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EXECUTIVE ABSTRACT 

s directed by Section 733 of the National Defense Authorization Act (NDAA) for fiscal 
ȅŜŀǊ нллфΣ ǘƘŜ {ŜŎǊŜǘŀǊȅ ƻŦ 5ŜŦŜƴǎŜ ŜǎǘŀōƭƛǎƘŜŘ ŀ ¢ŀǎƪ CƻǊŎŜ άǘƻ ŜȄŀƳƛƴŜ ƳŀǘǘŜǊǎ 
relating to prevention of suicide by members of the Armed Forces.έ ¢ƘŜ 5ŜǇŀǊǘƳŜƴǘ ƻŦ 

Defense (DoD) Task Force on the Prevention of Suicide by Members of the Armed Forces 
(hereafter referred to as the Task Force) was created and comprised of seven DoD and seven 
non-DoD professionals with expertise in national suicide prevention policy, military personnel 
policy, research in the field of suicide prevention, clinical care in mental health, military 
chaplaincy and pastoral care, and military families.  

The Task Force, established in August 2009, has prepared the following report for the Secretary 
of Defense, detailing the research, results, and recommendations from a year-long review of 
data, studies, programs, and discussions with Service Members, their families, and their 
caregivers. The intent of this report is to provide the Secretary of Defense and DoD leadership 
with actionable and measurable recommendations for policy and programs designed to prevent 
suicide by members of the Armed Forces. 

The Task Force used five main data sources in the creation of the report (a compilation of each 
is located in the appendices):  

Á Review of existing scientific literature 

Á Presentations from subject matter experts 

Á Public information (including participation from family members of suicide victims) 

Á Panel discussions (including suicide attempt survivors) 

Á Information gathered from eyes-on field visits to military installations. 

The report explains the evolution of suicide prevention programs within each of the Services 
and at the enterprise level within DoD. Also included are a series of powerful personal vignettes 
of Service Members and their families who are living with the loss of a loved one to suicide.  

The Task Force arrived at 49 findings and 76 associated recommendations which are discussed 
in Section 7 of the body of the full report. A complete list of the recommendations can also be 
found at the end of the Executive Summary. The findings fall into four primary Focus Areas: 
Organization and Leadership; Wellness Enhancement and Training; Access to, and Delivery of, 
Quality Care; and Surveillance, Investigations, and Research. The findings in each Focus Area 
drive a set of Strategic Initiatives, and for each Strategic Initiative, there are a set of targeted, 
actionable recommendations. The Task Force also provided a set of Foundational 
Recommendations that aggregate several of the targeted recommendations, of which the Task 
Force believes are critical to a successful DoD strategy. The Foundational Recommendations are 
listed on page ES-9 and can be found in Section 7 of the full report. 
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EXECUTIVE SUMMARY 

Background 

Section 733 of the National Defense Authorization Act (NDAA) for fiscal year 2009 directed the 
{ŜŎǊŜǘŀǊȅ ƻŦ 5ŜŦŜƴǎŜ ǘƻ άŜǎǘŀōƭƛǎƘ ǿƛǘƘƛƴ ǘƘŜ 5ŜǇŀǊǘƳŜƴǘ ƻŦ 5ŜŦŜƴǎŜ ŀ ¢ŀǎƪ CƻǊŎŜ ǘƻ ŜȄŀƳƛƴŜ 
ƳŀǘǘŜǊǎ ǊŜƭŀǘƛƴƎ ǘƻ ǇǊŜǾŜƴǘƛƻƴ ƻŦ ǎǳƛŎƛŘŜ ōȅ ƳŜƳōŜǊǎ ƻŦ ǘƘŜ !ǊƳŜŘ CƻǊŎŜǎέ ŀƴŘ άǎǳōƳƛǘ to the 
Secretary (of Defense) a report containing recommendations regarding a comprehensive policy 
ŘŜǎƛƎƴŜŘ ǘƻ ǇǊŜǾŜƴǘ ǎǳƛŎƛŘŜ ōȅ ƳŜƳōŜǊǎ ƻŦ ǘƘŜ !ǊƳŜŘ CƻǊŎŜǎΦέ ¢ƘǳǎΣ ǘƘŜ 5ŜǇŀǊǘƳŜƴǘ ƻŦ 
Defense (DoD) Task Force on the Prevention of Suicide by Members of the Armed Forces 
(hereafter referred to as the Task Force) was established, comprising seven DoD and seven non-
DoD professionals with expertise in national suicide prevention policy, military personnel policy, 
research in the field of suicide prevention, clinical care in mental health, military chaplaincy and 
pastoral care, and military families. Task Force members were appointed in July 2009, with one 
military and one civilian member serving as co-chairs for the group. Major General Philip Volpe, 
initially the Deputy Commander of Joint Task Force, National Capital Region Medical (JTF 
/ŀǇaŜŘύΣ ŀƴŘ ƭŀǘŜǊ ǘƘŜ /ƻƳƳŀƴŘƛƴƎ DŜƴŜǊŀƭ ƻŦ ǘƘŜ !ǊƳȅΩǎ ²ŜǎǘŜǊƴ wŜƎƛƻƴŀƭ aŜŘƛŎŀƭ 
Command, was appointed as the military co-chair of the Task Force. Ms. Bonnie Carroll, 
Director of the Tragedy Assistance Program for Survivors (TAPS), was elected as the civilian co-
chair.  

The first step in reaching this vision is the production of this report, a culmination of reviews of 
data, studies, and programs; discussions with Service Members, families, and care providers; 
and analyses of site visits information, research, and expert opinion. In this report, the Task 
Force members have presented their findings and best consensus recommendations for 
effective suicide prevention for Service Members within the DoD. We are confident that the 
recommendations will make a difference by strengthening the force through total fitness, 
thereby helping to prevent suicide. Action must follow this report, and the recommendations 
must be implemented with a sense of urgency if we are to address the worrisome trend of 
increasing suicide by members of the Armed Forces. This report is a call for more effective 
action. 

Introduction 

More than 1.9 million warriors have deployed for Operation Iraqi Freedom (OIF) and Operation 
Enduring Freedom (OEF), two of ƻǳǊ bŀǘƛƻƴΩǎ ƭƻƴƎŜǎǘ ŎƻƴŦƭƛŎǘǎ (IOM, 2010). The physical and 
psychological demands on both the deployed and non-deployed warriors are enormous. In the 
5 years from 2005 to 2009, more than 1,100 members of the Armed Forces took their own 
lives, an average of 1 suicide every 36 hours. In that same period, the suicide rates among 

TASK FORCE VISION STATEMENT 
A military force fit in mind, body, and spirit that wins the battle  
against suicide and stands ready to answer the Nationôs call. 
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Marines and Soldiers sharply increased; the rate in the Army more than doubled. Numerous 
commissions, task forces, and research reports have docǳƳŜƴǘŜŘ ǘƘŜ άƘƛŘŘŜƴ ǿƻǳƴŘǎ ƻŦ 
ǿŀǊέτthe psychological and emotional injuries that have so affected our military members and 
their families. The years since 2002 have placed unprecedented demands on our Armed Forces 
and military families. Military operational requirements have risen significantly, and manning 
levels across the Services remain too low to meet the ever-increasing demand. This current 
imbalance places strain not only on those deploying, but equally on those who remain in 
garrison. In the judgment of the Task Force, the cumulative effects of all these factors are 
contributing significantly to the increase in the incidence of suicide and without effective action 
will persist well beyond the duration of the current operations and deployments. Heightened 
concern regarding this increase in suicides has led to development of scores of initiatives across 
the DoD to reduce risk. 

The Task Force acknowledges the significant efforts made by the military Services. The Services 
have substantially increased their focus and investments in suicide prevention over the years to 
meet current requirements. This is evident at the highest levels of leadership in the military 
Departments. This Task Force has witnessed commitment, creativity, and compassion by 
uniformed and civilian employees across the Services in attempting to address this looming 
crisis. While lauding the level of this extraordinary effort, the Task Force concluded that the 
urgency to respond to the challenge of suicide may have driven the Services to deploy many of 
these initiatives without the benefit of strategic planning, evaluation, standardization, or plans 
for sustainment. The Task Force also found other unintended consequences of this rush to 
deploy critical programs. For instance, the Task Force discovered wide variations in the 
implementation of many initiatives, many programs that overlapped, creating unnecessary 
inefficiencies, and prevention opportunities that were missed because of gaps between 
programs. Furthermore, many programs were misunderstood by Service Members, their 
families, and commanders in the field. Finally, the Task Force concluded that the remarkable 
efforts of the Services seemed to lack the consistency and power that could have been 
achieved had the policies directing the programs been centrally developed by the Office of the 
Secretary of Defense (OSD). The Task Force concluded that current Service efforts would 
benefit from a comprehensive suicide prevention strategy, coordinated throughout DoD.  This 
strategy should include additional leader accountability to foster a command climate promoting 
Service Member well-being and fitness. Command climates must continue to evolve to ensure 
the positive and engaged support of every Service Member in distress and view this support as 
a vital part of mission readiness and mission success.   

Throughout history, the United States military has often led the Nation in addressing emerging 
concerns. Specifically, the Defense Advanced Research Projects AgencyΩǎ (DARPA) Bio-
Revolution programs develop and leverage advances in all areas of biological and medical 
sciences to improve DoD capabilities (Beard, 2008). In the past 15 years, in a similar fashion, the 
military SŜǊǾƛŎŜǎ ƘŀǾŜ ǘŀƪŜƴ ŀ ƭŜŀŘƛƴƎ ǊƻƭŜ ƛƴ ǘƘŜ bŀǘƛƻƴΩǎ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴ ŜŦŦƻǊǘǎ and more 
recently have coordinated with other federal agencies to advance this work.  
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Suicide prevention presents a significant challenge to the country at large. Unfortunately, those 
who could provide the most help in understanding why people die by suicide are those who 
have taken their own lives and are no longer with us. However, those who have made near-
lethal suicide attempts can provide important insights as well. They describe myriad factors that 
contributed to their inability to find another strategy to cope with their seemingly hopeless 
situation. After decades of research, there is still much that is not understood about the causes 
of suicide and effective approaches to prevent it. What we do know is that there is no single 
common cause, but ratheǊ ŘƻȊŜƴǎ ƻŦ ƪƴƻǿƴ ŦŀŎǘƻǊǎ ǘƘŀǘ ƛƴŎǊŜŀǎŜ ƻƴŜΩǎ Ǌƛǎƪ ŦƻǊ ǎǳƛŎƛŘŜΦ ¢ƘŜǎŜ 
risk factors interact in complex ways with other factors that are protective against suicidal 
behaviors. Therefore, solutions to the suicide problem must be, by definition, multifaceted and 
designed to reduce risk and increase protective factors. These solutions should be directed 
ǘƻǿŀǊŘ ŀŎƘƛŜǾƛƴƎ ǘƘŜ ¢ŀǎƪ CƻǊŎŜΩǎ Ǿƛǎƛƻƴ ƻŦ ŜƴƘŀƴŎƛƴƎ ǿŜƭƭƴŜǎǎΣ ǇǊƻƳƻǘƛƴƎ ǘƻǘŀƭ ŦƛǘƴŜǎǎ, and 
sustaining a military force fit in mind, body and spirit. There must be a renewed focus at the 
troop level and a sense of urgency at all levels, especially in strategic planning, to interrupt the 
trend and save lives by preventing suicide. 

Findings and Recommended Strategic Initiatives 

The Task Force commends the Armed Forces for the suicide prevention initiatives it has 
undertaken and knows of no other employer that has focused as much attention and resources 
on suicide prevention. However, the Task Force found that the current vast expansion of suicide 
prevention initiatives across the Services was developed rapidly and separately by each Service 
for immediate execution. These initiatives could benefit from reengineering to improve suicide 
prevention efforts. The rapid establishment of these initiatives resulted in a lack of the cohesion 
and coordination that normally would have come through a focused strategic planning process. 
CǳǊǘƘŜǊƳƻǊŜΣ ǘƘŜ 5ŜǇŀǊǘƳŜƴǘΩǎ ƻǊƎŀƴƛȊŀǘƛƻƴ ŀƴŘ ǎǘǊǳŎǘǳǊŜ ŦƻǊ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴ ƛǎ ƴƻǘ 
optimized. It lacks a designated policy office in OSD, essential for policy standardization and 
centralized surveillance. The Task Force also found that multiple deployments and long 
deployments have taken a toll on the force and its families, eroding the well-being (fitness) and 
resilience of the force. This assessment is based on a review of each SŜǊǾƛŎŜΩǎ ǎǳƛŎƛŘŜ 
prevention programs as well as Service and DoD policies, research data, additional data sought 
specifically by the Task Force, public testimony from experts and advocates, and site visits to 19 
military installations throughout the continental United States. The Task Force heard from well 
over 2,000 individuals. Service Members (junior enlisted, non-commissioned officers [NCO], and 
officers), family members, commanders, behavioral health professionals, clergy, and military 
community support services personnel were given the opportunity to provide their input. 

The Task Force arrived at 49 findings and 76 targeted recommendations which are discussed in 
Section 7 of the body of this report. A list of these recommendations can also be found at the 
end of the Executive Summary. The findings fall into four primary Focus Areas: Organization and 
Leadership; Wellness Enhancement and Training; Access to, and Delivery of, Quality Care; and 
Surveillance, Investigations, and Research.  
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The findings in each Focus Area drive a set of Strategic Initiatives, and for each Strategic 
Initiative, there are a set of actionable recommendations. We have also provided a set of 
Foundational Recommendations that generally aggregate several of the more targeted 
recommendations and which are critical to the success of the broader set of recommendations.  

Focus Area 1: Organization and Leadership 

Overview: The Task Force believes that suicide prevention begins with a comprehensive 
strategy that has the support of leaders at every level. The strategy will assist the office of the 
Undersecretary of Defense for Personal and Readiness (USD(P&R)) develop a coherent policy. 
Effective organizational structure is essential to develop enterprise-wide policy as well as 
procedural standardization and oversight. To enhance suicide prevention efforts, and maintain 
a lasting impact, DoD must organize appropriately, in conjunction with the Services. Suicide 
prevention is a leadership responsibility from the most senior leaders down to front-line 
supervisors (first-line leaders). Distressed Service Members must be led to the best available 
άhelping agentέ through a positive and supportive command climate.  A culture of total fitness, 
should allow early identification and intervention opportunities before a member becomes 
suicidal. This focus area addresses the need for a functional organization with an engaged and 
informed leadership to ensure unity and clarity of effort in preventing suicide within the 
Services. 

Summary of Findings: Although the Services are adapting to changing suicide prevention 
demands, the absence of an adequately staffed and resourced OSD policy office on suicide 
prevention leads to significant challenges to unity of effort. Similarly, the Service suicide 
prevention program offices are not sufficiently staffed and resourced to meet the demand. The 
Services provide numerous morale, quality of life, counseling, intervention, health and 
community services on installations and within units. Despite their availability, community 
support services, medical treatment facilities and unit ƭŜŀŘŜǊǎƘƛǇ ŀǊŜ ƻŦǘŜƴ άǎǘƻǾŜǇƛǇŜŘέ ƻƴ 
installations, leading to poorly integrated approaches for effective suicide prevention, 
particularly for those Service Members at high risk. Command climate surveys, which are 
utilized by commanders (although inconsistently) are not well designed to assess behavioral 
health risk in the unit.  In general, commanders are not provided the tools they need to: detect, 
measure, and track unit-level suicide risk factors; identify individuals who are high risk; and 
inform local prevention activities. Military cultural norms, while beneficial for survival and 
mission accomplishment on a battlefield, can sometimes stifle responsible help-seeking 
behavior; the effect is a less fit force more vulnerable to suicide. Messages from some leaders 
regarding suicide, suicide prevention, resilience, health and Warrior readiness frequently do not 
sufficiently support suicide prevention efforts: Strategic communications are often not focused 
on positive prevention messages and thus there are missed opportunities to encourage help 
seeking and overcome stigma. The Task Force also found that occasionally leadership 
environments (usually at the junior supervisory and sometimes at the mid-grade level) resulted 
in discriminatory and humiliating treatment of Service Members who responsibly sought 
professional services for emotional, psychological, moral, ethical, or spiritual matters, which not 
only deters help seeking but also reinforces the stigma.  
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Detailed findings and discussion can be found in Section 7 of the report beginning on page 45. 

Strategic Initiatives: 

1.A. Create, restructure, and resource suicide prevention offices at OSD, the Services, 
installations, and unit level to achieve unity of effort.  

1.B. Equip and empower leaders (provide them tools) to establish a culture that 
fosters prevention as well as early recognition and intervention. 

1.C. Develop strategic communications that promote life, ƴƻǊƳŀƭƛȊŜ άƘŜƭǇ-seeking 
ōŜƘŀǾƛƻǊǎΣέ ŀƴŘ ǎǳǇǇƻǊǘ 5ƻ5 ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴ ǎǘǊŀǘŜƎƛŜǎ. 

1.D.  Reduce stigma and overcome military cultural and leadership barriers to seeking 
help. 

1.E.  Standardize suicide prevention policies and procedures. 

These Strategic Initiatives drive 25 targeted recommendations that can be found in Section 7 of 
the full report and are listed at the end of this Executive Summary.  

Focus Area 2: Wellness Enhancement and Training 

Overview: Military life, particularly in wartime, is inherently stressful on individuals and 
presents a unique challenge to maintaining wellness. Efforts to enhance well-being, mental 
fitness, resiliency, and the development of life skills in Service Members will have significant 
impact on preventing suicide. These efforts must include all areas of fitness: physical, 
psychological, family, social, spiritual, financial, vocational, and emotional. DoD and the Services 
must continue to expend substantial effort to mitigate stressors by supporting programs that 
strengthen protective factors in these domains. Stress on the force must be reduced. In 
addition, skills-based training is imperative to preventing suicide. When individuals exhibit signs 
of distress, peers, leaders, and family members must be able to recognize the danger and 
respond with appropriate support, including referral to intervention services. This focus area 
addresses the need to meet the issue of overall well-being and resiliency, not just by reducing 
stress, but also by providing the programs and training necessary to maintain and enhance both 
mental and physical health of Service Members and their families.  

Summary of Findings: Heightened operational tempo, repeated deployments and insufficient 
quantity and quality of dwell time have had a cumulative fatiguing effect on Service Members, 
and a degradation of the overall fitness and readiness of the force. Service Members have been 
incredibly resilient and have met the challenges of functioning at maximum throttle year after 
year, but they need more than an occasional pit stop; ǘƘŜȅ ƴŜŜŘ ŀƴ άƻŦŦ ǎŜŀǎƻƴέ ǇŜǊƛƻŘ ǘƻ 
recover, restore and renew their well-being. Furthermore, suicide prevention training programs 
throughout the force have had less than optimal effectiveness because they lack a strategic 
approach and do not provide enough skills-based training. The Task Force found evidence that 
the Services have recently strengthened their emphasis on prevention and early intervention 
through such efforts as resiliency training, comprehensive fitness and operational stress 
control, but there is still insufficient time devoted to enhancing critical life skills as well as 
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comprehensive fitness. In addition, family members generally do not receive adequate 
education and training in suicide prevention and they, above aƭƭΣ ŀǊŜ ǘƘŜ ōŜǎǘ άŘŜǘŜŎǘƻǊǎέ ƻŦ 
subtle behavioral changes associated with suicidal risk. When training is offered to family 
members and friends, many obstacles prevent wider attendance. There is positive acceptance 
by Service Members of embedding behavioral health providers in operational units, which 
needs to be further exploited.  

