
 

Adding to Knowledge, Promoting Wellbeing and Reducing Suffering  

among Families with Stigmatizing Brain Diseases  

Inside this issue on 
Suicide & Stigma 

 
 
Service Member Suicides  
 .............................. …..4 
 
 
Another Battle for the 
Military ……………...…….8 
 
 
Military Suicide Preven-
tion ……………...…..…....10 
 

Three Stigma Scenarios 
……………………...……..12  
 
 
NAMI Information 
………….………………...14 
 

One Life Saved--How the Sandhills Call Cen-
ter Averted a Suicide in Progress 
                                                     by Ed Squire 

 
On October 3rd, I visited a Call Center to learn how it responded to 
emergency, urgent and routine calls related to mental/ brain illnesses. 
Here staff screen, triage and make referrals for consumers who seek 
help with their brain diseases / mental illnesses, e.g. finding a provider, 
assistance with a search for housing, etc. This Call Center is an integral 
part of Sandhills Center, an entity more officially known as Sandhills 
Center for Mental Health, Developmental Disabilities and Substance 
Abuse Services. It occupies two buildings on Seven Lakes Drive near its 
intersection with Route 211.   
 
I have driven by the Center on countless occasions, but until making 
two visits earlier this year, had little idea as to the scope and im-
portance of the work carried on there.  As a result of these visits, I am 
no longer able to pass the Center without being reminded of its staff’s 
expertise and how quickly and decisively they can respond when the 
most emergent of calls comes in over telephone line, 1-800-256-2452. 
About two emergent calls come in each day and staff remains ready to 
respond 24 hours per day, 365 days per year.   
 
This case is about  a 42 year-old man, whom I will call Zeke. (For as Z is 
the last letter of the alphabet, so too without speedy intervention, he 
would have phoned on the last day of his life.) Zeke was an older, non-
Hispanic white male (all of which are risk factors.) Indeed he came so 
close to killing himself that a matter of mere minutes separated him 
from being a completed suicide. Instead, he was rescued in the process 
of attempting to hang himself.  
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Staff remains ready to respond 24 hours per day and 365 days per year. 

 

Outside of a hospital or prison situation, I’ve never heard of a case of hanging that was “averted” so close to its intend-
ed goal. “Averted” it was, with a call lasting a mere eight minutes. During these eight minutes, while screeners ob-
tained his phone number and his physical address, they then expeditiously routed his call to the triage staff, who 
placed his call on speaker phone in order to confer as they responded to his despair, assessed his immediate intention 
to take his own life and how he was going to go about it.   
 
Concurrent with this conversation, the staff notified the local police. At this point the call became a conference call that 
permitted both to work together to circumvent his efforts to kill himself. The result was the surprising ability to inter-
rupt his attempt to do so with a rescue that came close to being the last moments of his life.                  
 
To obtain further details as to how Zeke’s suicide was averted, I met with Gene McRae, MSW, LCAS, Supervisor of the 
Center, Harold Picket RN, BSN, Kiyoka Watkins, MSW, LCSW, LCAS and Bob Hill, MSW, LCSW,  and from them I learned 
how the chain of events had proceeded that day beginning with Zeke’s despairing last minute call.  Harold and Kiyoka 
told me what they learned was that Zeke had positioned himself on a ladder that was leaning against the branch of a 
tree outside his trailer. There he had looped a dog chain around his neck and was threatening to jump once he finished 
the cigarette he was smoking and the beer he was drinking.  
 
The excerpted paraphrased dialogue below shows the Center’s part in saving Zeke’s life by stalling his efforts to kill 
himself even as he came close to jumping off the ladder and into mid-air.  An attempted suicide was thus narrowly 
averted even while the attempt was in progress.   
 
With Harold, Kiyoka and Bob’s assistance, I was able to listen to a recording of this crucial phone conversation.  What I 
learned appears below in the form of paraphrased summary of the dialogue that Zeke had with the three of them. 
 

Zeke: “I can’t live this way anymore. No one wants to help me. You don’t know what it is like to walk in my shoes. Society 

sucks. I’ve applied for jobs, been through vocational rehabilitation. They say they want to help you, but they really don’t. What 

the hell do I have to live for?” 

