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I NTRCDUCT! ON



The National Organization for People of Col or Agai nst
Sui ci de (NOPCAS) was contracted by the Suicide Prevention
Resource Center (SPRC) to devel op ways to engage minorities
in suicide prevention, intervention, and postvention
initiatives. Under the contract, NOPCAS devel oped a task
force of Latinos, African Anericans, Asians, and Anerican
I ndians to help develop a plan for SPRC. For the first
phase of the project, the task force net for two days in
August 2003 to identify specific characteristics that

di stingui sh each of the sub-conmunities that conprise the
mnority community, and to discuss strategies to

conmmuni cate effectively with each sub-community.

Due to the difficulty of this undertaking, the task force
decided to devel op a docunent that would outline the issues
i nvol ved in engagi ng conmunities of color. The task force
determ ned that phase Il of the project would address

ef fecti ve engagenent nethods in nore detail.

Sui ci de prevention and intervention initiatives for
mnority groups nust be tailored to ensure social justice,
ethnical acceptability, and effectiveness (I1OM 2003;

Dumas, 1999). This docunent will address the conplexities
associated with defining each ethnic group represented in
the task force. The docunent will hopefully provide readers
with a better understanding of the challenges we face in
conmuni cating nore effectively with specific comunities,
and what we night do to address the chall enges.

Cul tural conpetence results froma devel opnental process
that depends on the continued acquisition of know edge, the
devel opnent of skills and ongoi ng eval uati ons of progress
(Diller, 1999). Hence, there is a necessity for ongoing
training.

M ssion and Vi si on

The Suicide Prevention Resource Center is designed to help
i ntervention agents, researchers, and educators obtain and
use unique skills and practices that are necessary to
becone sensitive to cultural differences.

As a result, the NOPCAS task force is dedicated to

devel opi ng an under st andi ng anong i nterventi on specialists
and agencies of culturally sensitive prevention and
intervention strategies. This approach will better serve
specific mnority conmunities, and can inprove the

ef fectiveness of efforts to include other ethnic groups in
programinitiatives.

Tar get Popul ati ons: Denopgraphi c Conpl exities Wen
I dentifying Communities

Racial and ethnic mnority popul ations are increasing

t hroughout the United States. The U S. Census (2000)

i ndi cates that the nonwhite population is expected to
exceed 50 percent by 2050. There is a w despread consensus
that health interventions should be tailored for specific
popul ations (1 OM 2003).



The ordinary use of the term community refers to nore
than a set of people who occupy anal ogous |locations in
social or institutional structures. The termalso refers
to a group of people who share common interests and
understand those interests in the sane way. For

exanpl e, communities of color or the Hi spanic comunity
can be used to indicate nenbers of a common geographic

| ocation, or nmenbers of comunities that share
characteristics other than location. In fact, menbers of
et hni ¢ groups can have hi ghly devel oped forns of

associ ation apart from geographic affiliation, such as

| anguage, lifestyles, religious belief systens, and
attitudes and behaviors. These fornms of association can
vary in terns of dialect, tribe, religious beliefs, and
class levels, resulting in a distributed cognition, or a
thinking that is distributed across an entire group of
peopl e beyond one area, block or city. The following will
suggest who conprises the conmmunities in each ethnic
mnority group.

Lati nos

Latinos, al so known as Hi spanics, have a popul ati on that
now reaches nore than 37.4 nmillion in the United States.
According to the U S. Census (2000) 66.9 percent of Latinos
are of Mexican ancestry, a population that includes U.S. -
born Mexi can Anericans (al so known as Chi canos) whose

fam |lies nmay have been in the Sout hwest for nany
generations, as well as many recent Mexican inmrgrants
(Tatum 1997). Central and South Americans nake up 14.3
percent and Puerto Ricans nake up 8.6 percent of the Latino
popul ation while 3.7 percent are of Cuban ancestry. The
remaining 6.5 percent are of other Hispanic origins.

The Latino comunity is unique inits diversity, and in the
relatively young age of its nenbers. These factors are
critical to understanding the comunity, over and above
reasons that nenbers of the comunity may have inm grated
into the United States. Wiile the majority of U S. society
is growing older, the Latino conmunity is grow ng younger
Its rapid growth and younger age can be attributed in great
part to imrigration. According to the | atest census,
Latinos are now the largest minority popul ation, conprising
13 percent of the population (37.4 mllion), and accounted
for half of the nations popul ation growth between 2000 and
2002. It is a young popul ation, form ng households in
nunbers sinilar to rates associated with the baby booners.

Afri can-Descent and/or Bl ack Anericans

Afri can-Descent and/or Bl ack Americans constitute
approximately 36 nillion people in the United States or 13
percent of the civilian noninstitionalized popul ation. This
popul ation al so consists of African Carribbeans, African

H spani cs and Africans-second generations. This does not
include the additional 2 million people who identified
thensel ves as nmultiracial in the 2000 census, or who
identified thensel ves as being black and at | east one other
race.

The majority of blacks - close to 19 nmillion - live in the



Sout h, which saw its black population increase by 3 mllion
peopl e since 1990. Ten southern states now have bl ack
popul ati ons exceeding one nillion nenbers. Texas,
California, and New York each have bl ack popul ations
exceeding two million nenbers.