Detailed findings and discussion can be found in Section 7 of the report beginning on page 45. 

Strategic Initiatives: 

2.A. Enhance well-being, mental fitness, life skills, and resiliency. 

2.B. Reduce stress on the force and on military families. 

2.C. Transform suicide prevention training of Service Members, leaders, and families 
to enhance skills. 

These Strategic Initiatives drive 10 targeted recommendations that can be found in Section 7 of 
the full report and are listed at the end of this Executive Summary.  

Focus Area 3: Access to, and Delivery of, Quality Care 

Overview: An effective, multifaceted suicide prevention program must provide access to high-
quality professional services across the entire health and wellness continuum. These services 
include assessment, diagnosis, counseling, and treatment. Services must be synchronized, and 
ǿƘŜǊŜ ŀǇǇǊƻǇǊƛŀǘŜΣ ǎǘŀƴŘŀǊŘƛȊŜŘΦ .ŜŎŀǳǎŜ ƻŦ ǘƘŜ ŎƻƳǇƭŜȄ ŘȅƴŀƳƛŎǎ ƻŦ ǎǳƛŎƛŘŀƭ ƛƴŘƛǾƛŘǳŀƭǎΩ 
behavior, strong lines of communication between service providers are essential and will be 
aided by quality electronic medical records and by electronic communications. A strongly linked 
chain of care depends on engaged leaders as well as highly competent first responders, crisis 
hotline workers, and emergency department personnel, as well as chaplains, primary care 
clinicians and behavioral health clinicians. Skill-based training programs that build essential 
competencies must be tailored for the various professional groups. A degree alone does not 
imply proper training to prevent suicide or to properly address suicidal behaviors. Continuity of 
care, particularly at times of transition, is absolutely critical. This focus area addresses the need 
to provide care that is both accessible and of high quality to Service Members and their 
dependents. 

Summary of Findings: Although there has been some expansion in the number of behavioral 
health providers in all of the Services, timely access to quality behavioral healthcare for Service 
Members continues to be a challenge. Much of the challenge can be attributed to the fact that 
DoD medical treatment facilities suffer from the same wholesale shortage of behavioral health 
care providers as found across America in the civilian sector.  In addition, despite the expansion 
of non-clinical support services, adequate coordination is inconsistent among both the support 
services and among the providers. Furthermore, Service Members in the Reserve Components 
face additional challenges when they lose easy access to myriad installation-based support and 
healthcare services because the Service Members are generally not physically collocated with 



 
Executive Summary 

 

 ES-7 

 

military installations. Service Members and their families are often unaware of the available 
resources for suicide-related problems. There is insufficient communication among clinical 
providers, support services personnel, and commanders, which impedes the delivery of 
effective care, continuity, and management of transitions. The Health Insurance Portability and 
Accountability Act (HIPAA) is often misunderstood and over-interpreted, thus creating 
additional, self-induced obstacles to sharing information that may prevent suicide, especially 
for at-risk Service Members. In addition, the current DoD electronic medical documentation 
platforms do not allow easy and systematic tracking of the care provided to high-risk suicidal 
Service Members. ά{ǳƛŎƛŘŜ ǿŀǘŎƘέ ƛǎ ǳƴƎƻǾŜǊƴŜŘΣ ƴƻǘ ǎǘŀƴŘŀǊŘƛȊŜŘΣ ŀƴŘ ƭŀǊƎŜƭȅ ƛƴŜŦŦŜŎǘƛǾŜ, and 
those conducting suicide watch are not trained. Furthermore, there is insufficient training of 
behavioral health, primary care and emergency medical personnel, as well as chaplains, on 
evidence-based assessment, management, and treatment services for Service Members with 
suicide-related behaviors. Due to the variety of numerous hotline services for crisis 
intervention, there is confusion as to which to utilize in what circumstances. Additionally, the 
quality of many hotline services is suspect because there does not appear to be universal 
standards, oversight and accountability. Integration of behavioral health services into primary 
care settings, which could potentially produce benefits in overcoming stigma and providing 
necessary services, is underutilized. Across DoD, after a tragedy or significant personal loss, 
postvention is underutilized to assist family members, fellow Service Members and unit leaders 
through the aftermath of emotions and psychological impact, thus missing a key opportunity to 
intervene early, to teach life skills and build resiliency, and to prevent potential suicidal 
behaviors as well as other destructive behaviors. Additionally, family members noted that they 
became highly distressed when suicide investigations were conducted by officers with little or 
no family liaison training. 

Detailed findings and discussion can be found in Section 7 of the report beginning on page 45. 

Strategic Initiatives: 

3.A. Ensure available and reliable access to high-quality behavioral healthcare. 

3.B. Leverage and coordinate military community-based services, as well as local 
civilian community services (especially with respect  to the Reserve Component). 

3.C. Ensure continuity of behavioral healthcare, especially during times of transition, 
to ensure seamlessness of healthcare delivery and care management. 

3.D. Standardize effective crisis intervention services and hotlines. 

3.E. 9ƴǎǳǊŜ ŀƭƭ άƘŜƭǇƛƴƎ ǇǊƻŦŜǎǎƛƻƴŀƭǎέ ŀǊŜ ǘǊŀƛƴŜŘ ƛƴ ǘƘŜ ŎƻƳǇŜǘŜƴŎƛŜǎ ǘƻ ŘŜƭƛǾŜǊ 
evidence-based care for the assessment, management, and treatment of suicidal 
behaviors. 

3.F. Develop effective postvention programs to support families, Service Members, 
and unit leaders after a suicide. 
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These Strategic Initiatives drive 31 targeted recommendations that can be found in Section 7 of 
the full report and are listed at the end of this Executive Summary.  

Focus Area 4: Surveillance, Investigations, and Research 

Overview: The Task Force strongly believes that well-constructed surveillance is necessary to 
inform and shape future suicide prevention programs. For surveillance to be effective, it must 
be standardized, centrally driven, and reported from the Service-level to DoD in a timely, 
consistent, and reliable manner. Surveillance should be continuous and sustained. 
Investigations into individual suicides and suicidal behaviors in a standardized manner will 
significantly contribute to knowledge and understanding of causal factors and trends. Program 
evaluation is sorely needed for every initiative and program implemented by the Services to 
determine the effectiveness of that program in improving outcomes. Research must continue 
to advance the science of suicidology to learn more about suicide and effective prevention 
techniques.  

Summary of Findings: DoD does not have an effective standardized approach to suicide 
surveillance with the current configuration of the Department of Defense Suicide Event Report 
(DoDSER), and it is suboptimized for informing the improvement of Service suicide prevention 
programs. The inability of the DoDSER to access the current Defense Medical Surveillance 
System (DMSS) further degrades its potential as a real-time, effective, surveillance tool. 
Moreover, the investigation of both suicide attempts and completed suicides is not 
standardized, hindering the ability to modify surveillance tools (i.e., DoDSER). Furthermore, 
investigations are usually completed to either determine the cause of death (in difficult cases) 
or to determine if criminal activity was involved in the death: Investigations are generally not 
done to improve suicide prevention programs or prevent future suicides. Program evaluation is 
not uniformly incorporated, thus the effectiveness of many programs cannot be determined. 
Because a gold standard has not been established for evaluation, the Task Force was unable to 
άƎǊŀŘŜέ Service suicide programs. In addition, given currently available data, the Task Force 
could not establish an association between suicide risk and specific military role or occupation.  
Finally, because of a historical lack of research investment in suicidology, there is a gap in 
knowledge, specifically evidence-based knowledge, with respect to suicidal behaviors and 
suicide prevention practices. 

Detailed findings and discussion can be found in Section 7 of the report beginning on page 45. 

Strategic Initiatives: 

4.A. Conduct comprehensive surveillance aimed at identifying individuals at-risk and 
informing prevention efforts. 

4.B. Standardize investigations of suicides and suicide attempts to identify target areas 
for improving prevention policies, procedures, and programs. 

4.C. Ensure all initiatives and programs have a program evaluation component. 
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4.D. Support and incorporate ongoing research to inform evidence-based suicide 
prevention practices. 

These Strategic Initiatives drive 10 targeted recommendations that can be found in Section 7 of 
the full report and are listed at the end of this Executive Summary.  

Foundational Recommendations: 

These Foundational Recommendations are derived from the 76 targeted recommendations 
developed by the Task Force. They are considered critically important to the success of 
developing a comprehensive DoD suicide prevention model. 

1. /ǊŜŀǘŜ ŀ ά{ǳƛŎƛŘŜ tǊŜǾŜƴǘƛƻƴ tƻƭƛŎȅ 5ƛǾƛǎƛƻƴέ ŀǘ h{5 ǿƛǘƘƛƴ ¦{5(P&R) to standardize 
policies and procedures with respect to resiliency, mental fitness, life skills, and suicide 
prevention. The office will provide standardization, integration of best practices, and 
general oversight, serve as a change agent, and establish an ongoing external review 
group of non-DoD experts to assess progress. Furthermore, this office will provide 
guidance from which the Services can design and implement their suicide prevention 
programs. 

2. Keep suicide prevention programs in the leadership lane and hold leaders accountable 
at all levels for ensuring a positive command climate that promotes the well-being, total 
ŦƛǘƴŜǎǎΣ ŀƴŘ άƘŜƭǇ ǎŜŜƪƛƴƎέ ƻŦ ǘƘŜƛǊ Service Members. A significant focus on developing 
better tools to assist commanders in suicide prevention must be undertaken. 

3. Reduce stress on the force. The pace ƻŦ ƻǇŜǊŀǘƛƻƴǎ ƛƴ ǘƻŘŀȅΩǎ ƳƛƭƛǘŀǊȅ ŜȄŎŜŜŘǎ ǘƘŜ ŀōƛƭƛǘȅ 
of Service Members to be restored to their optimal state of readiness. There is a supply 
and demand mismatch that creates a cumulative negative impact on the force. Reduce 
stress by ensuring the quantity and quality of dwell time allows for individual restoration 
as the force is reconstituted over and over again. This will allow Service Members to 
reestablish relationships and connectedness. If necessary, either grow the size of the 
force to ensure additional uniformed end-strength to meet the demand or reduce the 
mission demand.  

4. Focus efforts on Service Member well-being, total fitness (of the mind, body, and spirit), 
and development of life skills and resiliency to increase protective factors and decrease 
risk factors. This is the pinnacle of primary prevention. 

5. Develop a Comprehensive Stigma Reduction Campaign Plan that attacks the issue on 
multiple fronts to encourage help-seeking behavior and normalizes the care of the 
άhidden woundsέ incurred by Service Members. 

6. Strengthen strategic messaging to enhance positive communications that generate the 
behaviors and outcomes desired rather than highlighting the negative messaging about 
ǘƻŘŀȅΩǎ ŎƘŀƭƭŜƴƎŜǎΦ The focus of messaging must migrate from speaking solely about the 
άǘǊŀƎŜŘȅέ ƻŦ ǎǳƛŎƛŘŜ ŀƴŘ ǘƘŜ άŀŎǘƛƻƴǎέ ōŜƛƴƎ ǘŀƪŜƴ ǘƻ ƳŜǎǎŀƎŜǎ ǘƘŀǘ reduce stigma, 
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encourage help-seeking, portray concerned leadership, and inspire hope by showing 
that help really works. 

7. Develop skills-based training in all aspects of training regarding suicide prevention. The 
current awareness and education efforts about suicide prevention are adequate, but 
skills-based training is deficient, especially among buddies, family members, first-line 
supervisors, clergy, and behavioral health personnel. 

8. Incorporate program evaluation in all suicide prevention programs to determine the 
effectiveness of each program in obtaining its intended outcome. 

9. Coordinate and leverage the strengths of installation and local community support 
services for both Active and Reserve Component Service Members. Community health 
and access to quality, competent services are essential to suicide prevention. 

10. Ensure continuity and the management of quality behavioral healthcare, especially 
while in transition periods, to facilitate a seamless transfer of awareness, management, 
and treatment as Service Members change locations. Transitions need to be actively 
managed and tools must be developed to actively manage them. 

11. Mature and expand the DoDSER to serve as the main surveillance method to inform 
future suicide prevention efforts. Further standardize data collection processes. Robust 
surveillance will produce data that allow us to anticipate and avoid future occurrences 
of that event before the individual or population (or unit) reaches a crisis point.  

12. Standardize suicide investigations and expand their focus to learn about the last hours, 
days, and weeks preceding a suicide or attempted suicide. Pattern suicide investigations 
on aviation accident safety investigation procedures and use the safety investigation 
process as a model to develop a standardized suicide investigation process. 

13. Support and fund ongoing DoD suicide prevention research to enhance knowledge and 
inform future suicide prevention efforts, and to incorporate evidenced-based solutions. 
Focused research in suicide prevention for Service Members is essential to identifying 
best practices, decreasing variation in prevention practices, and in achieving desired 
outcomes. 

Concluding Remarks  

Considerable effort has been expended by DoD, the Services, and innumerable caring and 
dedicated individuals across the world in support of Service Members and their families. The 
findings and recommendations herein are intended to guide DoD in its efforts to enhance the 
work already being done while ensuring a more fit and ready force for meeting the demands of 
serving in the military. It is our belief that implementation of the Task Force recommendations 
and strategic initiatives will save lives  and will further propel DoD as a national leader in suicide 
prevention. 
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All Recommendations Listed by Focus Area and Strategic Initiative 

RECOMMENDATIONS 

Focus Area 1: Organization and Leadership (25 Recommendations)  

Strategic Initiative 
1A: 

Create, restructure, and resource suicide prevention offices at OSD, the 
Services, installations, and unit level to achieve unity of effort (Section 7.1.1). 

Recommendation 
1 

Build, staff and resource a central OSD Suicide Prevention Office that can 
effectively develop, implement, integrate, and evaluate suicide prevention 
policies, procedures, and surveillance activities. This office should reside within 
the Office of the Under Secretary of Defense for Personnel and Readiness and 
be granted the coordinating authority that enables strategic suicide prevention 
oversight from OSD, through the Services, and down to the unit level. 

Recommendation 
2 

Prioritize resources to adequately staff, fund, and organize the headquarters-
level suicide prevention offices, within each Service, to successfully meet all 
current requirements. 

Recommendation 
3 

Services should require full-time civilian suicide prevention coordinators at all 
installations identified by major commands.  Major commands must facilitate the 
consistent implementation of Service suicide prevention strategy down to the 
small unit level and installations must ensure appropriate resourcing of this 
position in order to fully support both DoD suicide prevention policy, and Service 
policy and programs. 

Recommendation 
4 

Sufficiently resource suicide prevention coalitions that strategically integrate 
installation and major command suicide prevention efforts and informs the 
Service-level program office. This coalition should also function to coordinate 
support services through collaboration on overarching social/behavioral risk 
problems on the installation. 

Recommendation 
5 

Require full-time suicide prevention program coordinators at each MTF (or 
regionalized when covering several non-hospital MTFs) to facilitate the 
standardized implementation of Service suicide prevention strategy on behalf of 
the MTF commander and ensure the adherence to standardized policies and 
practices. 

Recommendation 
6 

Direct unit-level suicide prevention program officers to facilitate the 
implementation of Service policies. 

Strategic Initiative 
1B: 

Equip and empower leaders (provide them tools) to establish a culture that 
fosters prevention as well as early recognition and intervention (Section 7.1.2). 

Recommendation 
7 

Strengthen and reinvigorate the fundamentals of military garrison leadership at 
the unit level with a focus on supervisor-subordinate interactions and mentoring. 
Ensure that front-line supervisor training is mandatory, occurs prior to assuming 
a supervisory role, and includes critical skills building in interpersonal 
relationships.  

Recommendation 
8 

Ensure that professional military education, ranging from basic training to Senior 
Service Schools, develops leaders with the interpersonal and leadership skills 
required to fulfill their leadership and mentoring responsibilities, as well as 
promotes the well-being and total fitness of the Service Members under their 
charge.  

Recommendation 
9 

Maintain a sufficiently small front-line supervisor-to-subordinate ratio to ensure 
the person-centered leadership functions can occur. 
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RECOMMENDATIONS 
Recommendation 

10 
Add validated behavioral risk questions to unit climate surveys to help 
commanders detect relative elevations in behavioral risk across their military 
units and respond with appropriate preventive measures. Mandate the use of 
unit climate and risk surveys annually and upon accepting and relinquishing 
command. 

Recommendation 
11 

Develop monthly risk reports from a multitude of sources and services to create 
a snapshot of the unit and the ability to compare a commanderôs unit with like 
units across the Service and at the installation, while also allowing for the 
identification of positive and negative trends with reference to risk behaviors by 
members in that unit. 

Recommendation 
12 

Disseminate and enforce ñzero toleranceò policies that prohibit prejudice, 
discrimination, and public humiliation towards individuals who are responsibly 
addressing emotional, psychological, relational, spiritual, and behavioral issues; 
as well as towards those seeking help to increase their psychological fitness and 
operational readiness. Support these policies by holding leaders and 
supervisors accountable and by sustained communications campaigns. 

Strategic Initiative 
1C: 

Develop strategic communications that promote life, normalize ñhelp-seeking 
behaviors,ò and support DoD suicide prevention strategies (Section 7.1.3). 

Recommendation 
13 

Develop and implement sustainable training programs for PAOs serving Service 
leaders, senior leaders, and installation commanders in crafting health-
promoting messages that support the goals and objectives of the Servicesô 
suicide prevention and health promotion programs; avoid counterproductive or 
dangerous messages whenever making statements or discussing suicide-
related information or statistics. 

Recommendation 
14 

Instruct PAOs to disseminate nationally recognized recommendations for 
reporting on suicide as they interact with news media on the subject of suicide. 

Recommendation 
15 

Develop and disseminate communication guidelines to commanders for use in 
the wake of a local suicide event. 

Strategic Initiative 
1D: 

Reduce stigma and overcome military cultural and leadership barriers to seeking 
help (Section 7.1.4). 

Recommendation 
16 

Develop an aggressive Stigma Reduction Campaign Plan, communications 
effort, and implement policies to root out stigma and discrimination. Follow 
scientifically based health communications principles in these campaigns. 

Recommendation 
17 

Promote values that encourage seeking the assistance of chaplains, healthcare, 
and behavioral healthcare professionals to enhance spiritual, physical, and 
psychological fitness. 

Recommendation 
18 

Develop and implement campaigns to inculcate values and norms aligned with 
promoting the well-being, connectedness, and psychological and spiritual fitness 
of Service Members. Use well-planned, multi-year communications campaigns 
at the DoD and Service levels, employing the best of health communications 
science as part of that effort. 

Recommendation 
19 

Target a specific component of the communications campaign to ensure that 
Service Members who hold security clearances and the mental health providers 
who see them are aware of policies that exclude reporting certain instances of 
mental health care on the SF-86. 

Recommendation 
20 

Adjust manning levels, especially in elite units and certain military occupational 
specialties, to support developing and maintaining comprehensive fitness by all 
members. 
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RECOMMENDATIONS 
Recommendation 

21 
Infuse curricula for all levels of military specialty training with expectations that 
even the most effective Service Members will occasionally experience difficulties 
that require temporary interruptions in their qualifications for full duty. Teach that 
the responsibility of others in the unit is to support them during those times. 