 

Center “You have a lot of options. What are you doing now?”  

 

Zeke:  “I am standing on a ladder. I’ve got a chain around my neck.  I’m going to jump once I’ve smoked this cigarette and 

killed this beer. I’m about 2 minutes away from having finished this cigarette.   

 

Center:  “Can you get down off the ladder?”  [At this point, the police were called and the conference call ensued.]  

 

Zeke:  “No! I don’t want to be saved.”  

 

Center:  [Stalling] “Light another cigarette.” 

 

Zeke:  Don’t play Pollyanna with me. “Two more swallows and I will have killed this beer.” 

 

Call Center: “Get another beer.”  

 

Zeke:  “Nope.” 

 

Zeke: Someone’s here; I’m going to jump.” 

 

Call Center:  “Don’t do that.” 

2 
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With that, Zeke jumped off the ladder and the telephone call was lost as the phone went dead; as he would have 

been within mere moments. What Zeke had heard was the arrival of a patrol car. When the police reached his body, 

they immediately had to elevate it in order to loosen the chain.  Zeke had failed in his attempt to be a completed 

suicide because he had not jumped from high enough on the ladder to break his neck and was only partially asphyx-

iated by the time the police arrived. 

  

Comment:  Eighty-seven to 98% per cent of suicides are associated with the diagnosis of a brain / mental illness. 

One of these, major depression, is associated with 30% of suicides and,  therefore, it may be viewed as an illness 

subject to periods of worsening that may truly be life-threatening. Despite affecting 6 percent of the U.S. population 

(equivalent to 17.6 million people), as many as 66% of those with this diagnosis (12 million) do not realize that 

they have a treatable illness, and, therefore do not seek treatment for it. They experience  unrelieved suffering but  

even among those who do seek care, only 50% (6 million) will receive any treatment at all. Among those who are 

treated, only 20% (1.5 million) will get therapies consistent with the practice guidelines promulgated by the Ameri-

can Psychiatric Association. These figures thus mean that a mere 9% of the 17.6 million adults with major depres-

sion are likely to receive appropriate care. 

 

Furthermore, in a large Canadian study, 24% of those who made suicide attempts reported either not receiving 

care or not knowing that they were in need of it. Thus absence of treatment plays a larger role in completed suicide 

attempts than does the failure of treatments for major depression.  Therefore, if suicide rates are to be successfully 

reduced better surveillance, screening, diagnosis and treatment must be realized. Otherwise, many patients will 

continue to go undetected, undiagnosed, untreated or inappropriately treated.   
 

   

Questions Related to Major Depression and Suicide  
(From the Article “One Life Saved….”) 

Question 1. 

Among patients with major depression who take their own lives . . .  

 A. As many as two thirds have not sought treatment. 

 B. Most patients are receiving treatment at the time of their death. 

 C. Many are not treated appropriately.  

 D. A and C above are both correct 

 E. None of the above.  

  

Question 2.  

The suicide rate is higher for  . . . 

  

A. Males than females.    

B. Younger than older persons.    

C. Non-Hispanic Whites than Blacks.  

D. A and C 

E. None of the above. 
 

Answers on page 9 



 

 

This soldier served honorably for over two decades and deployed to Iraq as a First Sergeant. While out 
on a meet-and-greet patrol in Iraq, he suddenly stepped out of his vehicle and swore loudly.  He then 
shot himself with his rifle and died. At first, his fellow soldiers scrambled to find the sniper who may 
have fired the shot. When they realized the truth, they were bewildered. “That’s not First sergeant.” 
His driver, who witnessed his death later told investigators; “Never!” His family also felt completely 
shocked as he had no history of mental health issues. However, as his parents and wife accumulated 
documentation from the investigation into his death, it became clear that the First Sergeant leadership 
demands, his physical injuries and his hidden psychological wounds all collided with the unrealistic stoi-
cism of a very dedicated solder.  He left behind his wife and two sons.  