The overwhel ming majority of Americans of African ancestry
are descendants of slaves, who were forcibly brought from
western Africa to the Anericas during the 18th and 19th
centuries. In addition, since the end of Wrld Var Il, a
significant nunber of people of African ancestry have
immgrated to the U S. fromthe Cari bbean and Africa. Due
to the unique conditions posed by slavery, nany African
Anericans cannot trace direct cultural ties to African
ethnic groups (Franklin and Moss, 1988)

The Bl ack popul ation grew at a faster pace between 1990 and
2000 than the total U.S. population, and tends to be
younger, nore concentrated in the South and in centra
cities than the majority popul ation (MKi nnon, 2003).
However, the population is made up of nunmerous cultura

vari ations.

Asi an Anericans and/or Pacific |slanders

Though Asian Anericans and/or Pacific Islanders do not
constitute a large proportion of the U S. popul ation
according to the US Census report (2003), there are 12.5
mllion Asians (4.4 percent of the U S. popul ation) and
nearly 900,000 Pacific Islanders (0.3 percent). Asian
refers to those having origins in the Far East, Southeast
Asia or the Indian subcontinent, including Canbodia, China,
I ndia, Japan, Korea, Ml aysia, Pakistan, the Philippines
I sl ands, Thail and, and Vi et ham Pacific Islander refers
to those having origins in Hawaii, Guam Sanopa, or other
Paci fic Islands.

Asi ans and Pacific |Islanders tend to be concentrated in the
West, but they are nuch nore urban than other non-Hi spanic
White comunities. Ninety-five percent of all Asians and
Pacific Islanders live in netropolitan areas.

Al though cultural ties exist anong the different AA/P
communities, it is inportant to recognize the differences
anong the groups. Asian Anericans and Pacific |slanders
represent very diverse populations in terns of ethnicity,

| anguage, culture, education, incone |evel, English
proficiency, and sociopolitical experience. As many as 43
different ethnic groups make up the Asian-Anerican group
and the majority were born overseas (Lee, 1998). Their
popul ation is projected to growto 20 nmillion by the year
2020. Asian Anericans and Pacific Islanders, as groups,
speak over 100 | anguages and dialects with an estimted 35
percent living in linguistically isolated households. It is
reported that no one age 14 or ol der speaks English very
wel |l (President s Advisory Conmi ssion on Asian Anericans
and Pacific Islanders, 2001).

Ameri can | ndi ans and Al aska Nati ves



The popul ation of Anerican Indians and Al aska Natives
totaled 4.1 mllion in the 2000 Census. This represents
nore than 560 different cultural comunities federally
defined as sovereign entities, in which the United States
has a governnent-to-governnent rel ationship (Tatum

1997). Anerican Indian or Al aska Native describe

i ndi vidual s whose origins are in North and South Anmerica
(including Central Anerica) and who naintain tribal
affiliation or comunity attachment. There are an estinated
200 Native groups that are not recognized by the U S
governnent. Each of these cultural comunities has its own
| anguage, custons, religion, econony, historica
circunstances, and environnent (p. 144).

The majority of the federally recogni zed Anerican Indians
live in the southwest. Over half of the population |ives
in urban areas to be near jobs and schools. Too narrow a
focus on cultural differences that exist between the Indian
and nonlndian cultures may tend to obscure other inportant
di fferences that exist between Anerican-Indian Tribes.
Because there are over 250 different | anguages spoken
within the community - custons, including patterns of child
rearing; attitudes towards health and illness; fanily
structure and roles vary widely fromtribal group to triba
group. This is true even for tribes within the same

geogr aphi c region, such as in Cklahoma, which hosts 38
different tribes and the largest Indian population in the
United States. Varying levels of acculturation, urban
versus rural lifestyles, and interracial narriages are sone
factors that contribute to diversity in this population

The history of Anerican Indians includes a variety of Anglo
intrusions into American-Indian society, including through
systens that have influenced traditional tribal systens of
education, law, and religion

UNDERSTANDI NG COVMUNI TI ES OF COLOR

Internal Conplexities

How do you sort people? Attenpts to comruni cate suicide
prevention and intervention nessages to diverse popul ati ons
can be conplicated. Wiat are the primary constructs? Do
we consider color of skin, shared heritage, cultura
beliefs, and religious beliefs?

In fact, there are various belief systens, religions
practices, and behavioral patterns that nust be considered
for each ethnic population. Because suicide prevention and

intervention initiatives focus on behavioral change - i.e.
devel oping practices to mnimze suicidality - the prinmary
construct should be behavioral. It is inportant to be

clear of the targeted behavior to be changed, and to
under st and what controls such behavior, such as attitude,
perceived norns, or personal agency (1OM 2003).