Recommendation 
22 

Discourage and refrain from use of the term ñmalingeringò in association with 
suicide-related behaviors. Ensure DoD and Service suicide prevention policies 
and guidelines eliminate using the word ñmalingeringò. 

Strategic Initiative 
1E: 

Standardize Suicide Prevention Policies and Procedures (Section 7.1.5). 

Recommendation 
23 

Implement DoD and Service guidance for commanders and military recruit 
instructors that addresses the management of suicide-related behaviors during 
basic training. 

Recommendation 
24 

Develop and implement a DoD-wide policy requiring immediate command 
notification and chain of care (or chain of custody) for individuals who become 
aware they are being investigated for a criminal or other serious offense, 
immediately after they confess to a crime, and/or soon after they are arrested 
and taken into custody. 

Recommendation 
25 

Establish clear DoD, Joint and Service guidance for removal and subsequent re-
issue of military weapon and ammunition for Service Members recognized to be 
at risk for suicide. The guidance should emphasize a collaborative, team 
approach to the decision-making process and specify documentation 
requirements. 

Focus Area 2: Wellness Enhancement and Training  (10 Recommendations)  

Strategic Initiative 
2A: 

Enhance well-being, mental fitness, life skills, and resiliency (Section 7.2.1). 

Recommendation 
26 

Improve access to, and promote utilization of, state-of-the-art training in critical 
life skills (e.g., financial management, communication, marriage and family 
relationships, anger management, and conflict resolution). 

Recommendation 
27 

Expand the practice of embedding behavioral health providers in operational 
units. Conduct studies to determine the range of effective staffing ratios for 
embedded providers. 

Strategic Initiative 
2B: 

Reduce stress on the force and on military families (Section 7.2.2). 

Recommendation 
28 

Balance uniformed end-strength with operational requirements by either 
increasing military end-strength or decreasing operational commitments.  

Recommendation 
29 

Provide sufficient, high-quality dwell time for redeploying Service Members in 
keeping with the most current military health research. Initial post-deployment 
dwell time should ensure an initial period (of at least several months) in which 
Service Members can restore their well-being, and should not include extended 
temporary duty (TDY) or extended ñgear-upò training for the next deployment.  

Recommendation 
30 

Reduce operations tempo and day-to-day work requirements on individuals and 
units to sustainable levels that support the wellness of Service Members and 
their families. Create white space in training schedules, especially in post-
deployment periods. 

Recommendation 
31 

Review in-garrison military training requirements with the goal of eliminating 
and/or combining training, thereby reducing the time burden on units and 
Service Members. 
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RECOMMENDATIONS 
Strategic Initiative 

2C: 
Transform suicide prevention training of Service Members, leaders, and families 
to enhance skills (Section 7.2.3). 

Recommendation 
32 

Develop DoD and Service-level comprehensive suicide prevention training 
strategies. Develop and disseminate state-of-the-art training curricula 
addressing the specific knowledge, skills, and attitudes required of each sub-
population in the military community. Incorporate industry-standard evaluation 
practices throughout the development and dissemination phases. Focus efforts 
on skills-based training. 

Recommendation 
33 

Target and train families (including parents, siblings, significant others, and next 
of kin) as a suicide prevention training strategy, and consider it an important part 
of the chain of care for Service Members. Family members should be educated 
and trained to recognize the signs of stress and distress, to know whom to call 
for advice, and to understand how to respond in emergencies. 

Recommendation 
34 

Develop strategies to locate and remain in contact with families during every 
phase of the deployment cycle. Develop and disseminate pre-deployment and 
reintegration education and training programs germane to suicide prevention for 
family members. 

Recommendation 
35 

Proactively seek opportunities to collaborate with other federal agencies in their 
efforts to support military families. 

Focus Area 3: Access to , and Delivery of , Quality Care (31 Recommendation s) 

Strategic Initiative 
3A: 

Ensure available and reliable access to high-quality behavioral healthcare 
(Section 7.3.1). 

Recommendation 
36 

Implement policies that optimize access to care for all Service Members which 
are specifically designed for behavioral health care, and monitor access 
standards closely for compliance. 

Recommendation 
37 

Train all caregivers in the governing rules applicable to appropriate and 
necessary information sharing among providers, outside agencies, and with 
Service Membersô commands. 

Recommendation 
38 

Develop interdisciplinary treatment plans for Service Members at risk for suicidal 
behavior. 

Recommendation 
39 

Implement coordination of care plans across longitudinal lines (e.g., permanent 
change of station, temporary change of station, deployment and redeployment 
transitions, temporary duty with other units, release from active duty, 
demobilization, confinement, hospitalization, and extended leave periods). 

Recommendation 
40 

Establish multidisciplinary case management teams to ensure the highest 
quality of coordinated care by the team of commander, clinical provider, and 
non-clinical care provider. 

Strategic Initiative 
3B: 

Leverage and coordinate military community-based services, as well as local 
civilian community services (especially with respect to the Reserve Component) 
(Section 7.3.2). 

Recommendation 
41 

Optimize and coordinate community-based services to leverage their capabilities 
to enhance protective factors for Service Members. 

Recommendation 
42 

Promote and utilize coordinated community outreach and awareness activities 
provided by clinicians and other installation-based care providers to improve 
access to care and reduce stigma. 
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RECOMMENDATIONS 
Recommendation 

43 
Encourage Service Members to have annual face-to-face ñconferencesò with 
chaplains for the purpose of resolving questions of guilt and to obtain referrals to 
appropriate caregivers for other concerns beyond the chaplainôs scope of 
expertise and experience. 

Recommendation 
44 

Develop a comprehensive policy to promote systematic and regular 
communication among clinical and non-clinical providers. 

Strategic Initiative 
3C: 

Ensure continuity of behavioral healthcare, especially during times of transition, 
to ensure seamlessness of healthcare delivery and care management (Section 
7.3.3). 

Recommendation 
45 

Manage care across transition points and monitor Service Members identified as 
being at risk for suicide.  

Recommendation 
46 

Assess Military OneSource capabilities to ensure a seamless transition of care 
system is established for suicidal or at-risk Service Members who utilize their 
services. This transitional care system needs to take into account challenges 
involving medical documentation, timeline of transition, and maximizing Service 
Member compliance with the transition plan. 

Recommendation 
47 

Develop, evaluate, and more widely disseminate peer-to-peer and other 
programs that intentionally promote not only connectedness but also risk 
identification and response among Reserve Component Service Members. 

Recommendation 
48 

Promote easy access to evidence-based treatments and community support 
services for post-deployment Reserve Component Service Members.  

Recommendation 
49 

Ensure all Reserve Component Service Members receive face-to-face 
behavioral health checks post-deployment/post-demobilization and before being 
remobilized, with an emphasis on connecting them with professional services 
during the post-deployment phase. 

Recommendation 
50 

Provide guidance on how behavioral health providers and commanders should 
best communicate with each other to promote effective suicide prevention 
practices for Service Members. 

Recommendation 
51 

Establish and use interdisciplinary ñhuman factorsò type boards (emphasizing 
topics like physical, social, behavioral, psychological, nutritional, environmental, 
spiritual, and medical health) on all installations to coordinate suicide prevention 
care for at-risk Service Members. 

Recommendation 
52 

Take steps to make ñmental fitnessò commensurate with ñphysical fitnessò within 
military culture as a core value of military life. Ensure every Service Member 
receives a mental fitness assessment and appropriate wellness education as 
part of his or her periodic heath assessment. 

Recommendation 
53 

Integrate behavioral health treatment teams into DoD primary care settings to 
overcome stigma and increase the likelihood of access to care; as well as to 
establish an early intervention approach to suicide prevention. Where this is not 
possible, train primary care providers and their staff in the assessment and 
management (and triage) of acute suicide risk patients. 
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RECOMMENDATIONS 
Recommendation 

54 
Develop a standard and systematic medical documentation system to identify 
high-risk patients and track the care provided. Continually review and update the 
record (documentation). 

Recommendation 
55 

Suicide watch should be used only as a last resort and only until appropriate 
mental healthcare becomes available. Provide consistent guidance to units for 
these exceptional instances, as well as ñjust in timeò training (e.g., online 
training). If units have a suicide prevention coordinator, the management of 
these rare instances could fall to that individualôs responsibility. A suicide watch 
training program should be developed and similarly instituted. 

Strategic Initiative 
3D: 

Standardize effective crisis intervention services and hotlines (Section 7.3.4). 

Recommendation 
56 

Provide clear direction and consistent messaging regarding the promotion and 
usage of the National Suicide Prevention Lifeline 1-800-273-TALK (8255) as a 
national suicide prevention hotline resource available to all Service Members 
and their families, as well as the use of local crisis hotlines (or information lines) 
focusing on specific populations. 

Recommendation 
57 

Formalize existing interconnectedness of the DCoE Outreach Call Center, 
National Suicide Prevention Lifeline, and Military OneSource to enable each 
agency to quickly and effectively route calls to appropriate responders. Ensure 
ongoing quality review and quality improvement efforts focused on emergency 
rescue situations, follow-up referrals for callers at-risk, and linkages with 
community providers of crisis services (e.g., mobile outreach teams). 

Recommendation 
58 

Optimize the availability of suicide hotline services to deployed Service 
Members using the same National Suicide Prevention Lifeline number to ensure 
best response capabilities. 

Strategic Initiative 
3E: 

Ensure all ñhelping professionalsò are trained in the competencies to deliver 
evidence-based care for the assessment, management, and treatment of 
suicide-related behaviors (Section 7.3.5). 

Recommendation 
59 

Develop clinical practice guidelines to promote the utilization of evidence-based 
practices for the assessment, management, and treatment of suicide-related 
behaviors. 

Recommendation 
60 

Dedicate sufficient mental health resources to military health facilities to allow for 
timely mental health assessment and treatment. 

Recommendation 
61 

Train all military healthcare providers (including behavioral health providers) and 
chaplains on evidence-informed suicide risk assessment, management, and 
treatment planning. Create and provide continuing education tailored to their 
specialty and area of expertise. 

Strategic Initiative 
3F: 

Develop effective postvention programs to support families, Service Members, 
and unit leaders after a suicide (Section 7.3.6). 

Recommendation 
62 

Incorporate postvention programs targeted at the decedentôs military unit, family 
and community after a tragedy or loss to reduce the risk of suicide. Postvention 
efforts must address Service Members affected by a significant loss, especially 
after a  fallen comradeôs death in combat or in garrison when the unit is 
impacted. Unit-level postvention efforts must focus on effective debriefing and 
prevention when they are impacted by a significant tragedy or loss. 

Recommendation 
63 

Train first responders, chaplains, casualty notification officers, and family 
interviewers on how to best respond to suicide and suicide-related events when 
working with families or next of kin. 
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RECOMMENDATIONS 
Recommendation 

64 
Provide families with comprehensive emotional support following the death of a 
loved one by suicide. All those affected, including significant others and battle 
buddies, should have access to resources that will help them cope with 
traumatic grief, such as the peer-based support organization Tragedy 
Assistance Program for Survivors (TAPS) and the Department of Veterans 
Affairs (VA) Vet Centers. These organizations offer free services to all who are 
grieving, with focused support for suicide loss. 

Recommendation 
65 

Ensure that Service criminal investigation agencies are staffed appropriately 
with family advocates trained in communicating with family members whose 
loved ones might have died by suicide. Maintain effective communication with 
surviving family members during the investigative process. 

Recommendation 
66 

Develop a consistent DoD policy on memorials that encourages remembrance 
based on how the Service Member lived, rather than the manner of death. Use 
WHO/IASP guidelines to avoid increasing risk through glamorizing death, and 
SPRC recommendations for conducting memorial services. 

Focus Area 4: Surveillance, Investigations, and Research  (10 Recommendations)  

Strategic Initiative 
4A: 

Conduct comprehensive surveillance aimed at identifying individuals at-risk and 
informing prevention efforts (Section 7.4.1). 

Recommendation 
67 

Structure DoD to implement surveillance efforts in a standardized manner, with 
a core focus on informing and improving suicide prevention activities. The 
DoDSER must be matured, expanded, and refocused to fulfill this surveillance 
role. 

Recommendation 
68 

Standardize DoDSER surveillance throughout the DoD, including specification 
of qualifications of surveyor and required training. 

Recommendation 
69 

Facilitate consistent and fluid access to DMSS by DoDSER for appropriate 
surveillance purposes that also allows for automatic filling of select data fields as 
appropriate. Aggregation of surveillance data reported using the DoDSER is 
intended to inform suicide prevention efforts across DoD and the Services 
through centralized offices at both levels, thus access to DMSS is essential. 

Strategic Initiative 
4B: 

Standardize investigations of suicides and suicide attempts to identify target 
areas for  prevention policies, procedures, and programs (Section 7.4.2). 

Recommendation 
70 

Standardize the suicide investigation process across DoD with the sole focus 
being suicide prevention. The investigation process should be non-attributional, 
all-inclusive of the days and weeks preceding a suicide or suicide attempt, and 
be reported in a redacted form, from the Services to OSD, to maintain 
confidentiality.  

Recommendation 
71 

Institute a modified psychological autopsy and root cause analysis protocol with 
a standardized process of reporting to a centralized office at the Service and 
OSD-level. The results of modified standardized investigative procedures can be 
used to refine and modify the DoDSER and improve surveillance methods. A 
modified investigatory protocol must include a focus on last days of life; 
development of a pathway to death that enables identification of potential points 
of intervention; interaction between person and environment; and access to all 
currently collected surveillance, as well as medical and personnel records. 

Recommendation 
72 

Place investigative responsibilities in the Safety Division offices of each Service 
to leverage the expertise, external party team management experience, 
protected (confidential) approach, and effectiveness of aviation mishap 
investigations. 
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RECOMMENDATIONS 
Recommendation 

73 
Review legal protections and make recommendations to Congress, as 
necessary, to ensure protected status of investigations. 

Recommendation 
74 

Recommend legislation to create procedures that facilitate the timely transfer 
and sharing of civilian autopsy findings on Service Members (Active Duty, 
Reserve Component, National Guard) with the Armed Forces Medical 
Examinerôs Office. Evaluate the appropriateness and necessity of access to 
other civilian findings to improve the tracking of members of the Armed Forces 
at-risk. 

Strategic Initiative 
4C: 

Ensure that all initiatives and programs have a program evaluation component 
(Section 7.4.3). 

Recommendation 
75 

Every suicide prevention program initiated by DoD or the Services must contain 
a program evaluation component. 

Strategic Initiative 
4D: 

Support and incorporate ongoing research to inform evidence-based suicide 
prevention practices (Section 7.4.4). 

Recommendation 
76 

Create a unified, strategic, and comprehensive DoD plan for research in military 
suicide prevention: (1) ensuring that the DoDôs military suicide prevention 
research portfolio is thoughtfully planned to cover topics in prevention, 
intervention, and postvention; and (2) assisting investigators by creating a DoD 
regulatory and human protections consultation board that is responsible 
primarily for moving suicide-related research forward in an expedited manner. 

 

Detailed Findings, Discussions and Recommendations can be found in Section 7 of the full 
report. 
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DEDICATION 

Dedication: 

The Task Force would like to dedicate this report to all Service Members who died by suicide 
and to the grieving loved ones left behind who will forever feel the pain of the loss of their son, 
daughter, husband, wife, father, mother, relative, or friend. The world was a better place while 
they were with us. Their family, friends, fellow Service Members, and our Nation mourn their 
loss. 

We, the members of the Task Force, express our sincere appreciation to the countless people 
who provided invaluable information and assistance throughout our data-gathering phase. 
Without their dedication and commitment, this report would not have been possible.  

Personal Stories of Suicide 

Every life is valuable. The following vignettes, although a small sampling, provide valuable 
insight to understanding the depth of our loss through suicide. The vignettes were prepared to 
highlight the faithful and honorable service of men and women who served their Nation in 
uniform but who also tragically succumbed to suicide. All of the following vignettes and the 
photographs contained in this report are used with the full express written permission of 
surviving families. The Task Force was inspired by and learned much from understanding the 
conditions and circumstances surrounding those who lost their lives to suicide. 

Age: 22 
Rank/Occupation: Specialist/Aviation Mechanic 
Service Branch: Army 

As one of six siblings, this Soldier proudly joined the Army as part of a long standing family 
legacy of service including his fatherΩǎ ŎǳǊǊŜƴǘ Řǳǘȅ ŀǎ an ROTC instructor. He was an Army 
helicopter mechanic. He and his oldest brother were deployed to different parts of Iraq within 
days of each other. When he returned from his deployment, he was significantly troubled. He 
needed help but did not seek it. Others did not recognize that he was troubled and needed 
professional assistance. He spiraled downward and took Ƙƛǎ ƻǿƴ ƭƛŦŜΦ άIŜ ŦŜƭǘ ǘƘŀǘ ƘŜ ŎƻǳƭŘ ƴƻǘ 
get the psychological help he needed from the military for fear it would jeopardize his future 
career in the ArmyΣέ Ƙis father said. "The [Army] wants its Soldiers to be mentally healthy but 
it's very hard for the Soldiers to get the help they need," he added. 

Age: 22  
Rank/Occupation: Private First Class/Infantry  
Branch of Service: Marine Corps 

This Marine was a very talented musician and had turned down a record deal with Atlantic 
Records in order to join the Marine Corps. He was incredibly proud to be a Marine, and wanted 
nothing more than to faithfully serve his country.  In July, 2009, he was diagnosed with Bipolar 
Disorder and  went to his Sergeant for help because he was concerned about how this diagnosis 
was going to affect his service. According to witnesses, his Sergeant berated him openly and 
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ŎŀƭƭŜŘ ƘƛƳ άǿŜŀƪΦέ ¢ƘŜ aŀǊƛƴŜ ǿŜƴǘ ōŀŎƪ ǘƻ Ƙƛǎ ōŀǊǊŀŎƪǎ ŀƴŘΣ ǿƛǘƘƛƴ ǘwo hours, hung himself. 
When he was found in his barracks, a well-worn suicide hotline card was found lying on his bed.   

Age: 27 
Rank/Occupation: Electronics Technician First Class 
Branch of Service: Navy 

This Sailor was challenged by juggling his career with the Navy and care for his wife who had 
been diagnosed with a debilitating illness. He became overwhelmed, withdrawn and depressed. 
Eventually, he was reprimanded at work for an unkempt appearance. On January 31, 2007, he 
was ordered to report to his superiors in his dress blues for an inspection. Instead, he returned 
home and shot himself in his vehicle outside the home that he shared with his wife and teenage 
stepdaughter. 

Age: 23 
Rank/Occupation: Specialist/Special Electronics 
Service Branch: Army National Guard 

This Soldier was a decorated member of the Army National Guard. He served some very 
personally challenging months in Iraq where he witnessed the death of several of his buddies as 
well as others he did not know. When he returned home after his deployment, he had a very 
brief demobilization and was rapidly released from active duty. He returned to his hometown 
with some emotional scars. According to his family and friends, he was a fun loving, life-of-the-
party type of person when he left for Iraq; when he returned he was alone and became 
depressed. His depression was so severe that he chose to end his own life with a handgun on 
Thanksgiving Day. His father said, "He returned with absolutely no support systems and 
struggled because he was separated from the only people who knew what he had been 
through, and we as parents had no idea how to help him." 