 

Comment:  One of many for whom the cause is inexplicable at the time of the suicide 
and only becomes apparent in retrospect.  
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Suicide Scenarios of Service Members  

Who Took Their Own Lives 

                                  
Taken from the Final Report of the Department of Defense Task Force for Prevention of Suicide among 

the Armed Forces (August 2010) 

Age:  40 
Rank / Occupation:  First Sergeant / Infantry 

Age:  40 
Rank / Occupation:  Gunnery Sergeant / Rifleman  

Just a month before he took his own life, this Marine helped stop one of his own Marines from com-
mitting suicide.  He saved that Marine’s life.  After his return from Iraq where more than 12 people in 
his unit were killed, including the commanding officer, his wife shared that he never spoke of anything.  
When she tried to talk about his behavioral changes – sleeping more, not showering—he insisted, “I’m 
a Gunny; I’m fine.” Soon after, he hung himself.  His wife believed that the stigma surrounding behav-
ioral health care played a major role in keeping her husband from seeking the help he needed.  

Comment:  A tragic irony—he saved another, but could not save himself—with stigma 
again seeming to play a lethal role in his death. 
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Following two tours in Iraq, this Petty officer struggled with anxiety and depression.  Six weeks after 

ending his 6-year enlistment and release from active duty, he decided to stop taking his medication for 

depression.  He was subsequently checked into a hospital for treatment and then was released. He 

then went into a downward spiral that no one saw coming even after his inpatient stay.  In a state of 

desperation he ended his own life. 

Comment:  We don’t have the details to know what signs may have been missed and if 
he again stopped his medications. It’s conceivable that he had grown so disorganized 
that keeping up with them no longer proved possible, or he may have come to the con-
clusion that he did not need medications any longer.  

 

This Airman enlisted in the U.S. Air Force a month after he graduated from high school where he was 

voted “Most Likely to Succeed.”  After basic training, he volunteered for his first deployment.  During 

the deployment, he relayed to his family that he felt wholeheartedly in the good the U.S. military was 

doing in Afghanistan, but that the horrors of war were overwhelming to him personally. 

 

On May 3, 2010, this airman shot himself in Khyber, Afghanistan.  According to his family, “so he would 

never again be responsible for the loss of another life.”                           

Comment:  He communicated with his family but not mental health / behavioral staff 
assigned to his unit, something that might have saved his life. He may have been re-
sponsible for calling in close air support during fire fights and thereby witnessed the loss 
of life and devastating injuries that occurred as a result. He’s another example in which 
a serious mental illness is untreated at the time of his suicide.      

Age:19 

Rank / Occupation:  Airman First Class / Combat Communications 

Service Branch: U.S. Air Force 

Age:  29 
Rank / Occupation:  Petty Officer Second Class / Helicopter Combat Support 
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This solider took his own life while stationed in Europe in his first assignment after being commis-

sioned.  All communications from him prior to his death indicated that the source of stress in his life 

was this new assignment and the transition it involved. According to his family, he had no strong lead-

ership to respect or follow.  He was the product of Army training yet was reprimanded there for not 

knowing his job better.  His mother said, “My son joined the Army after graduating from college. He 

scored at the top of his Officer Candidate School Class and was an honor grad in the Adjutant General 

Basic Officer Leadership course, and received numerous awards during training.” Despite this level of 

achievement, he expressed to his family that he felt unprepared for and overwhelmed by, his work. His 

family said, “His death is, to us, an irreparable loss.” 

 
 

Comment:  This may have been an example of a deadly command climate with no en-
couragement to seek help. The reprimand may have triggered his suicide.  

Age: 23  

Rank / Occupation: Second Lieutenant / Adjutant General 

Service Branch: U.S. Army 
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Fellow senior officers said he “was a remarkable officer with a reputation for excellence and tremen-
dous love for his Airmen and his family.”  One of the tragic aspects of his death is that we are unlikely 
to ever fully understand his actions that evening.” The General is survived by his wife, a college-age 
daughter, and a teen-age nephew he was helping to raise.  The family felt they were unable to provide 
valuable input into the investigation and little was shared with them after the investigation, causing 
further secondary trauma to loved ones.  A statement released by the family expressed sadness and 
lingering bewilderment at his passing. “To lose him as a leader is immense; to lose him as a husband, 
father, brother, and son are immeasurable.”  
 