Where community or cultural history and experiences drive
behavior, it is necessary to be aware of the fact that one
ethnic comunity nay have nmany di stinct populations with
various historical relationships to the United States. For
exanpl e, Mexican Anericans have a different history than
Puerto Ricans or Dom nicans. The sane is true of nultiple-
generation African-Anericans descended from U. S. residents,
and those descended fromrecent African inmmgrants. Sone
di verse popul ati ons were incorporated into U S. society
against their will, such as Mexi can Anericans, African
Aneri cans, and Anerican Indians, while other groups were
not, such as African Caribbeans, Doninicans and

Ni caraguans. Wil e reducing populations to race or ethnic
background can be insensitive, it can also linmt the
ability to recogni ze unique histories within a popul ati on,
which in turn can underm ne the effectiveness of strategies
to reach diverse comunities

One of the major defining issues within groups is

accul turationan appreciation for (and contact with) the
domi nant culture and a formof assimlation. Wile nost
ethnic groups work at assimlating with the donm nant
culture, and are encouraged to do so because it hel ps

mai ntain positive relationshipsnore attention needs to be
focused on conflictive issues that devel op once
acculturated. For exanple, many individuals in certain
groups who are proficient in English tend to disassoci ate,
or |l eave behind, famly nmenbers who are not. This can |ead
to loss of fam ly bonds and support. Simlarly, studies
have shown a correl ati on between acculturation and el evat ed
sui ci de rates anong young black males (Wllis, et al

2003). The lack of a strong sense of identity in relation
to the domi nant group can becone a key risk factor for
sui ci dal behavi or. However, this is not found to be true
for U S. born Mexican Americans conpared to those who are
Mexi can- born (Sorenson and Gol di ng 1988).

Because an individual is froma diverse popul ati on does not
mean that he or she is not socially conpetent in nore than
one culture. Nor does it nean he or she is not confortable
with the majority culture. Bicultural and accul turated

i ndi viduals m ght be served in the same nmanner as majority
participants, but preventive interventions for suicidality
could be tailored to neet the needs of those who are |ess
fluent with the majority culture, as suggested by sone
researchers. For exanple, it could be argued that poverty
and | anguage prevent conmmunities frombeing faniliar with
and proficient within the dom nant culture

Health Statistics and Suici de Rates

Table 1 Percentages of 10 | eadi ng causes of death by
race, both sexes, all ages
(2000)

Bl ack (% Lati nos (% Asian (%
Anerican Indian (%
Di seases of heart 27 24 26 22



Mal i gnant Neopl asm 22 20 27 17

Cerebrovascul ar Di sease 07 06 10 05

Chronic lower respiratory 03 03 04 04

Acci dents/unintentional injuries 05 09 05
12

Di abetes nelitius 05 05 04 06

I nfl uenza and pneunonia 02 03 04 03

Homi ci de 03 03 -- --

Nephritis 03 -- 02 02

Sui ci de - - -- 02 03

Human | munodef Virus(H V) 03 -- -- --

Chronic liver disease -- 03 -- 05

Certain conditions perinatal period -- 02 02

The aforenentioned statistics are based on general race
categories with the understanding that H spanics can be of
any race, but are included in the charts as a separate
category. Thus, froma statistical point of view, we are

| unpi ng groups of people together blindly wthout
respecting the conplexity within the broad categories of
Asi ans and Asian Anericans, Africans and African Americans,
Lati no and Hispanics, and American |ndians and Al askan
Natives. The statistics do not capture the conplexity that
ari ses when conparing sub-communities. Devel opi ng exact

i nformation that describes the various sociocultura
processes of each ethnic category is a challenge at best.
In fact, some research indicates such information cannot be
fully devel oped at the present tine because the

ci rcunst ances under which diversity matters wthin diverse
popul ati ons cannot be determined (I1OM 2002).

Lati nos

There has been little research on suicide in the Latino
community. As a result, statistical data necessary to
under stand sui cide anong Latinos is limted. In 2001

Lati nos had a suicide rate of 5 per 100,000 conpared to
over 19 per 100,000 for Whites. However, in the 2003 Youth
Ri sk Behavi oral Surveillance System Latino students (10.6
percent) were nore likely than Wite students (6.9 percent)
to have reported a suicide attenpt. Al so, Latino students
were nore likely to have nade a suicide plan (17.6 percent)
than White nales (16.2 percent). Latino fenal e students
(5.7 percent) were significantly nore likely than white
fermal e students (2.4 percent) to attenpt suicide and
require nmedical attention

Researchers have found that anobng Latinos with nental

di sorders, fewer than 1 in 11 contact nental health
specialists, while fewer than 1 in 5 contact general health
care providers. Anpbng Latino immgrants with nental

di sorders, fewer than 1 in 20 use services from nental
health specialists, while fewer than 1 in 10 use services
fromgeneral health care providers (Mental Health, 2001).

One study found that 24 percent of Hi spanics with
depression and anxi ety received appropriate care, conpared
to 34 percent of Wiites. Another study found that Latinos
who visited a general nedical doctor were less than half as



likely as Wiites to receive either a diagnosis of
depression or antidepressant nedicine.