Age: 32 
Rank/Occupation: Staff Sergeant/Security Forces 
Branch of Service: Air Force 

This Airman served honorably in the Air Force for 14 years and received numerous accolades 
throughout his careerΦ Iƛǎ ŦǊƛŜƴŘǎ ŀƴŘ ŦŜƭƭƻǿ !ƛǊƳŜƴ ŘŜǎŎǊƛōŜŘ ƘƛƳ ŀǎ άǎƻƳŜƻƴŜ ǎŜƭŦƭŜǎǎέ ǿƘƻ 
ǿŀǎ ŀƭǿŀȅǎ ƭƻƻƪƛƴƎ ƻǳǘ ŦƻǊ Ƙƛǎ ŦŜƭƭƻǿ !ƛǊƳŜƴ ŀƴŘ ŀŎǘŜŘ ŀǎ άŀ ŦǊƛŜƴŘΣ ōƛƎ ōǊƻǘƘŜǊΣ ƳŜƴǘƻǊ ŀƴŘ ŀ 
ƭŜŀŘŜǊΦέ Iƛǎ ŦŀƳƛƭȅ ǊŜǇƻǊǘŜŘ ǘƘŀǘ ƘŜ ǎǳŦŦered from Post-Traumatic Stress Disorder and was 
overwhelmed by his impending deployment, his fourth to Iraq. He died by suicide in the 
basement of his own home with his family upstairs. 

Age: 19 
Rank/Occupation: Private First Class/Combat Support Battalion  
Branch of Service: Army 

This female Soldier and her sister joined the Army in hopes of building a rewarding career. Their 
father was an active duty Army Chaplain. During her initial advanced individual training, she 
was raped by a fellow soldier. She told her father that she was afraid to tell anyone about the 
sexual assault for fear that she would be "judged". She graduated from training and was 
transferred to another installation for her first duty assignment. A month after arriving, she was 
deployed to Iraq. Although the policy in Iraq was that female Soldiers would always have a 
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buddy, she was alone most of the time because her "buddy" had been diagnosed with cancer. 
Seven days before she died, a female friend (also a sexual assault victim) died by suicide in Iraq. 
The Private did not leave a suicide note, but her journal was discovered lying open to an entry 
describing the torment, pain and impact of her rape. She died by gunshot wound in Baghdad, 
Iraq. 

Age: 40 
Rank/Occupation: Major/Pilot 
Service Branch: Marine Corps Reserve 

This Marine was a Cobra pilot. He was fit, a model Marine, and the one that everyone else 
would rely on; the one that others wanted to be like. He was highly respected by his Marines 
and feared letting any of them down. He had a very successful tour in Iraq where he flew 75 
missions. With exposure to numerous traumatic events during his 15-year military career, he 
suffered from both depression and anxiety. When his depression worsened following Iraq, he 
felt that he was no longer valuable to his unit and that everyone would be better off without 
him. His feelings of isolation deepened. He hid the pain and torment that he was experiencing 
from his family. He refused to seek help because he felt "it would be the end of his career 
because everyone would see him differently." He died by hanging and is survived by his wife 
and two young sons. At the funeral, a fellow Marine said, "Superman finally hit some 
Kryptonite." 

 

 

Additional vignettes can be found in Section 7 of the Report. 
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1. BACKGROUND, ORGANIZATION, AND ACTIVITIES 
OF THE TASK FORCE 

1.1 Congressional Charter and Task Force Membership 

Charter 

Section 733 of the National Defense Authorizatrion Act  for fiscal year 2009 (FY09 NDAA) 
ŘƛǊŜŎǘŜŘ ǘƘŜ {ŜŎǊŜǘŀǊȅ ƻŦ 5ŜŦŜƴǎŜ ǘƻ άŜǎǘŀōƭƛǎƘ ǿƛǘƘƛƴ ǘƘe Department of Defense a task force 
ǘƻ ŜȄŀƳƛƴŜ ƳŀǘǘŜǊǎ ǊŜƭŀǘƛƴƎ ǘƻ ǇǊŜǾŜƴǘƛƻƴ ƻŦ ǎǳƛŎƛŘŜ ōȅ aŜƳōŜǊǎ ƻŦ ǘƘŜ !ǊƳŜŘ CƻǊŎŜǎΦέ Lƴ 
response to this directive, the Department of Defense Task Force on the Prevention of Suicide 
by Members of the Armed Forces (Task Force) was established on 7 August 2009. The Task 
Force was constituted as a subcommittee of the Defense Health Board (DHB), a standing 
Federal Advisory Committee.  

Section 733 also stated that the Task Force was required to submit to the Secretary of Defense 
ŀ ǊŜǇƻǊǘ ŎƻƴǘŀƛƴƛƴƎ άǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎ ǊŜƎŀǊŘƛƴƎ ŀ ŎƻƳǇǊŜƘŜƴǎƛǾŜ ǇƻƭƛŎȅ ŘŜǎƛƎƴŜŘ ǘƻ ǇǊŜǾŜƴǘ 
ǎǳƛŎƛŘŜ ōȅ ƳŜƳōŜǊǎ ƻŦ ǘƘŜ !ǊƳŜŘ CƻǊŎŜǎΦέ Legislative language of Section 733 of the FY2009 
NDAA can be found in Appendix A. The full set of requirements for the report, as well as the 
section(s) in which they are addressed, is listed below. 

NDAA Requirements Matrix  
Section(s) where 

Addressed  

1. Not later than 12 months after the date on which all members of the task force have been appointed, the 
task force shall submit to the Secretary a report containing recommendations regarding a comprehensive 
policy designed to prevent suicide by members of the Armed Forces.  

Section 7;  App B 

2. Task force shall take into consideration completed and ongoing efforts by the military departments to 
improve the efficacy of suicide prevention programs. 

1.3;  1.4;  Section 3; 
App B;  D-F 

3. The recommendations (including recommendations for legislative or administrative action) shall include 
measures to address the following: 

App B 

(A) Methods to identify trends and common causal factors in suicides by members of the Armed Forces. 7.4.1;  7.4.2;  App B 

(B) Methods to establish or update suicide education and prevention programs conducted by each military 
department based on identified trends and causal factors. 

7.1;  7.2.3;  7.4;  
App B 

(C) An assessment of current suicide education and prevention programs of each military department. 6.1;  7.2.1;   

7.2.3;  7.4.3;  App B 

(D) An assessment of suicide incidence by military occupation to include identification of military occupations 
with a high incidence of suicide. 

6.2,  App B;  App G 

(E) The appropriate type and method of investigation to determine the causes and factors surrounding each 
suicide by a member of the Armed Forces. 

7.4.2;  App B 

(F) The qualifications of the individual appointed to conduct an investigation of a suicide by a member of the 
Armed Forces. 

7.4.2;  App B 

G) The required information to be determined by an investigation in order to determine the causes and 
factors surrounding suicides by members of the Armed Forces. 

7.4.1;  7.4.2;  App B 

(H) The appropriate reporting requirements following an investigation conducted on a suicide by a member of 
the Armed Forces. 

7.1.1;  7.4.2;  App B 

(I) The appropriate official or executive agent within the military department and Department of Defense to 
receive and analyze reports on investigations of suicides by members of the Armed Forces. 

7.1.1;  7.4.2;  App B 

(J) The appropriate use of the information gathered during investigations of suicides by members of the 
Armed Forces. 

7.4.1;  7.4.2;  App B 

(K) Methods for protecting confidentiality of information contained in reports of investigations of suicides by 
members of the Armed Forces. 

7.4.2;  App B 

Summarized responses to each question can be found in Appendix B. 
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Membership  

The Task Force is composed of seven DoD and seven non-DoD professionals, with specific 
expertise in national suicide prevention policy, military personnel policy, research in the field of 
suicide prevention, clinical care in mental health, and military pastoral care, as well as a family 
member representative and representation from each Service. Major General Philip Volpe was 
appointed as the military co-chair, and Ms. Bonnie Carroll was elected as the civilian co-chair. 
The full list of Task Force members is shown below: 

Alan Berman, PhD, ABPP 
Executive Director American Association of Suicidology  
President, International Association for Suicide 

Prevention  

David Jobes, PhD, ABPP 
Board Certified Clinical Psychologist 
Professor of Psychology 
The Catholic University of America 

COL John Bradley, MD, MC, USA  
Chairman, Department of Psychiatry 
Walter Reed Army Medical Center and National Naval 

Medical Center 

Janet Kemp, RN, PhD 
National Suicide Prevention Coordinator 
VA, Office of Mental Health Service 
Canandaigua, NY 

Bonnie Carroll, Major, USAFR (ret) 
National Director 
Tragedy Assistance Programs for Survivors (TAPS) 

David Litts, OD, Colonel, USAF (ret) 
Director, Science and Policy 
National Suicide Prevention Resource Center 

(SPRC) 

Robert Glenn Certain, DMin 
Colonel, USAFR (ret) 
Rector 
St. Peter-St. Paul Episcopal Church 

Richard McKeon, PhD, MPH 
Acting Branch Chief, Suicide Prevention 
Substance Abuse and Mental Health Services 

Administration (SAMHSA) 

CMSgt Jeffory C. Gabrelcik, USAF 
Chief, Air Force Review Boards 
Deputy Secretary AF Manpower & Reserve Affairs 

(M&RA) 

MGySgt Peter Proietto, USMC 
Senior Enlisted Advisor 
Safety Division 
Headquarters, U.S. Marine Corps 

SgtMaj Ronald Green, USMC 
Senior Enlisted Advisor 
Headquarters and Service Battalion 
Headquarters, U.S. Marine Corps  

MG Philip Volpe, DO, MC, USA 
Fellow, American Academy of Family 

Physicians 
Commanding General 
Western Regional Medical Command 

Marjan Ghahramounlou Holloway, PhD 
Assistant Professor 
Department of Medical and Clinical Psychology, 

Psychiatry 
Uniformed Services University of the Health Sciences 

CDR Aaron Werbel, PhD, USN 
Suicide Prevention Program Manager for the 

U.S. Marine Corps 
Headquarters, U.S. Marine Corps 

Appendix C contains biographies for Task Force members. The Task Force would also like to thank CMSgt Troy 
McIntosh for his service on the Task Force from August 2009 to October 2009. 

http://www.health.mil/DHB/members/tfpsmaf/Berman_shortbio.pdf
http://www.health.mil/DHB/members/10909/Jobes_Short%20Bio_updated%2010_9_09.pdf
http://www.health.mil/DHB/members/10909/Kemp_Short%20Bio_updated%2010_9_09.pdf
http://www.health.mil/DHB/members/10909/Carroll_Short%20Bio_updated%2010_7_09.pdf
http://www.health.mil/DHB/members/10909/Litts,%20David_Short%20Bio.pdf
http://www.health.mil/DHB/members/1062009/Certain%20final%20Bio_updated%2010_6_09.pdf
http://www.health.mil/DHB/members/10909/McKeon_Short%20Bio_updated%2010_9_09.pdf
http://www.health.mil/DHB/members/10909/Proietto_short%20bio_updated%2010_9_09.pdf
http://www.health.mil/DHB/members/10909/Green_%20Short%20Bio_updated%2010_7_09.pdf
http://www.health.mil/DHB/members/tfpsmaf/VolpeShortBio.pdf
http://www.health.mil/DHB/members/10909/Holloway_short%20bio_updated%2010_7_09.pdf
http://www.health.mil/DHB/members/tfpsmaf/Werbel_shortbio.pdf
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Initial Task Force operations beginning 7 August 2009 were supported by the DHB Executive 
Secretary, CDR Edmond Feeks, USN, and then with a full-time Task Force Executive Secretary, 
Col Joanne McPherson, USAF, effective 12 November 2009. Program management support to 
the Task Force was provided by Booz Allen Hamilton beginning on 24 September 2009. 

1.2 Methodology 

The Task Force used five main data sources in the compilation of this report: 

Á Review of existing scientific literature 

Á Presentations from subject-matter experts 

Á Public information (including participation from family members of suicide victims) 

Á Panel discussions (including suicide attempt survivors) 

Á Information gathered from eyes-on field visits to military installations. 

Following a general orientation to existing data on Service Member suicide and on the ServiceǎΩ 
suicide prevention programs through formal meetings and briefings, the Task Force focused on 
gathering information ŦǊƻƳ ŜȄǇŜǊǘǎ ƛƴ ǘƘŜ ŦƛŜƭŘΣ ŀ ǊŜǾƛŜǿ ƻŦ άōŜǎǘ ǇǊŀŎǘƛŎŜǎΣέ ŀƴŘ ŦǊƻƳ ǇǳōƭƛŎ 
participation. After considerable collaboration, discussion, analysis, and validation of the data, 
the Task Force formed its initial impressions and deduced general conclusions. Eyes-on field 
visits, i.e., site visits, allowed the Task Force to confirm or reject initial conclusions and to 
determine additional areas of strengths and weaknesses regarding suicide prevention. Once 
briefings and site visits concluded, Task Force members began to methodically deliberate 
regarding the findings and recommendations, and the report was constructed and finalized. 

1.3 Task Force Meetings 

The Task Force held its first preparatory meeting on 7 August 2009. From 1 October 2009 to 6 
August 2010, the Task Force held monthly and twice-monthly face-to-face meetings both open 
(for public information) and preparatory (for administration). Appendix D contains a complete 
list of the Task Force meetings with dates and locations. Appendix E contains a complete list of 
speakers for each Task Force public meeting. During Task Force meetings, members received 
informational briefings from the Services and from military and civilian subject matter experts. 
Topics included, but were not limited to, DoD/Service suicide data and prevention programs, 
ongoing research in suicidology, surviving family member input, epidemiology, testimony from 
those who had previously attempted suicide, suicide and other serious incident investigations, 
and Reserve and National Guard programs. The Task Force also received briefings regarding the 
Department of Veterans Affairs (VA) and the United States Coast Guard (USCG).  

Panel discussions held at several of the public Task Force meetings facilitated discussion 
between speakers and Task Force members. Time was also allocated during each of these open 
meetings for preparatory sessions so that Task Force members could focus on both current and 
future efforts. In addition, the Task Force held several preparatory working sessions, during 
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which members synthesized the captured information and discussed related findings and 
recommendations. All open meetings were transcribed, and the transcriptions and meeting 
minutes are posted on the DHB website.  

In October 2009, several Task Force members participated in the TAPS Suicide Survivors 
Seminar, attended by 360 family survivors of Service Members who died by suicide, including 
parents, spouses, children, and siblings from across the DoD. In January 2010, most Task Force 
members attended the DoD/VA Annual Suicide Prevention Conference, ensuring coverage of 
the maximum number of sessions possible.  

1.4 Sites Visited 

Delegations of the Task Force formally visited 19 military installations over the course of the 
year. Each site visit was typically two days long. The delegations met and spoke with a variety of 
groups separately, including junior enlisted members (including recruits and trainees), non-
commissioned officers (NCOs), commissioned officers of varying ranks (including installation 
and unit leaders at all levels); behavioral health clinicians, emergency room clinicians, and 
primary care clinicians; installation support services personnel, first responders, and chaplains; 
and family members. Appendix F contains a complete list of site visit locations and dates. 
Furthermore, information from informal site visits and experiences by individual members 
about suicide and suicide prevention efforts were included during deliberations. 

1.5 Writing Groups 

The Task Force divided itself into three writing groups. Task Force members were assigned to 
work on multiple groups and had either a primary or a secondary responsibility for the content 
material in that portion of the report. This division of subject matter expertise allowed sharing 
of ideas within and between the writing groups. Training and policy issues were addressed by 
all of the writing groups.  

1.6 Guiding Principles 

The Task Force is an independent body created by Congressional mandate as established within 
the FY09 NDAA. It operated separately from the Services but sought to obtain information 
related to the ServiceǎΩ ŎǳǊǊŜƴǘ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴ ǇǊƻƎǊŀƳǎΣ policies, procedures, and 
regulations. However, Task Force members were careful to avoid Service influence so that they 
could openly consider all possible findings and recommendations. Task Force meetings were 
held in open and transparent sessions and afforded the public the opportunity to provide 
comments and gain access to Task Force members. The public could also submit comments to 
the Task Force via e-mail. 

Eliminating suicide by members of the Armed Forces is a noble and worthy effort. To create a 
set of strategies and recommendations that are useful and attainable, the Task Force developed 
the following six guiding principles: 
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1. Suicide and suicidal behaviors are preventable.  

2. Suicide prevention begins with leadership and requires engagement from all facets of 
the military community. 

3. Suicide prevention requires long-term, sustained commitment using a comprehensive 
public health approach. 

4. Service Member wellness and fitness (mind, body, and spirit) is essential to mission 
accomplishment (and suicide prevention). 

5. Recommendations of the Task Force should reflect the best available practices and 
scientific evidence, as well as expert consensus. 

6. The recommendations should be consistent with the culture of the Armed Forces and 
capitalize on the strengths of the Armed Forces. 
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2. INTRODUCTION 

2.1 Overview 

Ƙƛǎ bŀǘƛƻƴΩǎ Service men and women constitute the most resilient fighting force in the 
world. They benefit from the ServiceǎΩ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴ ŜŦŦƻǊǘǎΣ ǿƘƛŎƘ ƘŀǾŜ ŦŜǿ ǇŜŜǊǎ 
for comparison throughout the United States. DoD is one of the only employers in the 

United States that tracks suicide-related behaviors, mandates suicide awareness, education and 
training programs and attempts to comprehensively benefit from a multidimensional approach 
using line leadership, healthcare capabilities, religious personnel, and community services. The 
U.S. Armed Forces have now been engaged in one of the longest continuous armed conflicts in 
ƻǳǊ bŀǘƛƻƴΩǎ ƘƛǎǘƻǊȅτa daunting commitment highlighted by frequent interruptions of lifelong 
goals and frequent separations from loved onesτyet our Service Members continue to meet 
their mission with passion, commitment, devotion to duty, and success. 

This Task Force recognizes that DoD leads the Nation in many ways in suicide prevention 
efforts. ¢ƘŜ ¢ŀǎƪ CƻǊŎŜΩǎ recommendations are designed to facilitate a refinement from the 
strong effort made today into one that also effectively responds to new requirements that have 
resulted from a long, sustained, high operational tempo environment. 

2.2 Nature of the Challenge of Preventing Suicide 

Suicide is a complex human behavior that has occurred throughout the history of civilization. 
Examples of suicidal behaviors have occurred in all cultures, races, and religions across the 
world. Suicidal behavior occurs in all demographic, socio-cultural, or economic groups. Because 
the impact of suicide is so profound in terms of its social costs, as well as the impact on 
individual survivors and social systems, there has been a long-term interest in preventing its 
occurrence. 

However, despite our efforts to prevent tragic losses by suicide and the desire to preserve life, 
our ability to actually understand and effectively prevent suicide has been a challenge 
throughout history and continues to plague us in modern times. Several aspects make 
understanding and preventing suicide particularly challenging, but one of the most challenging 
aspects is the multitude of factors that underlie and precede the event. Just as the proverbial 
tip of the iceberg belies the enormous mass beneath the surface, suicide is the visible 
manifestation of a much larger set of physical, mental, and spiritual stressors. To prevent 
suicide, we must address the part of the iceberg that lurks beneath the surface. 
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Diagram 2-1: The Challenge of Preventing Suicide 

The òTIPó of the iceberg (above the surface) represents the suicide -related behaviors  and the act of 
suicide. The enormous mass below the surface represents the much larger set of complex psychological, 

physical, spiritual, emotional, relationship, environmental, occupational and social stressors. The impact of 
the stressors are influenced by the individualõs resiliency, and stigma within the environment. To prevent 
suicide and sustain suicide prevention efforts, we must also address the stressors which lurk beneath the 

surface, as well as build resiliency and decrease stigma.  