Comment:  Though suicide among General Officers is rare, this instance may make the 
same case as others in that it demonstrates a reticence to seek help when needed, an 
admission that he may have perceived as being unacceptable for a General Officer. Then 
too, unless seen outside his unit or with a civilian psychiatrist, stigma and privacy issues 
may also have been deterrents.     

Age: 45  
Rank / Occupation:  Brigadier General/ Flag Officer 

Service Branch: U.S. Air Force 

Service Members Who Took Their Own Lives, Con’t 

 

This soldier was 28 years old and had completed multiple deployments.  He suffered from post-
traumatic stress disorder following his first tour where he had experienced close combat.  When he left 
his unit because of transfer to another base, his post-traumatic stress and depressive symptoms wors-
ened.  Prior to his suicide, he made two unsuccessful attempts.  His mother said the following about 
her son. “He felt most at home with his unit; he loved them and worked as hard as he could to be wor-
thy of them.  He gave his blood, sweat and tears; he gave it all to them.  I feel that the Army let him 
down, and that when he needed them most, they were not there for him.” 
 

Comment:  We don’t know the whole story, but what else is there to add to his mother’s 
comments? 

Age: 28  
Rank / Occupation:  Staff Sergeant / Infantry 

Branch of Service:   U.S. Army 
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Another Battle for the Military 
Suicide Prevention  

  

Definition: 
 

Suicide is defined as a self-inflicted behavior that results in a fatal injury and for which there is evidence of some 
intent to die as a result of the behavior. Because a judgment must be made as to intent, and intent may be judged 
differently, comparisons can be confusing. Some sources may use potential suicides, others confirmed suicides. 
It’s therefore possible to obtain two different counts for the same time period. This fact puts a premium upon 
having long term data that are measured the same way. What is clear however, is that suicide represents the sec-
ond leading cause of death among Service Members.  

Suicide is the second leading cause of death in the Military. It causes 1of 4 deaths. 

History:  Suicide is the second leading cause of death in the Military. Historically, the number of suicides among 
Service Members has remained constant at about 150 deaths per year during the period 1998 to 2006.  However, 
during the years 2006 thru 2009, the number of suicides increased each year: in 2006 (213); in 2007 (234) and in 
2009 (309), which is the longest data-set I could find that was calculated the same way.   
 
For 2010-2011, different sources, using various definitions of suicide, obtained different numbers that ranged 
widely but do suggest a  stabilization or slight decline from prior years. Data for 2012 remain incomplete, but sui-
cides have been occurring as often as one daily which would be a resurgence of the epidemic rates of 2006 – 2009 
and the highest incidence ever.  

 
Risk Factors: Demographic risk factors are: being white (higher) versus another race (lower), being a junior enlist-
ed member (higher) versus being an officer (lower);  being age 25 or less (higher) versus being older than 25 
(lower); having a GED certificate (higher) rather than having a college degree (lower).  Social risk factors are: Being 
divorced (higher) versus being married (lower); with 32% having failed in an intimate relationship.  
 
Clinical risk factors include:  1) evidence of a mental illness as indicated by ever having had a psychiatric diagnosis; 
2) having had a military psychiatric evaluation; and 3) having made a prior attempt to inflict personal harm. For 
women, traumatic events show a dose-response phenomenon:  sexual harassment (lowest) followed by sexual 
abuse, sexual assault, sexual violence / rape (highest). Other risk factors may include: legal difficulties and punish-
ments—military legal trouble (15%) and civil legal problems (13%).    In general,  relationship-problems and finan-
cial difficulties may be precipitating factors.  
 

Use of firearms led the list as the means for suicide. 

Other Descriptors:  Use of firearms led the list as the means of suicide. Having access to firearms, 60%--split evenly 
between military and personal firearms. Although in the Navy, intentional drowning figures as the means of death, 
e.g. jumping off a ship at sea. Nonetheless, belonging to the Army or Marine Corps meant increased risk as op-
posed to the Navy and the Air Force.  After firearms, poisoning [drug overdose?] was the next most frequent 
method.        
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Military 
Suicide Prevention, Con’t 

The Risk of suicide may only be seen after Its completion. 