Afri can- Descent and/or Bl ack Anericans

The rate of suicide anong African Americans has
historically been Iower than that of Wiites, however, the
rate of suicide anong young Bl ack nmal es increased
substantially from2.1 to 4.5 per 100,000 in the 1980s.
The suicide rates increased the nost for Blacks 10 - 14
years of age (MWAR, 1998). The trend reversed in the nid-
1990s, and the suicide rate anong young African-Anerican
mal es aged 15 - 24 years has steadily declined since
1994, The suicide rate for African-American wonen has
been 2 per 100,000 for the past two decades. African
Aneri can wonen have the |owest rate of suicide anong al
ethnic groups in the United States.

Asi an Anericans and/or Pacific |slanders

Current data on suicide in Asian Anerican comunities

i ndicates rates of 5.5 percent for all age and ethnic
subgroups (Ml ntosh, 2002). However, the data nay be
underreported, as it is calculated on the total Asian-
Aneri can popul ati on, whereas suicide may be prevalent to a
greater degree in particular ethnicities within the Asian-
Anerican category. For instance, suicide rates in a 20
year span (1970 - 1990) rose 54 percent for Japanese

Aneri can teenagers and 36 percent for Chinese-Anmerican

t eenagers (Ridgon, 1991).

In 2000, suicide ranked as the second | eadi ng cause of
deat h anong Asian and Pacific |Islander nales ages 15 - 24
in the United States, according to the 2002 National Vita
Statistics Report. Asian-Anerican wonen ages 15 - 24 have a
slightly higher rate of suicide than Wites, Blacks, and

H spanics in the sane age group. Asian-Anerican children
and adol escents are considered by nental health providers
to be highly prone to depression

In a national survey, 30 percent of Asian-Anerican girls in
grades 5 - 12 reported suffering from depressive synptons.
Al so, Asian-Anerican girls reported the highest rates of
depressive synptons conpared to White, Black and Hispanic
girls (Chung, 1998). Asian-Anerican teenage boys were nore
likely than their Wiite, Black, and Hi spanic peers to
report physical or sexual abuse. Asian-Anerican children
received less nental health care than Wites, Blacks, and

H spani cs (Ku & Mantani, 2000).

Ameri can | ndi ans and Al aska Nati ves

As in the general population, injuries account for 75
percent of all deaths anbng American

I ndi ans and Al aska native children and youth. During 1989
1998, injuries and viol ence

were associated with 3,314 deaths anong Al/ AN yout h under
19 years of age. Mtor vehicles

were the | eading cause of death, followed by suicide
hom ci de, drowning, and fires.



Death rates of all causes were higher anbong nmal es than
fermal es. Prevention strategies

shoul d focus on the | eading cause of injury-rel ated deaths
in each Al/AN conmunity, such

as notor-vehicle crashes, suicides, and viol ence (MWR
2003). Anerica Indians have the

hi ghest rate of suicide anong all ethnic groups in the
United States with a rate of 14.8 per

100, 000 reported in 1998. Rates were highest in Tucson
Arizona and Al askafive to seven tines higher than the
overall U S. rates. The Aberdeen region, which covers
Nort h and Sout h Dakota, Nebraska, and |lowa, al so registered
simlarly high suicide rates

Model s of Health and |11l ness
Conmunities of color and their sub-communities view

distress differently, and in ways that are nonwestern in
perspective. Wiat are sone of the factors that lead to

mental wellness and ill ness?

Lati nos

There is a stigna attached to nental illness in the Latino
community. 1In fact, while physical illness in the Latino
community is culturally acceptable, nental illness is not.

Lati nos often describe physical synptons to express nenta
di stress. Consequently, many nental health problens are
treated in mainstreamhealth clinics and hospitals. They
are often |l abeled with somatic conplaints. Cultura
nodal i ties, such as Penas, sustos, or nalo are accepted
within the culture to express extrenme pain and distress.
These conditions are often conbined with physical pain as
wel | .

G ven that individuals fromdifferent cultures nmay have
different views of nental illness, their views of treating
mental illness may al so vary from mainstreamcul ture
Oten, non-Western cultures rely on nore infornmal neans of
treatment, including reliance on healers instead of
physicians. In the Latino culture Curanderos or
Spiritualist Folk Healers are often preferred to nedica
doctors. Congress and Lyons wite that the use of
Curanderos is nore consistent with the Latinos holistic
view of the m nd and body as one. The use of herba
treatnents instead of, or in addition to health care
treatment is another phenonenon in Latino culture. Culture
hi ghly influences perceptions about nental illness.

Afri can- Descent and/or Bl ack Anericans

The psychol ogy of African-Anericans, as represented
in nodel s of nmental health, has undergone various stages of
devel opnent over the past 100 years. There are two nain
nodel s that have been used to explain the psyche of blacks
inferiority nodels and deprivation/deficit nodels. The
common thread of these nodels is one of European
superiority (Wite and Parham 1990). Africans and African
Aneri cans have historically been viewed in all aspects of
hunman life as |l ess than their European counterparts



Psychol ogi cal stress and difficulties were viewed by the
dom nant culture nmainly as arising out of the inpact of the
culture and deficits of the individual. For Europeans the

i npact of the individual s personal and/or famly nedica
history was taken into consideration when assessing
psychol ogi cal stress and difficulty (p.10).