Other challenges in understanding suicide-related behaviors include, but are not limited to:  

Á Those from whom we can best learn about suicide are those who have died by suicide, 
hence are unavailable for study.   

Á Those who survive a suicide attempt may have some characteristics that differ from 
those who have died by suicide, making generalizations from one to the other difficult. 

Á Uniformly agreed upon language and nomenclature for various forms of suicidal behavior 
have been elusive, hampering efforts to aggregate study findings and coordinate 
communications about persons needing care. 
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Á Suicide is a statistically low base rate event, which makes its reliable prediction difficult; 
program evaluation efforts often focused on proxy measures. 

Á Given the scope and impact of suicidal behavior, sophisticated empirical research on 
understanding and ultimately preventing suicide has been remarkably limited. 

Á Although there are some data about what may prevent suicide, we have yet to develop a 
broad array of evidence-based public health and clinical prevention approaches. 

Á Suicide is a very controversial topic, with moral, religious, civil liberty, and political 
implications that may directly or indirectly affect prevention efforts.  

2.3 International Perspective on Suicide and Suicide Prevention  

Statistics on suicide rates for various countries indicate that each year there are an estimated 
900,000 deaths by suicide across the globe, 1 suicide every 40 seconds. The World Health 
Organization (WHO) ranks suicide as the 10th leading cause of death, accounting for 1.5 
percent of all deaths annually. More people die by suicide across the world than die in war, 
terrorist activities, and homicides, combined.  

The rate of suicide in the United States tends to be in the mid-range when considering rates in 
all countries; however, international comparisons are notoriously unreliable because of great 
differences in death registration systems among nations. Some of the least developed countries 
do not even have vital statistics registration systems because they have little or no means to 
collect and process mortality data. The suicide rate in the United States in 2007, the latest year 
for which there are national statistics, was 11.5 per 100,000, compared with a worldwide 
average rate of 14 per 100,000 (18 per 100,00 for males; 11 per 100,000 for females).  

Worldwide rates have increased 60 percent in the last 45 years. Annually, suicide rates tend to 
be highest among the countries of Eastern Europe, notably the old Soviet Socialist Republics 
(i.e., Belarus, Lithuania, and Russian Federation) (World Health Organization, 2010). Research 
on the causes of these high rates has been limited in these countries. It is suspected that the 
high rates are associated with the psychological instability caused by political, social, and 
economic crises in combination with the elevated rates of unemployment. The high prevalence 
of alcohol dependence also seems to be a significant factor (Krasnov & Voitsekh, 2009). 

The World Health Organization (WHO) and the International Association for Suicide Prevention 
(IASP) are actively engaged in promoting suicide prevention activities around the world, each 
noting that there is compelling evidence to indicate that various strategies can reduce rates. In 
1993, the United Nations (UN) and WHO convened a meeting of international experts that 
culminated in a report published in 1996 that included a comprehensive set of guidelines for 
developing national strategies for the prevention of suicide around the world. That said, at 
latest count, only 16 countries have a national suicide prevention strategy in place, accounting 
for about 8 percent of the countries of the world. Where these strategies exist, they share a 
number of approaches in common as follows: 
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Á Promoting awareness of suicide as a preventable public health problem 

Á Enhancing access to behavioral health and substance abuse services 

Á Reducing stigma associated with behavioral health problems 

Á Improving detection and treatment of mental disorders associated with risk of suicide 

Á Reducing access to lethal means 

Á LƳǇƭŜƳŜƴǘƛƴƎ ǘǊŀƛƴƛƴƎ ǘƻ ƛƳǇǊƻǾŜ ŎŀǊŜƎƛǾŜǊǎΩ ǊŜŎƻƎƴƛǘƛƻƴ ŀƴŘ clinical treatment of those 
with risk for suicide 

Á Improving and enhancing the reach of crisis intervention services 

Á Improving media portrayals of, and public commentary about, suicidal behaviors 

Á Improving surveillance  

Á Improving continuity of care 

Á Enhancing sensitivity toward and care for those bereaved by suicide. 

Suicide, and thus its prevention, knows no geographic boundary and is an issue for a number of 
countries other than the United States. 

2.4 National Perspective on Suicide and Suicide Prevention  

In 2007, more than 34,000 Americans died by suicide, outnumbering homicide deaths by almost 
2 to 1 (CDC, 2010). In 2008, an estimated 8.3 million adults aged 18 or older had serious suicidal 
thoughts, 2.3 million made a suicide plan, and 1.1 million attempted suicide (SAMHSA, 2009). 
Each year in the United States, hundreds of thousands of people require emergency 
department treatment as a result of attempted suicide. While there has been a recent decrease 
in suicide among youth, [traditionally one of the highest-rate demographic groups], suicide 
among the ages of 25 to 64 has actually been increasing. In addition to the profound personal 
and emotional impact of suicide, the sheer economic impact in terms of services and years of 
life lost are staggering. 

Until recently, despite the tragic toll in lives lost and families bereaved, and the enormous 
impact on the healthcare system, there has been a minimal national focus on suicide and 
suicide prevention. Responding to the anguished pleas of family members who had lost a loved 
one to suicide, members of U.S. Congress, in both the Senate and House of Representatives, 
passed resolutions in 1997 declaring that suicide was a national problem and that suicide 
prevention should be a national priority. Congress called for the development of a 
comprehensive national strategy for suicide prevention to guide a national effort to reduce 
suicidal behaviors. 

U.S. Surgeon General Dr. David Satcher led the Nation through a series of steps to respond to 
this new national mandate. A groundbreaking conference in Reno, Nevada, in fall 1998, 
assembled researchers, clinicians, government officials, survivors of suicide loss, public health 
leaders, and other experts to develop recommendations for action. These recommendations 
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were used to frame the "Surgeon General's Call to Action to Prevent Suicide," released in 
summer 1999, the first time a Surgeon General had issued a report on suicide. About this same 
time, the Air Force's pioneering suicide prevention program was producing the first empirical 
evidence that a comprehensive, public health approach could, in fact, reduce suicide across a 
population. This evidence added an additional measure of optimism to a series of regional 
public hearings that followed for the purpose of shaping the Reno recommendations into 11 
goals and 68 objectives, framed as the 2001 National Strategy for Suicide Prevention: Goals and 
Objectives for Action (NSSP). The NSSP articulated an extremely ambitious, comprehensive, 
public health strategy to prevent suicide and suicidal behaviors in the United States. It required 
a variety of organizations and sectors, both public and private, to become involved in suicide 
prevention. The NSSP represented the first attempt in the United States to prevent suicide 
through a coordinated approach by both the public and private sectors. 

Since the publication of the NSSP, activities in the field of suicide prevention have increased 
exponentially. Government agencies at all levels, schools, not-for-profit organizations, and 
others have initiated programs and campaigns to address suicide risks. Every State now has 
coordinated suicide prevention plans and initiatives that are implemented at the state level. 
DoD and each Service branch of the military (along with the VA) are to be commended for being 
among the ŦƛǊǎǘ ƻǊƎŀƴƛȊŀǘƛƻƴǎ ƛƴ ǘƘŜ ¦ƴƛǘŜŘ {ǘŀǘŜǎ ǘƻ ƳŀƪŜ άǊŜŘǳŎƛƴƎ ǎǳƛŎƛŘŜέ ŀ ŎƻǊŜ ǇǊƛƻǊƛǘȅΦ 
Beyond embracing this focus, these organizations have made considerable and sustained 
efforts to reduce suicide and suicidal behaviors for their respective populations.  

Despite the recent concerted efforts in the field of suicide prevention, much more remains to 
be done. The Institute of Medicine confirmed in its 2002 analysis of the national suicide 
problem that significant empirical, clinical, and public health efforts were still needed to 
ƳŜŀƴƛƴƎŦǳƭƭȅ ŀŦŦŜŎǘ ǘƘŜ ƴŀǘƛƻƴΩǎ ǎǳƛŎƛŘŜ-related challenges. In 2ллнΣ ǘƘŜ tǊŜǎƛŘŜƴǘΩǎ bŜǿ 
Freedom Commission on Mental Health also noted considerable gaps in research, surveillance 
data, treatment, training, and service delivery. 

2.5 Military Perspective on Suicide and Suicide Prevention 

Suicide in the military has existed as long have there have been standing armies. In May 1996, 
Admiral Jeremy Boorda, the Chief of Naval Operations, took his own life in the wake of 
allegations regarding the legitimacy of two of his wartime medals. His suicide served as a 
άǿŀƪŜǳǇ Ŏŀƭƭέ ǘƻ ǘƘŜ ƳƛƭƛǘŀǊȅ that suicide can occur at any level within the organization. Media 
attention added a sense of urgency, and the Services began to develop formal suicide 
prevention programs in the mid to late 1990s, collaborating with military and civilian experts. 
Notably, the Air Force initiated development of a comprehensive suicide prevention program 
that is now considered one of a very few evidence-based suicide prevention programs. Suicide 
prevention had also become a focus at the national level, which fostered collaboration between 
military and civilian communities. 

In recent years, suicide in the military has continued to receive attention both nationally and 
internationally. While many historically known risk factors, such as exposure to trauma and 
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access to lethal means, continue to influence the level of military suicide and suicide-related 
behaviors, a number of additional layers of complexity require consideration.  

Two current examples of military-specific factors include the impact of multiple deployments 
and the use of Internet-based communication with family while deployed. Multiple efforts to 
enhance our understanding of military suicide have been launched. The IASP Task Force on 
Defense and Police Forces was organized in 2007, and the North Atlantic Treaty Organization 
(NATO) has tasked an Exploratory Team to look into the problem of international military 
suicide and is currently in the process of forming a Research Task Group. Nationally, the DoD 
Suicide Prevention and Risk Reduction Committee (SPARRC) has been formed to actively 
address military suicide related topics. The Department of Defense Suicide Event Reporting 
(DoDSER) system was initiated in 2008 to track suicide and suicide-related behaviors among all 
military Service Members.  
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3.  EVOLUTION OF SERVICE SUICIDE 
PREVENTION PROGRAMS 

3.1 Department of Defense 

s previously notedΣ ǘƘŜ ¦Φ{Φ {ǳǊƎŜƻƴ DŜƴŜǊŀƭ ƛƴ мффф ǊŜƭŜŀǎŜŘ ǘƘŜ {ǳǊƎŜƻƴ DŜƴŜǊŀƭΩǎ 
ά/ŀƭƭ ǘƻ !Ŏǘƛƻƴ ǘƻ tǊŜǾŜƴǘ {ǳƛŎƛŘŜέ ǊŜǇƻǊǘ ǎǘŀǘƛƴƎ ǘƘŀǘ ǎǳƛŎƛŘŜ ǿŀǎ ŀ ƴŀǘƛƻƴŀƭ ǇǳōƭƛŎ 
health issue that needed to be addressed. Simultaneously, the Pentagon was also 
addressing the issue across the whole of DoD. The DoD SPARRC was formally 

established in September 1999 as a result of a White House conference held in July 1999. The 
SPARRC is composed of both military and VA members and has been recognized throughout the 
5ƻ5 ŀǎ ŀ άƳƻŘŜƭέ ŦƻǊ ŎƻƭƭŀōƻǊŀǘƛƻƴ ŀƳƻƴƎ ǘƘŜ Services, DoD, and other agencies.  

The SPARRC established several work groups to accomplish specific tasks and goals: a Suicide 
Rate Standardization Work Group in 2005; a Suicide Nomenclature Standardization Work Group 
in 2006; and a work group focused on a suicide data collection form and database in 2007 (later 
called the DoDSER Working Group). The SPARRC also expanded the annual suicide prevention 
conference, from approximately 50 attendees in 2002 to approximately 850 attendees by 2010 
to include international attendees from foreign military organizations. 

The Suicide Rate Standardization Work Group was established to standardize the analysis of 
Service suicide data (including attempts), and allow for direct comparison across the Services. 
By mid-2006, a policy memorandum was approved as formal DoD policy, standardizing suicide 
reporting methods and establishing the schedule for reporting suicide data to DoD leadership.  

The Suicide Nomenclature Standardization Work Group was formed to establish common 
definitions for suicide nomenclature. Its input was included in the empirical article titled 
άRebuilding the Tower of Babel: A Revised Nomenclature for the Study of Suicide and Suicidal 
Behaviors Part 2: Suicide-wŜƭŀǘŜŘ LŘŜŀǘƛƻƴǎΣ /ƻƳƳǳƴƛŎŀǘƛƻƴǎΣ ŀƴŘ .ŜƘŀǾƛƻǊǎέ (Silverman, 
.ŜǊƳŀƴΣ {ŀƴŘŘŀƭΣ hΩ/ŀǊǊƻƭƭΣ ϧ WƻƛƴŜǊΣ нллтύΦ A common nomenclature would further 
standardize suicide data across the Services, ensuring that common definitions for terms 
relating to suicide were being used. However, the Centers for Disease Control and Prevention 
(CDC) were already working on standardizing suicide nomenclature for the civilian sector, and 
there were indications that other federal agencies would very possibly adopt that work. With 
increasing collaboration among DoD, VA, and federal civilian agencies, it was important that 
everyone use the same terms and definitions to the greatest reasonable extent. Therefore, the 
SPARRC chose not to immediately implement a standardized suicide nomenclature policy for 
DoD so it could make an informed decision regarding the adoption of the CDC nomenclature, or 
another. Of particular importance was consideration of the nomenclature to be adopted by the 
VA because DoD and the VA need to ensure continuity of care for the same population at 
different stages in their lives. At the time that this report was published, DoD, VA, CDC, and 
SAMHSA had all agreed to adopt the same nomenclature for suicide-related behaviors. 

On 1 January 2008, the DoDSER developed by the SPARRC and its collaborators over the course 
of 2007 was implemented in each of the Services and replaced separate Service-specific forms. 
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Each Service still collects data specific to its branch on some aspects of deaths (e.g., Navy 
collects data on personnel having died by going overboard on a ship, which is specific to its 
operational environment), but the DoDSER provides common data points for the majority of 
information gathered in suicide-related cases across the Services. The DoDSER form populates 
the DoDSER database, which houses the suicide data repository for the DoD at the National 
Center for Telehealth and Technology (T2). A tasking memorandum to the Services ensures that 
the control and release of Service-level suicide data remains with the Services and must be 
modified or released by the Service-appointed DoDSER Program Manager. The Defense Centers 
of Excellence for Psychological Health and Traumatic Brain Injury (DCoE) generates an annual 
report from this database for the Assistant Secretary of Defense for Health Affairs (ASD(HA)), 
with approval and input by each of the Services. The first year for which this report was 
generated from the DoDSER was 2008; prior years were generated with separate input from 
each of the Services.  

In November 2007, DCoE was established, based on the recommendations of the 2006ς2007 
DoD Task Force on Mental Health and the Secretary of Defense to establish a tri-Service center 
of excellence with the goal of promoting resilience, recovery, and reintegration of warriors and 
their families. The SPARRC and all of its subsidiary work groups began operating under DCoE 
beginning with the new fiscal year in October 2008. The DoD/VA Annual Suicide Prevention 
Conference, beginning with the 2009 event, is now also under the umbrella of DCoE. 

 

Diagram 3-1:  DoD Suicide Prevention Timeline 

 

 

 

The following charts depict the total number and rates of suicide by Service Component for 
calendar years 2001-2009. 
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(Source: Mortality Surveillance Division, Armed Forces Medical Examiner System, AFIP, 2010) 

Diagram 3-2: All Services Suicides 2001ð2009 

The Services have been actively involved in suicide prevention for many years. A brief summary 
of each program as provided by the Services follows. 

3.2 United States Army 

Army suicide statistics from the mid-1970s relied largely on line of duty (LOD) investigations, 
ǘƘŜ LƴŘƛǾƛŘǳŀƭ tŀǘƛŜƴǘ 5ŀǘŀ {ȅǎǘŜƳ ƻŦ ǘƘŜ !ǊƳȅ aŜŘƛŎŀƭ 5ŜǇŀǊǘƳŜƴǘΣ ǘƘŜ !ŘƧǳǘŀƴǘ DŜƴŜǊŀƭΩǎ 
hŦŦƛŎŜ /ŀǎǳŀƭǘȅ LƴŦƻǊƳŀǘƛƻƴ {ȅǎǘŜƳΣ ŀǳǘƻǇǎȅ ǊŜǇƻǊǘǎ ŀǘ ǘƘŜ !ǊƳŜŘ CƻǊŎŜΩǎ LƴǎǘƛǘǳǘŜ ƻŦ 
Pathology, and files from the Crimes Records Center of the Army Criminal Investigation 
Command, as well as the National Personnel Record Center (Datel, 1981). From 1977 to 1978, 
228 Soldiers took their lives. Using mid-year strength data produced an annual crude suicide 
rate of 14.3  per 100,000 for 1977 and 15.4 per 100,000 for 1978 (Datel, 1981). 

The Army's suicide prevention program began in 1984. The 1980s (FY 1980ς89) saw 836 
Soldiers lose their lives by suicide, with the most common means being from gunshot and 
hanging, 522 and 104, respectively (GAO, 1989). In 1999, the Army Chief of Staff called for a 
panel of experts to review the existing suicide prevention efforts of the Army and make 
recommendations for additional methods to reduce suicides. In 2000, the Army G-1, the Army 
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Office of the Surgeon General (OTSG), and the Office of Chief of Chaplains (OCCH) completed 
the review and stated that the program was basically sound, but the Army needed to increase 
emphasis on leadership involvement and offer more advanced training. From the beginning, 
leadership involvement and command policy and action were the cornerstones of suicide 
prevention in the Army, but efforts in these areas needed strengthening and renewed 
emphasis. Therefore, the Army refined its suicide prevention program to focus on five major 
strategies: 

1. Developing life-coping skills  

2. Encouraging help-seeking behaviors  

3. Raising awareness and vigilance to suicide prevention  

4. Integrating suicide prevention programs  

5. Conducting suicide surveillance and analysis.  

²ƘƛƭŜ ǘƘŜǊŜ ƛǎ ŀ ƳŜŘƛŎŀƭ ŎƻƳǇƻƴŜƴǘ ǘƻ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴΣ ǘƘŜ !ǊƳȅΩǎ ǇǊƻƎǊŀƳ ƛǎ ƎǊƻǳƴŘŜŘ ƛƴ 
leadership and fosters a community approach, involving chaplains, family support centers, the 
chain of command, and each individual Soldier to help identify someone who needs help. 

In 2001, the Army implemented a Suicide Prevention Campaign Plan that focused on prevention 
and intervention methods, directed commanders to take ownership, and synchronized and 
integrated resources at the installation level. Because there was a need for more advanced 
training, in 2002, the Army contracted with Living Works Education for Applied Suicide 
Intervention Skills Training (ASIST) workshops. In 2005, the Army also funded Question, 
Persuade, Refer (QPR) workshops Army-wide to provide an additional resource in suicide 
prevention awareness and intervention training.  

With the involvement of the U.S. military in combat operations in Afghanistan and Iraq, 
completed suicides in theater increased during the period of 2002 to the present. To assess the 
mental fitness of the force and look at its suicide prevention programs, OTSG sent Mental 
Health Assessment Teams (MHAT) from 2003 to 2009 to the OIF/OEF theaters. The MHAT II 
report in 2005 stated that suicide prevention training was being conducted at specific intervals 
during the deployment cycle and was conducted primarily by Unit Ministry Teams (UMT). 
Occasionally, behavioral health personnel would also be involved, but this was not consistent. 
The report also showed SoldiersΩ ŎƻƴŦƛŘŜƴŎŜ ƛƴ ǘƘŜ ŀŘŜǉǳŀŎȅ ƻŦ ǘƘŜ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴ ǘǊŀƛƴƛƴƎ 
they were receiving had declined.  