A Paucity of Warning Signs: The risk of suicide may only be seen after its completion. Many Service 
Members who kill themselves have no known history of a mental / brain disorder, and they may have 
given little or no warning as to their impending suicide. Although one in four leave a suicide note, prior 
communications most often involved a spouse; far fewer involved mental health / behavioral clinicians; 
and involved supervisors least of all.      
  

What does the future hold? Will the anticipated surge n 2012-suicides be confirmed? It’s unclear, but 
what are clear are the words of Major General (Dr.) Philip Volpe, Co-Chair of the Department of De-
fense Task Force on Suicide Prevention by Members of the Armed Forces. “No Suicide is acceptable.”   
 

Suicides represent the tip of an iceberg of suffering. 

Suicides represent the tip of an iceberg of suffering. The work of this Task Force is expected to improve 
the Armed Forces’ ability to prevent suicides in the years to come, but it will also directly benefit a 
much larger group of Service Members who have mental / brain illnesses but who are not suicidal. Fur-
thermore, an indirect benefit will also accrue to a multitude of others: fellow Service Members who are 
not ill—the relatives, colleagues and friends of those who are ill and who cannot help but suffer with 
them.    

Question 1. 

The correct answer is D.  
Both items A and C are correct. 
 
A.  is correct because among those who die with major depression, as many as two-thirds have not sought 

or received treatment; many may not even realize that they have a treatable illness.  
B.  is incorrect, most are untreated. 
C.  is correct because among those who do receive treatment, few get appropriate treatment.   
D. is correct because A and C are correct.  
E. Is incorrect because D is correct 
      

Question 2.  
The correct answer is D.  
Both items A and C are correct. 

 
A. is correct because the rate is higher for males than females. 
B. is incorrect because the rate is higher for older persons. 
C. is correct because the rate for non-Hispanic Whites is higher.  
D. is correct because A and C are both correct. 
E. is incorrect because D is correct. 

Answers to Questions from Page 3 
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A Report of Singular Significance for Suicide Prevention  
among Service Members 

 
  

 

Origin of this Report 

Published in August of 2010, The Final Report of the Department of Defense Task Force on the Prevention of 
Suicide is a testimony to the resources directed at suicide prevention among Service Members. In 2009, in re-
sponse to congressional legislation, a 14-Member Task Force was formed under the auspices of the Depart-
ment of Defense.  Seven members were drawn from the officer and non-commissioned officer corps whose 
work placed them in pivotal positions in terms of knowledge and / or practice relevant to suicide prevention. 
The other seven came from the civilian sector and included some of the most respected suicidologists in the 
Nation. 

The Department of Defense Task Force  
on the Prevention of Suicide among the Armed Forces 

(August 2010) 

One of 18 strategic initiatives that deals with stigma  
 

A Strategic Initiative Regarding Stigma in the Military: Congress chartered the Task Force with preparing a 

comprehensive policy for the Department of Defense. Among 18 strategic initiatives, one dealt with stigma 

alone as a contributor to suicides.  Testifying to its scope, the Report contained 49 findings (one being on stig-

matization), and a total of 76 recommendations (four being on stigmatization). The entire contents of the re-

port were subsumed under four Focus Areas: 1) Organization and Leadership, 2) Access to and Delivery of 

Quality Healthcare [impacted by stigma]; 3) Surveillance [impacted by stigma], Investigations and Research; 

and 4) Wellness Enhancement.  

 

 Task Force Finding:    Those who seek or need behavioral healthcare are commonly stigmatized and discrimi-
nated against thus reinforcing the pervasive belief that receiving behavioral healthcare is career ending, and 
that those who seek it are constitutionally weak.”  
 
These pejorative and prejudicial beliefs institutionalized within the military’s culture seriously undermine 
efforts at suicide prevention, and some policies that have been designed to reduce stigma, have not achieved 
their objectives. 
     