In nore recent tines, nental health professionals have
provided alternative ways of viewing the nental health of
African Anericans. Specifically, they have exam ned the

i npact and inposition of European culture on what is
traditionally considered African-Anerican culture and
African heritage. In this light, the danage that was done
by destructive social forces of the slavery experience was
deened to be harnful and pervasive to the nental well -being

of people of African descent. |In addition, ongoing racism
that arises fromconstant discrinination can bring forth
| ess than optimal well-being or nental illness. This

process | eads to dehunmani zation, deculturalization

and despiritualization. Therefore, understanding suicide
fromthis context places internalized oppression and
discrimnation as the central culprits that can lead to
depression and suicide. Interventions to address these
probl ens shoul d focus on addressing the inpact of

i nternalized oppression and discrinination on the affected
i ndi viduals and the African-Anmerican conmunity at | arge,
and shoul d be ethnocentric in nature.

Asi an Anericans and/or Pacific |slanders

Traditional forns of nedicine in nobst Asian countriese.g.,
Ayurveda in India and Chinese Medicine in China - increases
the likelihood that Asian-Anerican immgrants will continue
to use a mixture of traditional and nodern nedica

practices for the treatnent of various illnesses. In
traditional nedicine, there is no separation of mnd and
body. Therefore, nental illness often nmanifests itself

wi th physical synptons. This presents significant
chal l enges to the health care provider who nust understand
the psychosomatic origins of various synptons and provide
adequate care. Further, nental illness is often perceived
as mani festations of evil, consequently a nentally il

i ndi vidual runs the risk of being | abeled a bad person
This lack of understanding notivates nany individuals and
famlies to hide the synptons of nental illness and del ay
seeking appropriate help until they are in a state of acute
ener gency.

Ameri can | ndi ans and Al aska Nati ves

Anerican-Indian Tribes and Al aska Natives now have the
opportunity to run prograns for their comunities that have
typically been nanaged by the Indian Health Service and the
Bureau of Indian Affairs. Many tribes have al ready
exercised this option, which they consider necessary to
address specific cultural needs. However, sone tribes
still prefer to let the federal agenci es nanage services
related to health and educational needs. The self-

determi nation efforts have yet to be eval uated, but the

cul tural aspect of services can be inplenented based on
each tribes preferences.



It is argued that subsequent generations of American

I ndians suffer froma response entitled historica

unresol ved grief (Brave Heart & DeBruyn, 1998).

Cenerations of American |Indians have a pervasi ve sense of
pai n from what happened to their ancestors, and have

under gone i nconpl ete nourning of those |osses. d oser
exam nation of suicide studies reveals inplicit unresol ved
fixated, or anticipatory grief about perceived abandonnent,
as well as affiliated cultural disruption (Berlin, 1987;

d aynore, 1988).

The assimilation of Anerican-Indian children into a society
that is not their own has had a trenendous inpact on triba
structure. Every Anerican-Indian child who becane educated
had to repudiate nuch of his or her own cultura

background - even though it was clear to the governnent
that the benefits of Wiite civilization were not, even when
accessi ble, consistently preferred by Anerican |ndians. For
exanpl e, parenting skills that woul d have been | earned
within the fanmily structure were lost. |In addition, native
| anguages were soon forgotten, naking conmmunication wth
elders difficult or inpossible. Although it is not
possible to quantify all of the changes that have occurred
anong the tribes, one thing is certain - major changes have
taken place anong the tribes that have survived.

Anerican Indian comunities face nmany social and econonic
probl ens, including suicide. The profound grief related to
the loss of a loved one is nmade somewhat easier in the
Anerican Indian cotmmunity because the entire comunity
unites to nourn the loss, and to support the survivors.
Native Anericans are now nore open to research carried out
in their communities, provided they participate in the
interpretation of research findings.

Causal and Contributing Factors of Suicide in Mnority
Popul ati ons

Rol e of Inmigration and Accul turation

. Accul turative stress results fromthe adjustnents
and conflicts that are inevitable when nmigrating to a new
country.

. This stress has been correlated with psychol ogi ca
di sorders, |lowered self-esteem isolation, and changes in
appetite and behavi or (Roysircar-Sodowsky & Maestas, 2000).
. Accul turative stress has been significantly

associ ated with depression and suicidal ideation in
mnority coll ege students (Jha, 2001).

Sense of Alienation and Marginalization

. Barriers to treatnent anong Hi spanics are often
created because of their inability to speak English.
. Attitudes that reflect alienation fromthe majority

and a sense of marginalization are associated with

i ncreased depression and, thereby, suicidal ideation in
i mm grant and Anerican-born ninorities.

. Takahashi and Berger, (1996) indicated that an



i ntense desire anong Japanese to belong to a group, or to
becone a part of the establishnent may be associated in a
hi gh nunber of Japanese suicides. Wile this tendency nmay
protect individuals fromisolation on one hand, individuals
who do not fit in the groups tend to feel ostracized and
suicidal on the other

. Per haps what is uni que about Asian-Anmerican suicide
is how the perception of isolation froma group affects an
i ndi vi dual s enptions and behavi ors.

