's always important in suicide prevention efforts to be aware that all interactions occur within a cultural context. And so it's very important to be aware of those issues in doing suicide prevention work. Part of the key around suicide prevention is that there needs to be comprehensive involvement from all walks of life. Greg has talked about wonderful work that they're doing in the schools.


Certainly the health and mental health treatment communities need to be involved, but others as well need to be involved. So there's been a lot of work going on around suicide prevention in faith communities. And those of us doing suicide prevention work and those, again, faith communities also share the incredibly important value of hope. In Tennessee, there's an annual conference on suicide in the black church. But the connection to sources of meaning is incredibly important for suicide prevention.

It's incredibly important for mental health professionals to be aware of as well as to be aware of what language to use. So for example in some American Indian tribal communities, the word "suicide" is typically not used. And it's important to be aware of that. So I think there is much more that we need to learn about how to reduce suicide in African American communities. But there's no question that it's really important to understand that and to understand protective factors as well.

For example, African American women have lower suicide rates than virtually any other group. Understanding what protects them is just as important as understanding what is putting adults or youth at risk. We need to understand both. So that would be my best effort to try to answer that question.

(David Johns):
Richard, can we stay in this space for a little bit? (Alicia) is asking, "Are there differences in signs of depression for girls compared to boys?"

Richard McKeon:
Yes. I would say there certainly can be. That girls may be more likely to talk about how they're feeling. So for boys, while you should certainly ask questions about whether they're feeling depressed, having thoughts about suicide, for example, it's important to ask those questions. Sometimes they may be more likely to be expressed in other ways, such as substance abuse or such as heightened agitation. Studies of youth and adults who die by suicide have shown that heightened agitation can often be characteristic.

In generally much of the research girls have tended to respond better to many things than boys. So how can we do more to prevent suicide among boys in all our communities -- including these tragically young boys dying by suicide that were referenced in this study but also the number of African American teenagers that we're losing as well as other communities -- that there's more that we need to know.

But programs like Greg's and others, there's never been more activity around suicide prevention. We've never known as much as we do now. And so it's a question of continuing to educate people, get people involved. And it all comes together to do the work that we can do to try to turn around these tragic trends.

(David Johns):
So let's do this. We have less than 10 minutes on the call. I always want to honor the gift of time that people have given. It's the one resource you can't give back, and acknowledging the number of questions in the queue. I just want to say we will not be able to get through all of them. It is clear to me now that we need to have another version of this conversation.

And so what we will do is commit to sharing the presentations as well as resources from all of our colleagues to everyone who has registered for the webinar. We will also collate all of the questions. Because there are a couple of trends that are emerging, one of which we will get into before we wrap the call around faith. But we will attempt to get answers for all of these questions that have been raised and share that in the communication that follows as well.

Also to the point of thinking about how to move or make actionable some of what we've heard today, we will be hosting a Twitter chat to again engage in this discussion. So one question for you, Gregory, is whether or not you do the training that you're doing you saw in other communities. And if so, what's the best way for people to contact you.

Dr. Greg Hudnall:
We do. So they can just go to our web site, Hope4Utah.com, and ask a question or give the information and we'll get back in touch with them. And I would add on to that as we've talked about it that faith based is one of our strongest pieces. That it takes time to build that relationship with a lot of the pastors and clergies and others that are out there. But once we're able to get in, it's amazing the difference you can make in a community when you have that support center, because then really everybody comes together.

(David Johns):
So interestingly enough, let's stay here in the time that we have remaining on our call. (Kimberly) has identified herself as a member of clergy and I appreciate the candor, sort of saying that sometimes when we have these conversations we talk in absolutes. There are people who can feel pushed out of this discussion.

And so maybe, Lynn or Terrie, what are some strategies you have for proactively and meaningfully engaging in positive relationships with clergy. Or for anyone on the call, maybe highlight some positive examples of having worked with clergy to accelerate opportunities in this regard.

Lynn Keane:
Lynn here. I would say if I could take that space and just expand it just a bit for clergy and for all people that come in contact with our kids. Focusing on prevention and early intervention just increasing awareness of mental health and the chronic disease connections, the idea about stigma is the more we have conversations like this in the open and we talk to our kids and we talk to our family members, that breaks down that stigma. And we choose language. We try in advocating, not saying, "Commit," anymore because it denotes a crime or something very negative.

So mental health literacy around the language is important. I think one of the speakers had mentioned. One thing I really wanted to say is we really - and I think it was touched on earlier. Our providers, the primary caregivers, they need to really be educated about the health differences and disparities so that, you know, if they're not of color and they can't necessarily have that experience, they can speak to it on a professional level in terms of trying to support that person and the family through the journey of their mental illness.

And I think we all can advocate for policies that promote social justice and equality and access to health care for all. So I think we just need to continue, as you mentioned, continue this conversation and what can we take away. Those are a few things that I think that we have to kind of walk away and say, "This is how we're going to talk to our policy makers and our faith community and organizations, mental health organizations." We all have a voice. And so we really need to use it.

(David Johns):
So before we do that, there're a couple questions about what do we say to youth people, so going back to where we started in my comments about the number of traumatic incidents that are happening and that our kids are faced with social media and sometimes in their schools or communities. What do we say to young people now about everything that's going on throughout the country? Does anybody have any thoughts about that before we wrap up?

Dr. Greg Hudnall:
Well, this is Greg. And I'll just jump in. I hate to have the silence.

For me, I think one of the things that we've got to have the courage to do with our youth and with our adults, with our clergy, and everyone, is to start talking about it. I think Richard mentioned that early on that what we have found is that too many times we're afraid that if we talk about it, it's going to give someone the idea. Where in most cases, they've already thought about it. So having the courage to start addressing it and recognizing those signs so that when we do identify someone who is struggling then we're trying to do everything we can to get them help.

(David Johns):
I appreciate that. And I don't think there's a more perfect way to pause than to just honor the importance of just talking about it. And so I hope that this is again, but a step in the continued effort to ensure that not only do we talk about it, but we address it. I want to thank each of our panelists, Richard, Gregory, Lynn, and Terrie. Thank you for the work that you do.

Thank you for displaying the type of honesty and candor and bravery that is needed in order for us to ensure that we address and mitigate this problem going forward. I want to thank my staff and in particular, (Lauren) and (Colila), for doing a lot of work to pull this together as well as our colleagues at SAMHSA and the Office for Minority Health at the Department of Health and Human Services.

Again, if you registered for the webinar, we will send within a week's time, five business days, an email synthesizing some of the key things that were discussed. We will solicit some answers to questions that were posed but we weren't able to talk through on our call. And we'll also identify additional opportunities for us to engage in this conversation virtually and/or in person in the future.

Again, on behalf of the White House Initiative on Educational Excellence for African Americans, I want to say thank you for taking time to have this call and conversation with us. I also want to say thank you for all the work that you do for our children, our communities, and schools. The last voice you're going to hear on this call is that of Richard. Richard, will you please share the number, the hotline number one more time, the lifeline number?

Richard McKeon:
Sure. Thank you. It's 1-800-273-TALK. So it's 1-800-273-8255.

(David Johns):
That will also be included in the email that we send. So don't worry if you've missed anything. Again, hear me say thank you, thank you, thank you. Have a wonderful day.

Richard McKeon:
Thank you.

Woman:
Thank you.

Coordinator:
That ends today's conference. Thank you for your participating.

(David Johns):
Thank you.

Woman:
Thank you.

Coordinator:
You may now disconnect.

Woman:
Thank you.

END