Historically, suicide prevention training targeted junior enlisted Soldiers because this 
population was believed to be most at-risk. As demonstrated by Diagram 3-3, the Army 
demographic profile of suicide victims tend to be male (86%), age 18-24 years old (46%), 
Caucasian/white (74.6%) and married (53.4%). Diagram 3.4 shows that of all Army suicides from 
CY 2005 to CY 2009, 48.7% had received one or more behavioral health diagnoses, 21.6% had 
mood disorders, and 14.9% had an anxiety disorder (not PTSD). This illustrates the need to train 
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all Soldiers in suicide prevention and for senior leaders to recognize the need to attend suicide 
awareness training. 

The ArƳȅΩǎ ǎǳƛŎƛŘŜ ǊŀǘŜ Ƙŀǎ ŎƻƴǘƛƴǳŜŘ ǘƻ ŎƭƛƳō ŘŜǎǇƛǘŜ ƛƴŎǊŜŀǎŜŘ ŜŦŦƻǊǘǎ ŀƴŘ ǇǊƻƎǊŀƳǎ ŦƻǊ 
suicide prevention and intervention. In the past, being in the military was a protective factor for 
suicide, with the military rate being well below the civilian rate. SincŜ нллрΣ ǘƘŜ !ǊƳȅΩǎ ǎǳƛŎƛŘŜ 
rate has exceeded that of the U.S. civilian population.  

---------------------------------------------------
Number of Suicide Cases

2005-2009
---------------------

606
n(%)

hǾŜǊŀƭƭ  !ǊƳȅϟ
--------------------

%

Male 572 (94.4) 86.0

Female 34 (5.6) 14.0

Age(Years) Mean 28 25

18-24 271 (44.7) 46.0

25-34 199 (32.8) 33.2

35-60 136 (22.4) 20.8

Race-Ethnicity Caucasian/White 450 (74.3) 74.6

African-American 81 (13.4) 15.7

Hispanicand Other 75 (12.4) 9.7

Marital Status Single 263 (43.4) 39.1

Married 316 (52.1) 53.4

Divorced/Separated
/Widowed

27 (4.5) 7.5

ÿ Based on 2008 data
Source:  U.S. Army Public Health Command (Provisional), Epidemiological Report 
No. 14-Hk-0BW9-10c, Analyses of Army Suicides, 2003-2009  

Diagram 3-3: Army Suicides, CY 2005-2009, Demographic Characteristics of Army Suicide Cases 

----------------------------------------------
Number of Suicide Cases

2005-2009
-------------------------------------------

606
n(%)

Any BH Diagnosis 295 (48.7)

Adjustment Disorder 157 (25.9)

Mood Disorder 131 (21.6)

Substance Related 110 (18.2)

Any Anxiety Disorder (notPTSD) 90 (14.9)

PTSD 55 (9.1)

PersonalityDisorder 37 (6.1)

Acute Stress 19 (3.1)

Psychoses 19 (3.1)

Source:  U.S. Army Public Health Command (Provisional), Epidemiological 
Report No. 14-Hk-0BW9-10c, Analyses of Army Suicides, 2003-2009  

Diagram 3-4: Army Suicides, CY 2005-2009, Behavioral Health (BH) Conditions of Army Suicide Cases, Unadjusted 
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In 2006 the Army implemented Battlemind training, which is now called Resilience Training. 
.ŀǘǘƭŜƳƛƴŘ ƛǎ ŘŜŦƛƴŜŘ ŀǎ άǘƘŜ ²ŀǊǊƛƻǊΩǎ ƛƴƴŜǊ ǎǘǊŜƴƎǘƘ ǘƻ ŦŀŎŜ ǘƘŜ ǊŜŀƭƛǘƛŜǎ ƻŦ ǘƘŜ ŜƴǾƛǊƻƴƳŜƴǘ 
with courage, confidence, and resilience. This means meeting the mental challenges of training, 
operations, combat, and transitioning home. Warriors with Battlemind take care of themselves, 
theƛǊ ōǳŘŘƛŜǎΣ ŀƴŘ ǘƘƻǎŜ ǘƘŜȅ ƭŜŀŘΦέ Lƴ нллт ǘƘŜ !ǊƳȅ ƳŀƴŘŀǘŜŘ .ŀǘǘƭŜƳƛƴŘ ǘǊŀƛƴƛƴƎ ŦƻǊ ǘƘŜ 
entire Service, and it continues to be developed and expanded to fill gaps in other training and 
include evidence-based skills. While the training stems from the Army, it is available to all 
members of the military. Training for military spouses is also part of the overall program. 

In 2008 the Army established a memorandum of agreement (MOA) with the National Institutes 
of Mental Health (NIMH) for the Army Study to Assess Risk and Resilience in Service Members 
(Army STARRS). The study will be conducted over 5 years and is the largest study of suicide and 
mental health in members of the military ever attempted. One of the early primary goals of the 
study is to identify risk and protective factors that can be modified. 

On 1 October 2008, the Army established the Comprehensive Soldier Fitness (CSF) directorate. 
The CSF program is geared to bolster the strengths of Soldiers and their families, thereby 
improving their resilience in certain important areas: emotional, social, spiritual, family, and 
physical. The program uses training, intervention, and treatment that have proven effective. 
CSF program personnel will assess the total fitness of all Soldiers. The results of each 
assessment will help in designing individualized training, intervention, or treatment programs, 
as needed. The CSF program begins at accession into the Army and includes reassessments at 
appropriate intervals.  

At the 2009 DoD/VA Annual Suicide Prevention CoƴŦŜǊŜƴŎŜΣ ǘƘŜ ƛƴǘŜǊŀŎǘƛǾŜ ǾƛŘŜƻ ά.ŜȅƻƴŘ ǘƘŜ 
CǊƻƴǘέ ǿŀǎ ƛƴǘǊƻŘǳŎŜŘΦ ¢ƘŜ ǾƛŘŜƻ ǿŀǎ ŘŜǾŜƭƻǇŜŘ Ǿƛŀ ŎƻƭƭŀōƻǊŀǘƛƻƴ ŀƳƻƴƎ ǘƘŜ !ǊƳȅ wŜǎŜŀǊŎƘ 
Laboratory, Lincoln University, and WILL Interactive. The video was rolled out Army-wide as a 
tool to help train Soldiers in suicide prevention. The Army had also developed another suicide 
ǇǊŜǾŜƴǘƛƻƴ ǾƛŘŜƻ ǇǊƛƻǊ ǘƻ ά.ŜȅƻƴŘ ǘƘŜ CǊƻƴǘΣέ ŜƴǘƛǘƭŜŘΣ ά{ƘƻǳƭŘŜǊ-to-Shoulder, No Soldier 
{ǘŀƴŘǎ !ƭƻƴŜΦέ 

In March 2009 during a month-long άstand-downέ for suicide prevention training, the Army 
established its own Suicide Prevention Task Force. The Task Force was created to address the 
rising suicide rate among Soldiers, and began by examining the most recent Army suicides, in an 
attempt to find commonalities and/or trends that could be addressed. One of the primary goals 
of the Army Task Force is to ŀƴŀƭȅȊŜ ŀƴŘ ŀǎǎŜǎǎ ǘƘŜ !ǊƳȅΩǎ ŎǳǊǊŜƴǘ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴ ǇǊƻƎǊŀƳǎ 
and determine which are most effective. The findings of the Task Force will be used to inform 
future changes in Army regulations, policies, and programs. 

Diagram 3-5 depicts the total number and rate of Army suicides for calendar years 2001-2009. 
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(Source: Mortality Surveillance Division, Armed Forces Medical Examiner System, AFIP, 2010) 

Diagram 3-5: Army Suicides 2001ð2009 

 

3.3 United States Navy 

Ad hoc and localized suicide prevention training and leadership communication have occurred 
in the U.S. Navy (USN) for many decades. However, efforts were formalized in 1996 when all 
Services initiated suicide prevention programs following suicide rates that had reached record 
ƘƛƎƘǎ ƛƴ мффрΦ !5a .ƻƻǊŘŀΩǎ ǎǳƛŎƛŘŜ ƛƴ aŀȅ мффс ǇŀǊǘƛŎǳƭŀǊƭȅ ōǊƻǳƎƘǘ ǘƘŜ ƛǎǎǳŜ ŦǊƻƴǘ ŀƴŘ 
center in the USN. Viewed as a Sailor readiness concern, suicide prevention was placed at Navy 
Personnel Command, and the cornerstones of suicide prevention were identified as Leadership, 
Policy, and Education. Following reorganization, suicide prevention as a component of the 
Behavioral Health Program of Record has been part of OPNAV N135, Personal Readiness and 
Community Support. November 2009 marked the official start of Navy Operational Stress 
Control, an increasingly integrated structure of health promotion, family readiness, and 
prevention programs aimed at building resilience, addressing problems early, and creating a 
healthy climate. Operational Stress Control elements, including policy, an accession to flag 
training continuum, innovative and integrated strategic communications, and assessment and 
analysis to measure baseline state and progress in program effectiveness, are all critical to 
¦{bΩǎ ŜŀǊƭȅ ǇǊŜǾŜƴǘƛƻƴ ǎǘǊŀǘŜƎȅΦ Lƴ нллфΣ ǘƘŜ /ƘƛŜŦ ƻŦ bŀǾŀƭ hǇŜǊŀǘƛƻƴǎ ό/bhύ ŦƻǊƳŜŘ ŀ ŎǊƻǎǎ-
functional team with representation from the fleet, medical, family programs, religious 
ministries, safety, policy, public affairs, and budget expertise to conduct an analysis of Navy 
suicide prevention, factors and influences, and alignment of prevention efforts. In 2010 the 
CNO special projects team conducted a review of all 2008 and 2009 suicide cases to identify 
trends and lessons learned, and the Center for Naval Analyses (CNA) conducted an analysis of 
career factors associated with Navy suicides.  

Policy 

¢ƘŜ ¦{bΩǎ ŦƛǊǎǘ ƻǾŜǊŀǊŎƘƛƴƎ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴ ǇƻƭƛŎȅΣ ǇǳōƭƛǎƘŜŘ ƛƴ нллр ŀǎ htb!±Lb{¢ мтнлΦпΣ 
articulates a 10-point action plan:  
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1. Annual training 

2. A command Suicide Prevention Coordinator 

3. Messages of concern  

4. Command-level suicide prevention and crisis intervention plan  

5. Local medical, religious, and family services, along with health promotion and substance 
abuse services to support leaders in their plans  

6. Plans for identification, referral, access to treatment, and follow-up for at-risk personnel  

7. ¢ǊŀƛƴƛƴƎ ǘƘŀǘ ƛǘ ƛǎ ŜǾŜǊȅ ƳŜƳōŜǊΩǎ Řǳǘȅ ǘƻ ƻōǘŀƛƴ ŀǎǎƛǎǘŀƴŎŜ ŦƻǊ ƻǘƘŜǊ Service Members  

8. Suicide prevention part of life skills/health promotion education  

9. Families and units affected by suicide events provided sensitive support  

10. Post-suicide data collection, surveillance, and analysis.  

Policy revision published in August 2009 as OPNAVINST 1720.4A focused on the four key 
elements of the local command suicide prevention program: training, intervention, response, 
and reporting. OPNAVINST 1720.4a extended USN DoDSER surveillance to drilling Selected 
Reserve personnel and suicide attempts, and extended training to civilian employees with 
additional training requirements for first responders.  

Training 

Suicide prevention information has been a mainstay of required annual General Military 
Training for all Sailors with information on warning signs, risk factors, and protective factors 
provided in live briefings, videos, and computer-based training over the years. Recent changes 
have required live training with video and other support materials available to tailor training to 
the target audience. Materials include the USN General Military Training (GMT), the video 
ά{ǳƛŎƛŘŜ tǊŜǾŜƴǘƛƻƴΥ ! aŜǎǎŀƎŜ ŦǊƻƳ {ǳǊǾƛǾƻǊǎέ ό!ǇǊƛƭ нлмлύΣ ŀ ¦{b ǇŜŜǊ-to-peer facilitated 
interactive PowerPoint brief with discussion and role play, and Front Line Supervisor Trainingτ
facilitated hands-on leader training. Workshop training for command Suicide Prevention 
Coordinators started in November 2008 and has been conducted at locations worldwide., The 
Navy conducted a 2.5-day training conference in June 2010 for more than 200 upper echelon 
and installation level suicide prevention coordinators, providing participants the tools to train 
and mentor Suicide Prevention Coordinators in their subordinate and tenant commands.  

Communications 

Year-round communications efforts through multiple media are a key strategy to increase 
awareness about suicide and resources to get help. Communications have included print and 
broadcast media and leader messages. In 2008 a series of four posters was distributed, along 
with tri-fold brochures. In 2009 a poster contest enabled Sailors to design entries and vote on 
the winners. The top 3 of more than 40 entries were printed and distributed. In 2009, the Navy 
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formed a working group to focus on extending information to families. A family-focused tri-fold 
brochure was distributed in 2009; local commands were encouraged to include families in their 
communications efforts, and the initiative continues to move forward.  

Surveillance and Data Analysis (Navy and USMC) 

The Department of the Navy Suicide Incident Report (DONSIR) supported the first official 
suicide surveillance program within the Department of the Navy (DON). Between 1999 and 
2007 inclusive, data on all completed suicides in the USN and Marine Corps (USMC) were 
systematically collected (Hourani & Hilton, 1999; Hourani, Hilton, Kennedy, & Jones, 2000; 
Hourani, Hilton, Kennedy, & Robbins, 2001; Jones, Kennedy, Hawkes, Hourani, Long, & Robbins, 
2001; Stander, Hilton, Doran, Gaskin, & Thomsen, 2005; Stander, Hilton, Doran, Werbel, & 
Thomsen, 2006; Stander, Hilton, Kennedy, & Gaskin, 2004; Stander, Hilton, Kennedy, & 
Robbins, 2004). The long-term goals of this program were to (1) provide military leadership and 
public affairs personnel with accurate and detailed information regarding suicide trends within 
the DON, and (2) improve suicide prevention by identifying and modifying military-specific risk 
factors for suicide. The DONSIR provided the DON with longitudinal data that can be compared 
across the USN and the USMC. This report also conformed to 2006 guidelines established by the 
ASD(HA)regarding how active duty suicides should be counted and how suicide rates should be 
calculated so that statistics can be compared more meaningfully across all of the U.S. military 
services. 

The DONSIR established baselines for suicide rates and suicide event characteristics that can be 
used to track trends over time.  It evaluated military-specific correlates of suicide that are not 
ŀŘŘǊŜǎǎŜŘ ƛƴ ǘƘŜ ŎƛǾƛƭƛŀƴ ŀŎŀŘŜƳƛŎ ƭƛǘŜǊŀǘǳǊŜΦ ¢ƘŜ 5hb{LwΩǎ ŦƻŎǳǎ ƻƴ ƳƛƭƛǘŀǊȅ-specific risk factors 
is important because military personnel are not representative of the U.S. population. 
Differences in gender, race, age, health, and employment may result in unique correlates of 
suicide for active-duty personnel. Also, U.S. military governance, compared with civilian, may 
better facilitate the implementation and monitoring of policies and procedures to address risk 
factors and suicide prevention. 

The DONSIR also served to inform the development of the DoDSER that replaced DONSIR in 
January 2008. In addition to completed-suicide events, DoDSER collects data on suicide 
attempts. And, in addition to active-duty DON personnel, DoDSER applies to Army, Air Force, 
and Coast Guard personnel. DoDSER represents the first standardized tri-Service suicide data 
registry and owes ƳǳŎƘ ǘƻ 5hb{Lw ŘŜǾŜƭƻǇƳŜƴǘ ŀƴŘ ǳǎŜ ƻǾŜǊ ǘƘŜ ŘŜŎŀŘŜ ǇǊŜŎŜŘƛƴƎ 5ƻ5{9wΩǎ 
2008 launch. 

Diagram 3-6 reflects Navy suicide demographics from 1999-2009 from both the DONSIR and 
DODSER reports. 
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Profile of Sailor

Deaths   vs. End Strength

ÅMale

ÅCaucasian

ÅEnlisted

ÅAge 17-24

ÅMarried *

95%

69% 

91%

40%

58%

85%

61%

85%

37%

54%

òResults Reflect Forceó

Factors and Stressors

ÅPsychiatric history 29%

ÅPrior self injury 18%

ÅRelationship problem 59%

ÅDiscipline/ Legal problems 35%

ÅFinancial problems 16%

ÅPhysical health problems 31%

ÅOIF/OEF deployment hist.* 8%

* 2008-2009 data only

Profile of Event

ÅIn residence (63%)

ÅIn United States (91%)

ÅMethod firearm (51%)

ÅMethod hanging (26%)

ÅAlcohol likely used (35%)

Historic Statistical Findings

Suicide Rate / 100K  (1991-2009) = 11.5 

Statistically significant differences in rates

ÅMen > Women 

ÅEnlisted > Officers

No significant differences by age group, length of 

service, or enlisted pay grade

 

Diagram 3-6: Summary of 1999-2009 Navy Findings , 1999-2007 DONSIR / 2008-2009 DODSER  

Diagram 3-7 depicts the total number and rate of Navy suicides for calendar years 2001-2009. 
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(Source: Mortality Surveillance Division, Armed Forces Medical Examiner System, AFIP, 2010) 

Diagram 3-7: Navy Suicides 2001ð2009 

 

3.4 United States Air Force  

The U.S. Air Force has been tracking suicide rates within the force since the 1980s. In response 
to an identified increase in suicide rates in the mid 1990s, the Air Force established an 
integrated product team (IPT) in 1996 to address the Air Force suicide rate and subsequently 
created the Air Force Suicide Prevention Program. The basis of the program is a conceptual shift 
from suicide preventiƻƴ ŀǎ ŀ ƳŜŘƛŎŀƭ ƛǎǎǳŜ ǘƻ ŀ ŎƻƳƳŀƴŘŜǊΩǎ ƛǎǎǳŜΣ ŜƴŎƻƳǇŀǎǎƛƴƎ ŀƭƭ ŀǊŜŀǎ ƻŦ 
ŀƴ !ƛǊƳŀƴΩǎ ƭƛŦŜΦ  
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Surveillance 

!ǘ ǘƘŜ ǘƛƳŜ ƻŦ ǘƘŜ ǇǊƻƎǊŀƳΩǎ ŘŜǾŜƭƻǇƳŜƴǘΣ Řŀǘŀ ǊŜǾŜŀƭŜŘ ǘƘǊŜŜ ǇǊƛƳŀǊȅ Ǌƛǎƪ ŦŀŎǘƻǊǎ ŀǎǎƻŎƛŀǘŜŘ 
with those who committed suicide: relationship, legal, and financial troubles. Data also 
demonstrated that two-thirds of suicide victims in the Air Force had no contact with the 
healthcare system. Protective factors were also identified: social support and 
interconnectedness, individual coping skills, and cultural norms that promote and protect 
responsible help-seeking behavior. A critical component of the new program was the creation 
of the Suicide Event Surveillance System (SESS), a central database for surveillance data on both 
fatal and nonfatal self-injuries (including suicide attempts and gestures). The intent was that 
this database would track injuries and fatalities, as well as provide data for analysis of potential 
risk factors for a suicide event. SESS was initially part of the Air Force public health tracking 
system, but became a separate system in 1999 to expand reporting beyond active duty 
members and to improve patient confidentiality. The SESS was established as a secure, web-
based system. The Force Health Protection office of the Air Force would use the data to create 
monthly and yearly reports, and address requests from customers and leaders.  