Rol e of Raci sm and Prejudice

. I ndi vi dual s who experience raci smcan suffer from
feelings of self-consciousness, difficulties in

rel ationshi ps, and isolation (Poussaint and Al exander
2000; Root, 1992; Bush, 1978).

Approaches to Intervention

There are a nunber of approaches we can exanine to gain a
better understanding of the different suicide intervention
strategies required for different ethnic groups. In fact,
sonme groups have nore devel oped strategi es than others.

Lati nos

One of the main barriers within this culture is | anguage.

I ntervention cannot occur w thout communication. W al so
cannot address unique cultural challenges associated with
suicide if they are not understood. Because translation is
critical, a standard interpretation of technical |anguage
relating to suicide is necessary. Furthernore, because

| anguage relates to nuch nore than words, the
interpretations nust translate the cultural concepts and

i deas associated with suicide to in a way that captures the
conmunity s core principles.

For exanple, a video was used in one hospital energency
roomto help explain treatnment available for Latino fenales
who attenpted suicide. The video served as an effective
intervention tool, and was designed to inprove adherence to
out patient therapy, including utilization of staff and
fam|ly therapy. The video resulted in |ower rates of

sui cide reattenpts and suicidal reideati on anong adol escent
Lati no fenal es (Rotheram Borus, 2000).

Afri can- Descent and/or Bl ack Anericans

The cultural dynamics in this popul ation show an increasing
set of problens, including unenpl oynent, delinquency,

subst ance abuse, and teenage pregnancy, in addition to
sui ci de, and especially anong young Bl ack mal es (G bbs
1984). For this reason, a variety of prinmary or universa
prevention prograns are needed that focus on: (1) better
secondary education, (2) enploynent, (3) sex education and
fam |y planning, (4) delinquency prevention, and (5) drug
prevention and counseling (Lester,1998). G bbs (1997) al so
notes that it is critical to increase life options for

bl ack youthespecially mal es by raising high school



graduation rates and inplenenting job training prograns.

O her successful strategies for early intervention include
i ncreased use of nmental health clinics in inner cities and
school prograns to help establish strong coping skills. In
addition, nmental health workers and school personnel need
to recogni ze the effects of racismon blacks, and be aware
of perceiving paranoia or over diagnosing schizophrenia

in African Anericans. Counselors need to becone familiar
with social agencies and resources in inner cities and
becone acquainted with black culture beyond such things as
nmusi ¢ and food to incorporate behavior and attitude. It is
also critical to involve Black role nodels in these
preventive intervention progranms, and in the treatnment of

Bl ack suicidal patients (Lester, 1998).

Strategies should al so involve treatnment availability and
det ermi ni ng whi ch nedi cations and counseling techni ques are
nost effective for nmanagi ng seriously suicidal individuals
(Lester, 1998). The key here is to develop a cl ose
relationship with the nental health professionals and
facilities within the comunities.

Asi an Anericans and/or Pacific |slanders

There is not enough enpirical research to determ ne

gui del i nes for managi ng suicidality anmong Asian Anericans.
Studies that critically exam ne the efficacy of traditiona
approaches to suicidality anong Asi an Anericans have
focused on comonly noted trends, such as age and gender
di fferences, but have not exami ned differences in suicide
trends between foreign-born and U.S.-born Asi an- Arerican
popul ation. They al so have not focused on such things as
the effect of the length of stay in the United States.
These are crucial elenents that should be addressed in
order to fornulate action plans and provide future
directions for research

There is an urgent need to review and revi se how sui ci de
cases are reported, and how ethnicities are classified and
docunent ed. For exanple, a nunber of suicide victins

regi stered under the O her Asian category in Cook and Du
Page counties in Illinois between 1991 - 2001 were found to
be of Asian-Indian descent. Statistical reports can help
identify high-risk or high-need popul ations and provide
clearer directions of evolving trends, thereby all ow ng
intervention and preventive strategies to target specific
groups and group needs. Furthernore, Asian Anericans have
of ten been grouped together with Pacific Islanders, (e.g.
Hawai i ans, Quanmani ans, Sanpans, etc.) by the federa
governnent for convenience in statistical accounting. There
are najor differences between Asian Americans and the
Pacific |Islanders and between various popul ati ons anong

Asi an Anericans. The need to report data on specific Asian
et hni ¢ groups has been highlighted by nany researchers as
critical to present a nore accurate and conpl ete
statistical picture, and to understand trends (Baker, F.

M 1994; Leong & Lau 2001).

Ameri can | ndi ans and Al aska Nati ves



It is not fully known what types of strategies are needed
to address suicide in American |ndian comunities. However,
a nunber of conplicating factors in enhancing nenta
wel | ness nust be addressed, such as a high treatnent
dropout rate anong Anerican Indians and a hesitancy to
enter treatnment. These problens are rooted in a historica
di strust of the majority population to a | arge degree, and
to the shortage of Anerican Indian health providers

(Ki ndya, 2003). Because of the sovereignty of Native
Anerican Tribes, it is essential to work with the

| eadership of the community to conduct suicide prevention
research. But the benefits to the conmunity nust be nade

cl ear before Anerican-Indian conmmunities will agree to such
research, and community nenbers nust be engaged as active
menbers of the research team (Fisher, et al., 1998).