Definition of Stigma: Conceptions of mental illnesses are believed to be formed early in life. Stigma, either self-
stigma or public stigma may be experienced soon after, with self-stigma being the perception that one is or will 
be devalued and / or discriminated against by others. Public stigma is defined as a “cluster of negative atti-
tudes and beliefs that motivate the general public to fear, reject, avoid, and discriminate against people with 
mental illnesses.” 

 
Stigma erodes unit cohesion, it erodes trust, and it erodes readiness. 
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A Report of Singular Significance Con’t 

 

 
Examples of Stigma: The roots of stigma are anchored in stereotypes--generalizations that are perceived and accept-
ed by the population-at-large, and once accepted as true, other beliefs follow, e.g. “He is not carrying or cannot car-
ry his weight in the Unit.” or “I cannot trust him to have my back in battle.” “Stigma erodes unit cohesion, it erodes 
trust, and it erodes readiness.” 

 
Stigma interferes with “help seeking behavior,” and that can lead to a lethal outcome. 

 
How Stigma Inhibits Access to Behavioral Health Care:  Stigma interferes with “help seeking behavior,” and that can 
lead to a lethal outcome. Behavioral care is as fundamental to a fit force as is physical training. Early access may pre-
vent or better manage a crisis and prevent suicide.  Yet Service Members loathe visiting a behavioral health clinic 
due to the stigma and discrimination they experience, or expect to experience as a consequence.  
 
What Needs to be Done: Indeed, Service Members repeatedly told the Task Force beliefs such as these.  I don’t 
want to be labeled as “that guy—a person who cannot be relied upon in a pinch—or worse; one who uses the cloak 
of an illness to malinger and avoid duty or deployment.” Service Members repeatedly told the Task Force that they 
would seek behavioral healthcare only as a last resort.    
 
Clearly the stigma associated with seeking help, must be reduced in order for Service Members to maintain the high 
level of personal health and readiness the military expects.  The need for a stigma reduction campaign will only have 
ended when leaders at all levels have “zero tolerance” for any behavior or activity that undermines the psychologi-
cal, emotional or spiritual fitness of Service Members. 
  
The Refractoriness of Stigma and Its Consequences: To date, the Services’ attempts at reducing stigma associated 
with mental / brain health issues have not been fruitful. The belief is pervasive in the Military that having a mental, 
psychological, emotional or relational problem leads to marginalization by peers, career setbacks and alienation by 
leaders. Yet for the vast majority of Service Members, seeking such help does not lead to any of these outcomes and 
to the contrary, may even have a positive effect.     
  
Communications May Reduce Stigma:  Strategic communication campaigns can change cultural norms and values. 
Messages should target statements that are prejudicial and false, and replace them with more positive and accurate 
views, e.g. that most Service Members who have voluntarily sought help have found that their careers and relation-
ships may have benefited. 

 
Task Force Recommendations Concerning Stigma: These may be summarized as: 1) Attack Stigma with an aggres-
sive Stigma Reduction Campaign; 2) Encourage Service Members to seek help with healthcare and behavioral profes-
sionals; 3) Conduct Values Education: Use the best of communication science to inculcate values and norms as they 
relate to the well-being of Service Members to include their mental / brain health.    
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A Report of Singular Significance Con’t 

 

Concluding Comments:  In my view the Task Force’s 233-page report represents a prodigious effort by its experts, 
and these experts have included some of the most prominent suicidologists in the Nation. While it may be too early to 
assess its effects, I am persuaded that the Task Force has generated a plan of surpassing scale and quality unrivaled 
by any other study or plan aimed at preventing suicide in the Armed Forces. 
  
I further believe that the Report’s impact will continue indefinitely. For unlike many reports from Blue Ribbon Com-
missions that “sit on a shelf and gather dust,” this Report will be enlivened with every new suicide, and the next, and 
the next, as the Nation hears and sees these tragic events continue.     

 
It will become less and less acceptable for a leader to have a suicide in their unit. 