The Air Force began to transition from the SESS to the DoDSER in 2008, and in 2009 the DoDSER 
replaced SESS as the data collection system for all suicide deaths and attempts. The Air Force 
has also expanded its capability to track the suicides of Airmen assigned to the Guard and 
Reserve who are not in active status, and in 2008 began to track the suicide deaths of AF civilian 
personnel. Currently, as stated in Diagram 3-8, there were 273 ADAF suicides from CY 03-CY09 
with 67% having experienced relationship problems, 39% having legal problems, and 25% had 
financial problems. 

There were 273 ADAF suicides 
from CY03-CY09

67% had relationship problems

39% had legal problems

25% had financial problems

19% had deployed in previous 
year

26% were engaged in mental 
health care

55% of CY03-CY09 AF suicides 
involved Airmen who had never 
deployed

Actions/Services to address risk 
factors:

97 additional Mental Health (MH) 
providers hired

Targeted suicide prevention training 
for high risk career fields

Financial and personal counseling via 
Airmen and Family Readiness 
Centers and Military OneSource

 
Diagram 3-8: Air Force Suicide Risk Factors 

 



 
DoD Task Force on the Prevention of Suicide by Members of the Armed Forces 

 

24  
 

Program and Policy 

¢ƘŜ !ƛǊ CƻǊŎŜΩǎ ŎƻƳǇǊŜƘŜƴǎƛǾŜ ŀǇǇǊƻŀŎƘ ǘƻ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴ ōŜƎŀƴ ƛƴ мффс ǿƛǘƘ ǘƘŜ Lt¢ ŀƴŘ 
subsequent development of 11 elements key to successful accomplishment of that program. 
The program was strongly supported by Chief of Staff of the Air Force and the Surgeon General 
of the Air Force. The Air Force Suicide Prevention program and its elements were subsequently 
codified in several Air Force-level publications. AFPAM 44-160, The Air Force Suicide Prevention 
Program, provides an overview of each of the 11 program elements:  

1. Leadership Involvement: Air Force leaders actively support the entire spectrum of 
suicide prevention initiatives in the Air Force community. Regular messages from the 
Chief of Staff Air Force, other senior leaders, and base commanders motivate the 
community to fully engage in suicide prevention efforts. 

2. Addressing Suicide Prevention Through Professional Military Education: Suicide 
prevention education is included in all formal military training. 

3. Guidelines for Commanders: Use of Mental Health Services: Commanders receive 
training on how and when to use behavioral healthcare services and their role in 
encouraging early help-seeking behavior. 

4. Community Preventive Services: Community prevention efforts carry more impact than 
treating individual patients one at a time.  

5. Community Education and Training: Annual suicide prevention training is provided for 
all military and civilian employees in the Air Force. 

6. Investigative Interview Policy: The period following an arrest or investigative interview is 
a high-risk time for suicide. Following any investigative interview, the investigator is 
ǊŜǉǳƛǊŜŘ ǘƻ άƘŀƴŘ ƻŦŦέ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭ ŘƛǊŜŎǘƭȅ ǘƻ ǘƘŜ ŎƻƳƳŀƴŘŜǊΣ ŦƛǊǎǘ ǎŜǊƎŜŀƴǘΣ ƻǊ 
supervisor.  

7. Traumatic Stress Response (formerly Critical Incident Stress Management): Trauma 
Stress Response teams were established worldwide to respond to traumatic incidents 
such as terrorist attacks, serious accidents, or suicide. These teams help survivors deal 
with their reactions to traumatic incidents. 

8. Integrated Delivery System (IDS) and Community Action Information Board (CAIB): At 
the Air Force, Major Command, and base levels, the CAIB and IDS provide a forum for 
the cross-organizational review and resolution of individual, family, installation, and 
community issues that affect the readiness of the force and the quality of life for Air 
Force members and their families.  

9. Limited Privilege Suicide Prevention Program: Patients at risk for suicide are afforded 
increased confidentiality when seen by mental health providers (Limited Privilege 
Suicide Prevention Program). In addition, Limited Patient-Psychotherapist Privilege was 
established in 1999, limiting the release of patient information to legal authorities 
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during Uniform Code of Military Justice proceedings (see AFI 44-109, Mental Health and 
Military Law, for additional details).  

10. IDS Consultation Assessment Tool (formerly Behavioral Health Survey): The IDS 
Consultation Assessment Tool was released in December 2005. This tool, administered 
upon the request of the commander, allows commanders to assess unit strengths and 
identify areas of vulnerability. Commanders can use this tool in collaboration with IDS 
consultants to design interventions to support the health and welfare of their 
personnel. 

11. DoD Suicide Event Report: Information on all Air Force active duty suicides and suicide 
attempts are entered into a central database that tracks suicide events and facilitates 
the analysis of potential risk factors for suicide in Air Force personnel. 

Current Initiatives 

The Air Force has actively enhanced its program since the development of the original 11 
elements, using information revealed during suicide investigations to modify its policies as 
necessary. These enhancements have included the development of a Clinicians Guide to 
Managing Suicidal Behavior, and establishment of a training program to ensure that providers 
have access to evidence-based approaches to treating patients with suicidal ideation. The Air 
Force also developed a more advanced training program for supervisors designed to enhance 
ǘƘŜƛǊ ŀōƛƭƛǘȅ ǘƻ ŦƻǎǘŜǊ ŀ ǿƻǊƪ ŜƴǾƛǊƻƴƳŜƴǘ ƛƴ ǿƘƛŎƘ ǘƘŜȅ ŀǊŜ ŜƴƎŀƎŜŘ ƛƴ ǘƘŜƛǊ !ƛǊƳŜƴΩǎ ƭƛǾŜǎ ŀƴŘ 
are postured to identify and respond appropriately to warning signs of suicide and other life 
problems. This Frontline Supervisor Training was first fielded in 2008, and in 2010 was made 
mandatory for supervisors in identified higher risk career fields as part of a tiered approach to 
suicide prevention in which those at greatest risk receive more intensive prevention or 
intervention services. 

The Air Force has actively participated on the DoD SPARRC committee since its inception in 
1999 and embraces the ideal of sharing best practices that each Service could then adapt to its 
unique culture. Examples of this sharing incluŘŜ ǘƘŜ ŀŘƻǇǘƛƻƴ ƻŦ ǘƘŜ !ƛǊ CƻǊŎŜΩǎ [ŜŀŘŜǊǎ DǳƛŘŜ 
for Managing Personnel in Distress, by the Marine Corps; and the Air Force building on the 
!ǊƳȅΩǎ ά.ŜȅƻƴŘ ǘƘŜ CǊƻƴǘέ ƛƴǘŜǊŀŎǘƛǾŜ ǾƛŘŜƻ ǿƛǘƘ its ƻǿƴ άaŜǎǎŀƎŜ IƻƳŜέ ƛƴǘŜǊŀŎǘƛǾŜ ǾƛŘŜƻ 
which was used as the basis of a recent AF-wide stand-down training session focusing on 
suicide prevention. 

In short, the Air Force Suicide Prevention Program involves leadership: removing stovepipes 
and streamlining helping agencies and programs to decrease stigma and increase help-seeking 
behaviors; establishing a program for limited access to information to protect those who might 
be at risk of suicide because of pending criminal investigation; and encouraging all Air Force 
members to care and watch out for one another. Air Force suicides did decrease in the years 
following the implementation of the program. An article on the impact of the program by Dr. 
Kerry Knox and colleagues was published in December 2003 in the British Medical Journal, and 
an evaluation of the program for its public health implications worldwide was published in the 
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American Journal of Public Health in May 2010. Overall, the program has been lauded as very 
effective and successful, and other suicide prevention programsτboth military and civilianτ
have incorporated some of its elements, and used it as a model.  

Diagram 3-9 depicts the total number and rate of Air Force suicides for calendar years 2001-
2009. 
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(Source: Mortality Surveillance Division, Armed Forces Medical Examiner System, AFIP, 2010) 

Diagram 3-9: Air Force Suicides 2001ð2009 

 

3.5 United States Marine Corps 

Surveillance 

USMC suicides have been recorded since the 1970s but studies analyzing suicides did not begin 
until 1980 (Helmkamp, 1995; Hourani, Warrack, & Coben, 1997). Early surveillance activities 
were sponsored by both the USN and USMC. DONSIR, the first official suicide surveillance 
program within the DON, systematically collected data on all completed suicides beginning in 
1999 (Hourani & Hilton, 1999; Hourani, Hilton, Kennedy, & Jones, 2000; Hourani, Hilton, 
Kennedy, & Robbins, 2001; Jones et al., 2001; Stander, Hilton, Doran, Gaskin, & Thomsen, 2005; 
Stander, Hilton, Kennedy, & Gaskin, 2004; Stander, Hilton, Kennedy, & Robbins, 2004; Stander, 
Hilton, Doran, Werbel, & Thomsen, 2007; Hilton, Stander, Werbel, & Chavez, 2008). The 
DONSIR established baselines for suicide rates and suicide event characteristics that were used 
to track trends over time. For the first time it was also possible to assess military-specific 
characteristics that were not evaluated in the civilian literature such as deployments and rank. 
The DONSIR was used through calendar year 2007 at which time the USN and USMC worked 
with the other Services to adapt and endorse use of DoDSER. Diagram 3-10 displays the 
demographics of Marines who died by suicide in CY2009 as well as the current suspected 
suicides and the number of suspected suicides and suicidal attempts through July 2010.  
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2010 Month Suspected 
Suicides 

Suicide 
Attempts 

January 7 23 

February 2 21 

March 3 15 

April 2 19 

May 7 19 
June 1 12 

July 6 7 

August   

September   

October   
November   

December   

Gender 52 Male 0 Female 

Race 

41 Caucasion 4 African American 
5 Hispanic 1 Am. Indian/ 

Alaska Native 
1 Asian  

Age 
40 (18-24) 5 (25-29) 

6 (30-39) 1 (40-50) 

Marital 
Status 

25 (Single) 24 (Married) 

3 (Divorced)  

Paygrade 

27 (E1-E3) 20 (E4-E5) 

3 (E6-E9) 1 (WO-CW05) 

1 (01-010)  

Method 
31 Gunshot 17 Hanging 

3 Laceration 1 Suffocation 
 

Diagram 3-10: Marine Corps suspected suicides, suicide attempts, and demographic profile 

The USMC began to use the DoDSER for all suicide related deaths on 1 January 2008 and 
continues to lead the DoD in compliance with 100-percent completion rates for both 2008 and 
2009. On 24 December 2009, the USMC directed that the DoDSER be completed for all 
behaviors diagnosed as suicide attempts by competent medical authorities. Although previously 
tracked through the Personnel Casualty Reporting system, this refinement provided a dual track 
reporting process to improve the reliability and validity of data collection on suicide attempts. It 
also allowed for more robust data collection on suicide attempts than was previously required. 

Policy 

Although suicide prevention as a leadership and medical activity certainly predated the first 
Marine Corps Order on the topic, the Marine Corps Health Promotion order of 8 May 1992 
(MCO 6200.4) was the first to identify suicide prevention as an integral part of USMC guidance, 
with requirements for small unit suicide prevention and awareness training. Such efforts were 
quickly supported by the 1993 Marine Corps Quality of Life assessment (Kerce, 1995). The 
Human Resources Division of the Headquarters, Marine Corps (HQMC) produced the first 
ǎǘŀƴŘŀǊŘƛȊŜŘ ƭŜǎǎƻƴ Ǉƭŀƴ ƻƴ ά{ǳƛŎƛŘŜ !ǿŀǊŜƴŜǎǎ ŀƴŘ tǊŜǾŜƴǘƛƻƴέ ƛƴ !ǳƎǳǎǘ мффпΦ 

The suicide of the CNO ADM Jeremy M. Boorda in May 1996 resulted in a full review of all DoD 
suicide prevention programs. The DON conducted a comprehensive assessment of suicide 
prevention efforts in 1998 that resulted in new initiatives that included significant coordination 
among HQMC, Naval Personnel Command, the Bureau of Medicine and Surgery, Naval Criminal 
Investigative Service, the Naval Health Research Center, and the Navy Environmental Health 
Center. One of the initiatives that resulted directly from this effort was the previously 
mentioned DONSIR. 

Suicide awareness and prevention policy was updated in MCO 6200.4A (7 April 1997), 
mandating annual training for all Marines with additional guidance to be found in the 
SECNAVINST 6320.24A (16 February 1999). These documents established a coherent direction 
for leaders at all levels in suicide prevention. Numerous White Letters, All Marine Corps 
Activities (ALMARS), and Marine Administrative letters further clarified guidance. In 1998 the 
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USMC reorganized its headquarters sections on suicide prevention, drug and alcohol abuse, and 
domestic violence to benefit from greater collaboration.  

Today, guidance on the USMC suicide prevention program is found in numerous Marine Corps 
Orders (P1700.24B Marine Corps Personal Services Manual, P1700.27A Marine Corps 
Community Services Policy Manual, P1700.29 Marine Corps Semper Fi Program Manual, 
P3040.4E Marine Corps Casualty Procedures Manual, MCRP 6-11C Marine Corps Combat Stress 
Manual, 1510.89B Individual Training Standards (ITS) System for Marine Corps Common Skills 
(Volume 1)).  

Program Elements 

The Suicide Prevention Program involves a continuum of care with several elements:  

Á Awareness education and health promotion 

Á Life Skills Training to enhance coping skills and social support to reduce the incidence of 
problems that detract from personal and unit readiness 

Á Leadership Training to provide leaders at all levels with information and skills to enhance 
risk identification and early intervention with at-risk personnel  

Á Crisis Intervention and Risk Management to provide procedures for the referral and 
evaluation of Marines requiring emergency psychiatric care and/or Marines who have 
problems that increase risk for suicide, such as depression and/or alcohol abuse  

Á Counseling and Treatment to provide services and programs that support the resolution 
of personal, family, and mental health issues that underlie suicidal behavior 

Á Postvention Services to provide sensitive family support and debriefing services for units 
affected by the suicide of a member  

Á Casualty Reports and Trend Analysis to provide incident reports to higher authority to 
assist in improving institutional knowledge about suicide through research into risk and 
protective factors to improve future prevention efforts 

Á Regularly scheduled inspections to ensure the full implementation of the USMC suicide 
prevention program by Commanding Generals.  

In the last few years the USMC has released numerous administrative messages to guide 
Marines through emerging requirements and new initiatives. The USMC continues to refine 
policy and is currently revising guidance on suicide prevention. 

Diagram 3-11 identifies the top risk factors and stressors associated with USMC suicides for the 
years 1999-2007. 
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Top Risk Factors / 
Warning Signs 

Identified in 1999-2007 
Suicides 

1.  Negative Emotional 
State 

51% 

2.  Mental Health History 40% 

3.  Changes in Mood or 
Behavior 

34% 

4.  Self Destructive/ 
Aggressive  Behavior 

28% 
 

Top Associated  
Stressors 

Identified in 1999-2007 
Suicides 

1.  Relationship 
Problems/Loss 

53% 

2.  Work Related 
Problems 

50% 

3.  Pending Disciplinary 
Action 

43% 

4.  Physical Illness 33% 

5.  Financial Problems 13% 
 

Diagram 3-11: Marine Corps Top Risk Factors and Associated Stressors, 1999 to 2007 

Current Initiatives 

The USMC has actively participated on the DoD SPARRC since its inception and embraced the 
sharing of best practices for each ServiceΩǎ ǳƴƛǉǳŜ ŎǳƭǘǳǊŜΦ hƴŜ ŜȄŀƳǇƭŜ ƻŦ ǘƘƛǎ ǎƘŀǊƛƴƎ ǿŀǎ ǘƘŜ 
ŀŘƻǇǘƛƻƴ ƻŦ ǘƘŜ !ƛǊ CƻǊŎŜΩǎ [ŜŀŘŜǊǎΩ DǳƛŘŜ ŦƻǊ aŀƴŀƎƛƴƎ tŜǊǎƻƴƴŜƭ ƛƴ 5ƛǎǘǊŜǎǎΦ ¢ƘŜ ¦{a/ 
ŘŜǾŜƭƻǇŜŘ ǘƘŜ [ŜŀŘŜǊǎΩ DǳƛŘŜ ŦƻǊ aŀƴŀƎƛƴƎ aŀǊƛƴŜǎ ƛƴ 5ƛǎǘǊŜǎǎ ŀƴŘ Ƴƻdified the format to 
more accurately reflect USMC culture and ethos. This resulted in a dynamic Web site that 
became, within just 3 months of its release, the second most visited site on the Marine Corps 
Community Services portal after employment opportunities. The USMC distributed 150,000 
copies of a pocket guide across the Corps to give leaders quick access to critical information for 
helping Marines in distress. 

In 2009 training evolution in the USMC led to evocative, targeted, peer-taught training 
developed specifically for Marine NCOs to offer additional tools. NCOs were selected for initial 
targeting because of their proximity and therefore influence on those Marines at greatest risk 
of suicideτprivates to sergeants. Early success with this program and consistent positive 
feedback from NCOs led to the current development of targeted training for younger Marines, 
staff NCOs, and officers. The USMC is also developing more initiatives to reach family members. 

Research is an ongoing concern, and the USMC is partnering with the Army and the National 
Institute for Mental Health (NIMH) to assess suicide and resilience in a 5-year longitudinal 
study. 

The USMC established the Combat and Operational Stress Control Program and Operational 
Stress Control and Readiness (OSCAR) training as a primary prevention tool to help Marines 
identify and mitigate stress early and to encourage them to seek help within the unit setting 
whether deployed or in garrison. 

The USMC recently broadened the scope of the former Executive Safety Board, a bi-annual 
meeting chaired by the Assistant Commandant of the Marine Corps and renamed it the 
Executive Force Preservation Board (EFPB). It is now focused on all behavioral health concerns 
such as combat and operational stress, suicide, domestic violence, substance abuse, and sexual 
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assault. A current initiative of the EFPB is a Marine Crisis Hotline that is scheduled for a pilot 
release in 2010. This 24/7 behavioral health crisis hotline that individuals can call anonymously 
is specifically designed for the USMC culture and will employ former Marines to provide 
Marines (former and current, active, and reserve), family members, and significant others with 
access to behavioral healthcare. 