One successful programincluded coll aboration between the

I ndi an Health Service, the Centers for Disease Control and
Prevention, and the University of New Mexico to support an
adol escent suicide prevention programinpl enented by a
smal | Western At habaskan Anerican Indian tribe in rural New
Mexi co. This was a nulticonponent program based on the idea
of youth natural hel pers who were trained to respond to

ot her young people in crisis, to notify nmental health
professionals, and to help provide health education in
school s and the community. O her program conponents

i ncluded outreach to fanilies follow ng a suicide or
traumati c death, i mediate response and foll owup for
reported at-risk youth, conmunity education about suicide
prevention, and suicide-risk screening in nental health and
soci al service prograns. Evaluation data showed a
reduction of suicidal acts (suicide and suicide attenpts)
in the target popul ation after the program was i npl enent ed.

The Anerican Indian/ Al aska Native Comunity Suicide
Prevention Center and Network expanded the programto
target all Native-Anerican/ Al aska-Native comunities

t hroughout the country. Adults and youth from various
geographic areas of the country were identified and trai ned
to respond to requests fromconmunities on topics such as
crisis response, devel opnent of suicide intervention and
prevention prograns, data collection, establishing
survei |l |l ance systens, devel oping crisis response teans,
program eval uati on, and conducti ng postvention services
(MWR, 1998).

Anot her culturally relevant intervention program was
adm ni stered to a Zuni Puebl o popul ation in New Mexico
using a social cognitive devel opnent nodel. At the Zuni
Public Hi gh school, a life skills devel opnent curricul um
was structured around seven major units: (1) building self-
esteem (2) identifying enotions and stress, (3) increasing
conmuni cati ons and probl emrsolving skills, (4) recognizing
and elimnating self-destructive behavior, (5) receiving
suicide information, (6) receiving suicide intervention
training, and (7) setting personal and community goals. A
uni que feature and strength of the curriculumwas that it
was specifically tailored to be conpatible with Zuni norns,
val ues, beliefs, and attitudes (LaFronboise and Howar d-



Pi t ney, 1995).
Cul tural Conpetencies Required to Intervene

The basis of this section is to answer the question, who
can intervene within a specific community? The notion of
whet her one is viewed as an insider or outsider is
inmportant, as is the need to codify the role of those who
are best suited to intervene in a conmmunity.

Insiders may include primary health care providers (who
share the patient s cultural and |linguistic background),
community advocates, local alternative heal ers such as
herbal i sts, acupuncturists, and clergy. Insiders can be
those who are viewed as experts or those who have the trust
and confidence of the patient and or comunity.

Qutsiders are generally health care providers who do not
share the patient s culture and | anguage. Qutsiders are
al so those who have difficulty gaining the trust and
confidence of the specific comunity.

Lati nos

The ultimate in cultural sensitivity is to strive to
accept, understand, respect, and affirmthe unique culture
and val ues of each famly. The best way to engage any
famly is to respect and work within their beliefs and

val ues.

. Speak the | anguage and di al ect of the community.

. Be of the sane ethnic and cultural subgroup as the
conmmunity to ensure comobn neani ngs and experiences are
shar ed.

. Be aware that different generations of the sanme
conmmunity may have different primary |anguages. Address
this issue before deciding which |anguage to use for a
specific intervention.

. Enphasi ze that genetic causes of schizophrenia
intensifies feelings of discrimnation. Sone comunities
may feel stigmatized or shaned by seeki ng support.

I ndividuals within the community may be unconfortable with
or mistrust mainstreamfacilities or prograns. They may
see these programs as unresponsive to their needs, or as
threatening to their inmgration status or governnent
benefits.

Afri can- Descent and/or Bl ack Anericans

Sone individuals in certain Black sub-conmunities are
considered, in general, to be classic outsiders when it
cones to the inplenentation of preventive interventions in
the African- Anerican community. Pr of essi onal hel pers or
change agents who are nenbers of the dominant (Wite)
culture are often | abel ed as outsiders, and encounter
barriers to entry into the African-Anerican comunity as a
result (Kaufman, 1994).

Successful suicide prevention strategies in the Black
conmmunity can include (1) political, institutional and



personal neutrality, thus avoiding obligations to a sponsor
or a patron who might pronote bias in observations and
alter ways of behaving; (2) follow the rules or custons

of the Insiders; and (3) identify several key infornmants
who are generally accepted and |iked by other I|nsiders, and
who can advi se, teach and direct the Qutsider in ways of
behavi ng and interpreting events.

According to Kaufman (1994), comunity eval uati on of
actions and interaction by outsiders begins to erode soci al
myt hs and stereotypes conpelling each side to see the other
as fellow hunan bei ngs, while al so guardi ng agai nst
possible rejection. Strategies in interactions are based
on the prenmise that it is inportant to be genuine and to
avoid trying too hard to be accepted.