           
However, these deaths will promote self-examinations at multiple command-levels, and it will become less and less 
acceptable for a leader to have a suicide in their unit. A pattern such as this one has already taken place with heat 
injuries. As it became less and less acceptable for a leader to have a Service Member with a heat injury, units adopted 
standardized, preventive measures and as result, heat injuries became a rarity.  On the way to suicides becoming a 
rarity however, the Nation will be seeing and hearing the tragic stories of those who were in so much pain that they 
took their own lives, and although no suicide is acceptable, survivors may take some small consolation from the fact 
that the death of their loved ones may have contributed to new knowledge about suicide that will eventually reverse 
this long standing epidemic of suffering and death in the Armed Forces.      

Three Stigma Scenarios---Two Suicides    

Stigma Then – 1943, Sicily, General George S. Paton’s visit  
to the 15th Evacuation Hospital1  

 
The Slapping Incident 

  
 At this visit to see wounded patients, Paton encountered Private Charles H. Kuhl who had “Battle Fatigue”1[perhaps 
today’s post-traumatic stress disorder].  Kuhl, overwhelmed with illness, (He actually also had undiagnosed malaria.) 
sat on a stool and failed to come to attention like the other soldier-patients did when Paton entered the Hospital.      
 
When Paton asked Kuhl where he hurt, Kuhl said that he didn’t hurt, but that he was “nervous.” and added that “I 
guess I can’t take it.” Whereupon Paton slapped Kuhl across the chin with his gloves, grabbed him by the collar and 
dragged him to the tent entrance shoving him out of the tent with a final kick to Khul’s backside while yelling “Don’t 
admit this son-of-a- bitch.” Paton further demanded that Kuhl be sent back to the front at once adding “You hear me 
you gutless bastard. You’re going back to the front.”  
 
Comment:  Paton was plainly acting on the stereotype that soldiers with mental / brain / behavioral disorders were 
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Three Stigma Scenarios---Two Suicides, Con’t    

all cowardly malingerers.  A lot has changed between 1943 and 2012, but not as much as one might like to 
think. Read on.    

 
                                    Stigma Now, a True Story:  A Leadership Attitude Today 
 
In May, 2012, in his personal blog, Major General Dana Pittard, Commander of the 1st Armored Division, Ft. 
Bliss, Texas, complained that he was “personally fed up” with the “absolutely selfish” troops who kill them-
selves, leaving him and others to “clean up their mess. Be an adult, act like an adult, and deal with your real-life 
problems like the rest of us” he continued.  
 
Comment: The enormous irony here is that Pittard’s Command, and he personally, had been lauded nationally 
for their effective efforts to prevent suicides, and it was a source of pride that Fort Bliss had fewer suicides than 
did Fort Hood, Texas or Fort Campbell, Kentucky.   
 
 
 
 

     Stigma Now –March, 2012, Tripler Army Medical Center  
Hawaii, and Ft. Hood Texas2     

  

The Suicide of Captain (Dr.) Michael McCaddon1 
 

Dr.  McCaddon who had struggled with depression for years, still made it through medical school without being 
treated. Now an OB-GYN resident at Tripler Army Medical Center in Hawaii, with more stress at work, he be-
came increasingly irritable and lashed out at his wife, Leslie and their children. She with them, as a result left 
Hawaii for her mother’s home in Massachusetts.    
 
Before moving, when Leslie had questioned Mike about suicide, his response was “Absolutely not—no way—I 
don’t feel like that at all.” Despite Leslie’s having pled with his Residency Program Director, the Director refused 
to order Mike to get treatment. Instead this doctor said he was dong “fine” at work.  Michael too, resisted 
getting help and used the argument that he didn’t have an hour per week to spend in therapy.  
   
On March 21st (Both suicides occurred on the same day.),  he sent Leslie his last e-mail that expressed regret 
about not having been a better husband and father. He then proceeded to hang himself in the Labor and Deliv-
ery Call Room. Leslie’s frantic call to Hawaii came too late. Following his death, she felt that many of the com-
munications from the Army were to the tacit effect that his suicide was the result of marital problems. 
    
Comment: Experiencing suicidal depression, sleep deprivation, punishing stress at work, and guilt about his 
family life may have triggered Dr. McCaddon’s suicide, but his marital problems were likely the result of his de-
pression, not the cause of it.  Even he, as a doctor, with knowledge of depression, didn’t find it any easier to ac-
cept this stigmatizing diagnosis.  His case makes the case that “Stigma kills.”   
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Three Stigma Scenarios---Two Suicides, Con’t    

 
 

The Suicide of an Apache Helicopter Pilot, Captain 
Ian Morrison2 

 
Experiencing disabling anxiety, Captain Ian Morrison 
sought treatment. After waiting 3 hours at Ft. Hood’s 
Health Clinic, he was sent home with instructions to see 
his Flight Surgeon. 
He went directly to the Flight Surgeon’s Office.  
 
There he experienced this doctor’s displeasure for his 
not having come to his clinic that morning. He received 
a brusque, cursory and cavalier evaluation followed by a 
prescription for Ambien. This medication failed to allow 
him to sleep, and the next day he went back to the Ft. 
Hood Health clinic. There two hours later, he received 
the diagnosis of clinical depression and was given an 
anti-depressant and a medication for anxiety. 
  
Upon learning about this and that his symptoms were worse, his wife Rebecca who was at work urged him to 
call a military suicide hotline His last text-message to her was to the effect that after 45 minutes he was still 
“On hold.” We do not know the outcome of that call, but we do know that on March21st (Yes, both suicides 
took place on the same day.) Captain Morrison  picked up a hand gun in their bedroom and shot himself in the 
neck.  Rebecca returned home to find his body, and ran screaming out of the house crying out to have  911 
called.  
 
Comment:  In this case, there were at least four attempts to access care but the care he received was delayed or 
dismissive. Too late, he received the correct diagnosis of depression; and too late he was prescribed appropriate 
medication.  
 
His symptoms must have begun at least months earlier, but as is the case with many, not wanting to have a di-
agnosis with stigma attached to it, he may have resisted getting care until he couldn’t stand it any longer, and 
at that point grew willing to kill himself in order to relieve the unceasing pain that he felt was inevitable were he 
to remain alive, but even so, he lastly sought the care that he so desperately needed, but the “System” failed to 
respond.  
    
1.  From Wikipedia, “General George S. Paton”   

 
2.   From the Time Magazine Article “The War on Suicide?” By Nancy Gibbs and Mark  
      Thompson, published on July 23rd 2012 

 

     Recently suicides have exceeded combat related deaths. 
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NAMI-Moore County  

Board of Directors 

President - Van Warren 

 

Vice President  - Judith Krall 

 

Secretary - Barbara Mellinger 

 

Treasurer - George Reynolds 

 

Membership - Hazel Elmore 

 

Newsletter - Ed Squire 

 

Web Site - Barbara Lamblin 

 

Past President - Marianne Kernan  

 

 

 

 
Website:  www.nami-

moorecounty.org  

Highlights from NAMI- MC Board of Directors Meeting  
 December 3rd  

 
Review of By-laws by Hazel Elmore – Follow-up Report January 7th 

 

Standards of Excellence from NAMI – North Carolina 
 

Jennifer Rothman and Brenda Piper  
Insurance, By-laws  

 

NAMI- Moore County Telephone Help Line 
 

Ed Squire, New Worksheet 

 
 

Public Board Meeting Dates for 2013. All Begin at 5:00PM 
                                                                  & 

Followed by Support or Educational Program at 7:00 PM 
 

January 7th, February 4th, March 4th, April 1st, May 6th, June 3rd 
August 5th, October 7th November 4th  

Support and Educational Meetings to Start at 7:00 PM on These Dates 
  

Months with No Public or Support Meetings  
 

July, September and December 
 

Information NAMI — Moore County 
 

January Meeting – A Program for the Public 
 

“It’s OK to Have a Mental Illness” 
 

Who:  From Acclaimed Director-Producer Ron Howard, Actress Glenn Close & Her Sister Jessie 
 

Why:  Stigma Compounds the Hurt 
 

When:  Monday, January 7, 7:00 PM 
 

Where:  The Community Room of First Health’s Specialty Center Building, 
35 Memorial Drive, near its intersection with Page Road 

For more information call 910-295-1053 and leave a message. 

 

PUBLIC INVITED 

http://www.nami-moorecounty.org/
http://www.nami-moorecounty.org/