Sharing personal stories and bel ongi ngs, maki ng comitnents
and creating nutual obligations create a deeper awareness
of one another. Using insider idionatic expressions
develops a formof settling in and signifies the capacity
of the outsider and insiders to relax, enjoy, care for

expl ore and be with each other. For exanple, while the
boundari es of friendship can becone clearer when outsiders
and those in the comunity exchange jargon during |ight
banter, this and sinilar techni ques presupposes
under st andi ng and acceptance, according to Kaufnan.

Anot her barrier identified by Jordan, et al (2001) refers
to the organi zati onal context. They indicate that

col l aboration with community agenci es invol ves specia
chal | enges. These chal | enges center around the fact that
nost Bl ack conmuni ty-based social service agencies

are underfunded, understaffed and overtaxed by the
multiplicity and the severity of comunity needs (M ncy,
1994; Wener, 1994). Therefore, the linted resources
avail abl e for inplenenting interventions inpose actual or
perceived constraints on the efforts and assistance that
conmmuni ty- based agenci es can offer

Jordan, et al., (2001) offer a conprehensive process to
address these barriers. The process has five conponents
whi ch include the foll ow ng:

. Create a foundation for trust.

. Focus on conmunity needs.

. Establ i sh forum for community feedback and
i nvol venent .

. Cr eat e aut onony.

. Hel p train future professionals.

Asi an Anericans and/or Pacific |slanders

Integration of primary health and nental health services
can be beneficial for Asian-American patients who
experience trenendous barriers to accessing nental health
specialists. (Best Practice Mdel: Primary Care and
Mental Health Bridge Programat the Charles B. Wng
Conmmunity Health Center). Research has shown that
integrating nental health services into the prinmary health
care setting can increase access to services, leading to



i ncreased diagnosis and treatnent. Unfortunately, many
primary health care providers are ill-equipped to deal with
mental health issues such as suicide and depression

It is inmportant to recognize that nost cultures do not
clearly differentiate physical, enotional, and spiritua
probl ens, perhaps because this is a Wstern concept.

Descri bing synptons through somatic and spiritua
conplaints may lead to | ess social rejection and | ess |oss
of self-esteem Uilization of conmunity |eaders, such as
mnisters, priest, root healers, herbalists, diviners, and
natural caregivers is key in this situation

Areri can | ndi ans and Al aska Nati ves

Whil e an insider anobng Anerican |Indians and Al aska
natives would typically be a tribal nenber, anyone who is
respectful of those in the community and shows sensitivity
to cultural issues will find acceptance. Qutsiders will be
vi ewed as any other group would view that person. Be
sincere, honest, and ethical. Most service providers wll
be put to the test before trust is earned. Most tribes
and/ or comunities will be provided an orientation as to
what is acceptable for the tribe, but much will be |earned
by being sensitive. This is probably true for all mnority
comunities.

It will typically be assumed in the comunity that
per m ssion has been obtained fromthe comunity or tribe to
provi de services or intervention activities. As a result,
provi ders should always go to the | eadership of the
particular tribe to get pernmission to provide intervention
servi ces

SUMVARY

How do you engage comunities of color and communities that
are culturally different? It is inportant to devel op

know edge of who is in the community and is nost
influential to the particular group you are trying to
reach. Each conmunity is conplex. |If you are trying to
reach Asian Anericans, what exactly does that nean? There
are various Asian-Anerican comunities. Know which groups
are in your community. Does your conmunity consist of
Japanese, Chinese, Canbodi ans, East |ndians, or others?

This phase | project was both difficult and sinple. On the
one hand, it is difficult to sort people and differentiate
sub-comunities. On the other hand, many of the barriers
to reaching mnorities were simlar such as the role of

imm gration and acculturation for sone Asians, Latinos, and
African Caribbeans. Racismand Prejudice were al so shown
to be universal contributing factors anong all four groups.

There are also critical questions associated with race,
ethnicity and culture. Should popul ations be sorted by the
skin color, by religious practices, or by lifestyles?



Getting various ethnic groups involved in traditiona
preventive intervention prograns takes planning.
Programmrers nust (1) know who is in the conmunity, (2)
identify the influential |eaders, (3) create the right
environnent by inviting nmenbers of the conmunity to the
pl anning table and listening to what they have to offer,
and (4) recognize the value of their alternative ways of
preventive intervention procedures.

Furt hernore, individuals who are biracial and/or
assinm | ated nust decide for thensel ves which culture they
will follow when seeking treatnent for nental disorders. Do
they seek treatnent through the system of the donmi nant
culture or do they use the approaches of their ethnic
traditions. And, which ethnic practice should be used for
a nmulti-racial individual, for exanple, one who is part
Japanese, part Hawaiian and part Anerican |Indian? Interna
conplexities are wi despread anong nminority groups and
shoul d be recogni zed and di scussed when approaching a
conmunity of color.

Finally, successful suicide prevention interventions in
di verse conmunities require a sophisticated understanding
of the conpl ex dynam cs of otherness, or feelings

of outsiderness and insiderness. Unless this
understanding is conbined with a deep appreciation of the
political, social and psychol ogi cal phenonena, even very
sincere and well-intentioned efforts to pronbte socia
change or healing are easily thwarted
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