Diagram 3-12 depicts the total number and rate of Marine Corps suicides for calendar years 
2001-2009. 
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(Source: Mortality Surveillance Division, Armed Forces Medical Examiner System, AFIP, 2010) 

Diagram 3-12: Marine Corps Suicides 2001ð2009 

 

3.6 United States Coast Guard 

The U.S. Coast Guard (USCG) is considered the fifth member of the Armed Forces and thus the 
Task Force has included it in this report. Members of the USCG receive their medical care from 
a variety of sources. Sixty-five percent of their care is provided through USCG clinics, which are 
staffed with U.S. Public Health Service physicians and Coast Guard Physician Assistant officers. 
The USCG also has about 780 enlisted members at its 42 clinics. The balance of care that USCG 
members receive is provided through DoD Military Treatment Facilities (MTF) (19 percent) and 
through the TRICARE network (17 percent). Most USCG clinics are not staffed to see family 
members; therefore, most USCG families receive their care from DoD MTFs and the TRICARE 
network. Nearly all behavioral healthcare for USCG members and their families is received 
outside of Coast Guard clinics. The USCG relies heavily on Employee Assistance Program (EAP) 
ǇǊƻǾƛŘŜǊǎ ǘƻ ƻŦŦŜǊ άǎƘƻǊǘ-ǘŜǊƳ ǇǊƻōƭŜƳ ǎƻƭǾƛƴƎέ ƻǊ ŎƻǳƴǎŜƭƛƴƎ ǎŜǊǾƛŎŜǎΦ 

For the calendar years 2001 through 2009, there was an average of 4.8 active duty USCG 
suicides per year. This translates into an average annual rate of 11.4 per 100,000 active duty 
members. Diagram 3-13 depicts the total number and rate  of Coast Guard suicides for calendar 
years 2001-2009. 
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Diagram 3-13: USCG Suicides 2001ð2009 

¢ƘŜ ¦{/DΩǎ {ǳƛŎƛŘŜ tǊŜǾŜƴǘƛƻƴ tǊƻƎǊŀƳ ǿŀǎ ǊŜǾƛǎŜŘ ƛƴ 5ŜŎŜƳōŜǊ нллфΦ ¢ƘŜ Ǝƻŀƭǎ ƻŦ ǘƘŜ 
program are to empower all members and civilian employees to recognize and react 
appropriately to the signs of suicidal behavior, reduce the stigma associated with getting 
psychological help, and protect those who responsibly seek behavioral healthcare. The USCG 
program has seven elements:  

Á Command Climate 

Á Crisis Response 

Á Limit on Command Access to Mental Healthcare Information 

Á Notification and Hands-off in Criminal Investigations 

Á Postvention 

Á Reporting 

Á Training. 

Each of these elements is discussed in Commandant Instruction (COMDTINST) 1734.1A, Suicide 
Prevention Program. 

COMDTINST 1734.1A clarifies that it is a command responsibility to provide a command climate 
in which members feel that it is okay to seek help. In addition, commands are now responsible 
for establishing a protocol for responding to persons considered at-risk. The new policy also 
ŀǘǘŜƳǇǘǎ ǘƻ ƛƳǇƭŜƳŜƴǘ ǘƘŜ !ƛǊ CƻǊŎŜΩǎ му ƳŜŘƛŎŀƭ ǊŜǉǳƛǊŜƳŜƴǘǎ for managing suicidal behavior. 
Providing quality assurance to ensure compliance with these 18 requirements will be 
particularly challenging because almost the ¦{/DΩǎ ŜƴǘƛǊŜ behavioral healthcare is delivered 
outside the USCG. However, ensuring that the care provided to USCG members meets 
ǊŜǉǳƛǊŜƳŜƴǘǎ ƛǎ ǘƘŜ ǊŜǎǇƻƴǎƛōƛƭƛǘȅ ƻŦ ǘƘŜ ¦{/D ŀƴŘ ƛǎ ŎƻƴǎƛǎǘŜƴǘ ǿƛǘƘ άƳŜŘƛŎŀƭ ƘƻƳŜΣέ ŀ 
concept of operations that all USCG medical clinics are implementing to ensure proper care and 
follow-up for all USCG members. 
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Formal reporting of incidents to USCG Headquarters by medical personnel is required in all 
cases of suicide attempts involving physical injury. In cases of suicide, the Suicide Prevention 
Program Manager completes the form after all related investigations are completed. The form 
ƳƛǊǊƻǊǎ ǘƘŜ 5ƻ5{9w ŦƻǊƳΦ 9ǾŜƴǘǳŀƭƭȅΣ ƛǘ ƛǎ ǘƘŜ ¦{/DΩǎ ƛƴǘŜƴǘ ǘƻ ǇŀǊǘƛŎƛǇŀǘŜ ƛƴ ǘƘŜ 5ƻ5{9wΣ ƛŦ 
possible. 

The USCG Suicide Prevention Program Manager also monitors all active duty hospitalizations 
related to suicidal communications and/or behaviors to ensure that the USCG medical chain of 
command is aware of the hospitalization. The Manager also tracks each case to ensure a report 
is received if the patient required medical treatment as a result of suicidal behavior. 

Annual suicide prevention training is mandated for all USCG members and civilian employees. 
Although it is generally recognized that this training is most effective if delivered face to face, 
the training is now provided online. Online training, however, is considered a positive 
development because the training is now accessible to the estimated 30 percent of personnel 
who previously were not able to attend training. Commands still have the option to provide this 
training face to face. 

For the first time in 2008, the USCG participated in the triennial DoD Survey of Health-Related 
Behaviors Among Active Duty Military Personnel. Below is a sampling of relevant USCG findings: 

DoD Survey of Health-Related Behaviors: Coast Guard 

Á 18 percent of personnel met screening criteria suggesting the need for further depression 
evaluation. 

Á 10 percent met screening criteria suggesting the need for further evaluation for generalized 
anxiety disorder. 

Á 7 percent met screening criteria suggesting the need for further evaluation of PTSD. 

Á 18 percent reported heavy alcohol use (five or more drinks on the same occasion at least 
once a week in the past 30 days). 

Á 12 percent met criteria for ñserious psychological distressò as determined by analysis of 
data collected for depression, anxiety, and PTSD. 

Á 2.8 percent answered positively when asked whether they had ñseriously considered 
suicide within the past year.ò 

Á 1.7 percent answered positively when asked whether they had attempted suicide within the 
past year. 

Á 11 percent believed that their career would ñdefinitelyò be damaged if they sought mental 
health counseling through the military. 

Diagram 3-14: Relevant USCG Findings 

The USCG Suicide Prevention Program Manager will monitor Health-Related Behavior findings 
ƛƴ ŦǳǘǳǊŜ ǎǳǊǾŜȅǎ ŀǎ ƳŜŀǎǳǊŜǎ ƻŦ ǘƘŜ ŜŦŦŜŎǘƛǾŜƴŜǎǎ ƻŦ ǘƘŜ ¦{/DΩǎ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴ ŜŦŦƻǊǘǎΦ 

¢ƘŜ ¦{/DΩǎ /ǊƛǘƛŎŀƭ LƴŎƛŘŜƴǘ {ǘǊŜǎǎ aŀƴŀƎŜƳŜƴǘ ό/L{aύ tǊƻƎǊŀƳ Ƙŀǎ Ǉrovided interventions 
after critical incidents such as body recovery missions, mishaps, and major disasters since the 
mid-1990s. These interventions typically involve trained persons outside the affected unit 
coming in to assist the unit in responding to psychological needs of members.  



 
Evolution of Service Suicide and Suicide Prevention Programs 

 

 33 

 

The USCG is in the beginning stages of determining the courses of action needed to implement 
a leader-ŘǊƛǾŜƴ hǇŜǊŀǘƛƻƴŀƭ {ǘǊŜǎǎ /ƻƴǘǊƻƭ όh{/ύ tǊƻƎǊŀƳΣ ƳƻŘŜƭŜŘ ŀŦǘŜǊ ǘƘŜ ¦{bΩǎ h{/ 
Program, that will empower supervisors to praŎǘƛŎŜ άƛƴǘǊǳǎƛǾŜ ƭŜŀŘŜǊǎƘƛǇέ ōȅ ƴƻǘ ƻƴƭȅ 
ǊŜŎƻƎƴƛȊƛƴƎ ǘƘŜ ǎƛƎƴǎ ƻŦ ǎǘǊŜǎǎ ōǳǘ ōŜƛƴƎ ǾƛƎƛƭŀƴǘ ƛƴ ǘŀƪƛƴƎ ŀǇǇǊƻǇǊƛŀǘŜ ŀŎǘƛƻƴ ǘƻ άƪŜŜǇ ǇŜǊǎƻƴƴŜƭ 
ƛƴ ǘƘŜ ƎǊŜŜƴέ ŀƴŘ Ƴƛǎǎƛƻƴ-ready. An effective USCG OSC Program will further USCG suicide 
prevention efforts and decrease the need for CISM interventions. 
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4. VISION 
 

 

5. STRATEGY 
o prevent suicide by Service Members, it is absolutely essential to implement a 
comprehensive suicide prevention program. After considerable research and 
deliberation, the Task Force identified four major focus areas that constitute a sound 
suicide prevention program poised for success (see Diagram 5-1). All Service suicide 

prevention programs must consider initiatives and policies that align under each of these four 
focus areas in order to holistically organize their efforts for suicide prevention. In addition, 
based on current Service programs and identified gaps, the Task Force identified 18 strategies 
for DoD to adopt to enhance suicide 
prevention efforts. Each of the 18 strategies 
were placed in 1 of the 4 focus areas. The 
recommendations are based on findings. 
While some recommendations are specific to 
a particular strategy, others covered several 
strategies within a focus area; and some even 
covered strategies in several focus areas. The 
four major focus areas emerged not only as a 
model of a comprehensive suicide prevention 
program, but they also became a way for the 
Task Force to organize its strategies and 
recommendations in the report. It is 
important to note that each of the focus 
areas both informs and builds on one 
another. 

T 

 

Diagram 5-1: Developing a Comprehensive Suicide 
Prevention Strategy 

TASK FORCE VISION STATEMENT 
A military force fit in mind, body, and spirit that wins the battle against  

suicide and stands ready to answer the Nationôs call. 
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Diagram 5-2: Total Fitness 

Focus Area 1: Organization and Leadership 

Institutions and entities must be organized structurally for suicide prevention, and leaders must 
be involved at every level. Consequently, the Task Force strongly believes that suicide 
prevention begins with coherent policy generated from OSD. Command attention and review at 
the highest level will ensure that every other level of supervision and care pays careful 
attention to the well-being of members of the Armed Forces, that suicidal thoughts and 
behaviors are reduced, and that suicide risks are minimized.  

Organization: Effective organizational structure is essential to develop enterprise-wide policy as 
well as program standardization and oversight. To enhance suicide prevention efforts and 
maintain a lasting impact, DoD must organize appropriately, in conjunction with the Services, to 
more effectively obtain positive outcomes of their suicide prevention programs. This 
organizational structure would be responsible for DoD suicide prevention oversight, stigma 
reduction efforts, and strategic communication.  

Leadership: Effective leadership involvement, from the most senior leaders to the most junior 
first-line/front-line/first-time supervisors (junior leaders) of our Service Members, remains 
critical to suicide prevention. Officers and NCOs are, in many ways, the primary agents with the 
ability to reduce the stressors that lead to suicideτthrough a positive and supportive command 
climate and by establishing a culture of intervention before a member becomes suicidal. 
Troubled Service Members must be led to the best available άhelping agentέ to prevent suicide 
or suicide-related behaviors free from stigmatization.  



 
Assessment 

 

 37 

 

Effective DoD organization and leadership is a key line of defense in our fight to prevent suicide 
in members of the Armed Forces. 

Focus Area 2: Wellness Enhancement and Training 

Wellness and fitness are essential to maintaining a healthy outlook on life. Therefore, the Task 
Force strongly believes that any effort to enhance the well-being, resiliency, life skills, and 
mental fitness of Service Members will have significant impact on preventing suicide as a 
primary prevention effort. The Services should focus on all the domains of total fitness (i.e., 
total well being). In addition, if primary prevention fails, the community of people surrounding 
ŀƴ ƛƴŘƛǾƛŘǳŀƭ ǿƘƻ Ƙŀǎ ōŜŎƻƳŜ άǳƴ-well/un-Ŧƛǘέ Ƴǳǎǘ ōŜ ŜŘǳŎŀǘŜŘ ǘƻ ǊŜŎƻƎƴƛȊŜ ǎǳƛŎƛŘŀƭ 
vulnerabilities, risks, and behaviors, and trained to ensure the Service Member gets timely 
access to intervention services.  

Wellness: Maintaining wellness and mental fitness is vital to suicide prevention. Military life, 
particularly in wartime, is inherently stressful on individuals and presents a unique challenge to 
maintaining wellness. Physical, psychological, spiritual, family, social, financial, vocational, and 
emotional well-being are protective factors against suicide (see Diagram 5-3). A comprehensive 
suicide prevention strategy involves reducing and mitigating risk factors while at the same time 
enhancing protective factors. Therefore, DoD and the Services must continue to expend 
substantial effort to mitigate stressors by supporting programs that strengthen these protective 
factors. Fostering wellness is prevention in its purest form.  

RISK FACTORS PROTECTIVE FACTORS

Chronic Pain

Guilt, Anger, Shame

Exposure to Trauma

Sense of Hopelessness

Relationship Problems

Negative Command Climate

Legal and Discipline Problems

PTS/PTSD/Adjustment Disorder

Resilience

Total Fitness

Connectedness

Sense of Purpose

Sense of Belonging

Loving Relationship

Stable Environment

Respected and Valued

 

Diagram 5-3: Risk Factors and Protective Factors in Suicide Prevention 

With the unique demands placed on service members, programs that eliminate and mitigate  
risk and enhance protective factors are important to preventing suicide. 

 
Training: Training is imperative to preventing suicide. When individuals exhibit signs of suicidal 
behaviors, everyone around them must be equipped to recognize their distress and ensure 
referral to appropriate intervention services. Peers, first-line supervisors, and especially family 
members must be trained to recognize suicidal behaviors and know how to get the person to 
intervention services.  
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Individual Service Member well-being, fitness and resiliency is another key line of defense in 
the fight against suicide.  

Focus Area 3: Access to, and Delivery of, Quality Care 

Any effective suicide prevention program must make quality professional intervention, 
counseling, diagnosis, and treatment accessible. The Task Force strongly believes that 
intervention services must be well-coordinated and standardized, and caregivers must be 
specifically trained in suicide assessment and risk reduction. Because of the complex dynamics 
of suicide prevention, all care services must share information. Ready access to high-quality 
care is essential to preventing suicide.  

Access to Quality Care: Access to effective intervention services must be 24/7/365. Intervention 
services must be available at the right time and the right place. Availability of first responders, 
trained people on crisis hotlines, trained emergency room personnel, chaplains, primary care 
clinicians, and behavioral health clinicians is essential as a line of defense for preventing suicide. 
All existing barriers to accessing care must be removed.  

Delivery of Quality Care: The delivery of quality care, both medical and non-medical, is an 
important aspect of all suicide prevention programs. Established training programs that build 
competencies in clinicians (such as behavioral health, primary care, and emergency medicine 
clinicians) and non-clinicians (such as first responders, hotline personnel, and chaplains) must 
be standardized for everyone involved in suicide prevention. Continuity of care, particularly 
during times of transition, is critical to suicide prevention. Electronic medical records that 
enhance information sharing will ensure greater effectiveness and are vital to preventing 
potential suicide victims from falling through the cracks. 

A third line of defense in suicide prevention is ready access to high-quality care. 

Focus Area 4: Surveillance, Investigations, and Research 

Suicide prevention requires a public health approach, and effective surveillance is essential to 
public health benefits. The Task Force strongly believes that much can be learned from 
standardized data collection and analysis that addresses risk factors and trends, and assists in 
identifying decision points for targeted interventions. Well-constructed surveillance that ideally 
leads to a predictive model can inform and shape future suicide prevention programs and 
efforts as well as improve public health efforts. Investigations must be standardized in order 
inform surveillance efforts. Program evaluation must be incorporated to measure program 
effectiveness. Knowledge gaps must be closed with research.  

Surveillance: For surveillance to be effective it must be standardized and centrally driven, and 
data must be reported in a timely, consistent, and reliable manner. Surveillance should be 
continuous and sustained. The information must be centrally analyzed so it can be acted on 
appropriately. Surveillance data can be used to modify and enhance policy, programs, and 
communications. It can identify commands that have Service Members at higher risk and can 
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be used as an indicator for the possibility of a negative command climate (one not conducive to 
suicide prevention). 

Investigations: Much can be learned by investigating suicide and suicide attempts in a 
standardized manner that contributes to knowledge and understanding of causal factors and 
trends. Because of the stigma and attribution associated with those surrounding a suicide 
victim, suicide investigations (once criminality is ruled out) should focus solely on identifying 
contributing and non-contributing factors important to suicide prevention.  

Research:  Research must continue to advance the science of suicidology in order to learn more 
about suicide-related behaviors and effective prevention techniques. Research must be 
accomplished to determine best practices as well as develop evidence based clinical practice 
guidelines in order to decrease variations in suicide prevention practices. Research efforts 
should be based on requirements identified by knowledge gaps. Research must be resourced 
and prioritized to focus efforts for maximal impact in achieving better outcomes. 

Vigilant surveillance, thorough and informative investigations, program evaluation, and 
research form a fourth and final line of defense in a comprehensive suicide prevention 
program. 
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6. ASSESSMENT 

6.1 Service Suicide Data and Statistics 

he diagram below details the count and crude rate of suicides among Active Duty and 
Reserve Component Service Members per 100,000 population for calendar years 2001-
2009. The rates have not been calculated for cells with counts less than five. The counts 
include both confirmed and suspected suicides. The rates are based on yearly September 

end strength reports from the Defense Manpower Data Center (DMDC). Reserve Component 
rates include Active Duty Guard and Reserve Service Members. 

 
(Source: Mortality Surveillance Division, Armed Forces Medical Examiner System, AFIP, 2010) 

Diagram 6-1: Count and Crude Suicide Rates Among Active Duty and Reserve Service Members 

Suicide in the U.S. military has consistently been reported as a leading cause of mortality over 
the past decade (DMDC, 2010). A brief description of the 2008 DoDSER data ( Gahm, Reger, 
Luxton, Skopp, & Lee, 2009; Reger, Luxton, Skopp, Lee & Gahm, 2009) presented at the 
November 2009 meeting of the Task Force is noted here to provide a perspective on the most 
recently documented U.S. military suicides. As Diagram 6-2 demonstrates, a higher prevalence 
of military suicide is reported for males (18.2 per 100,000), Caucasians (17.4 per 100,000), 
divorced Service Members (27.6 per 100,000), those under age 25 (20.1 per 100,000), E1 
through E4 ranks (20.1 per 100,000), and members with a GED (29.1 per 100,000). (Gahm, 
Reger, Luxton, Skopp, & Lee, 2009; Reger, Luxton, Skopp, Lee & Gahm,  2009.) 

 

T 
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Diagram 6-2: Military Demographics 

(Source: Gahm, et.al. 2009) 

Additionally, across Services, the most frequent method of suicide was self-inflicted gun shot 
wounds using non-military firearms which accounted for 41 percent of all suicides. Military 
firearms were used in 21 percent of suicides, with higher incidence noted for the Army and the 
Marine Corps. Approximately 70 percent of 2008 DoD suicides indicated some evidence of 
intent to die by suicide. Communication of intent to die has been documented for 30 percent of 
2008 suicides. One of every four (23 percent) Service Members left a suicide note. Up to 36 
percent of suicides had a history of at least one documented mental disorder, and 49 percent 
had been seen in at least one DoD program or clinic within 30 days prior to death (Gahm, 
Reger, Luxton, Skopp, & Lee, 2009; Reger, Luxton, Skopp, Lee & Gahm,  2009). 

6.2 An Assessment of Service Suicide Prevention Programs  

The Services clearly have a long and committed history of recognizing the risk of suicide and 
implementing suicide prevention programs. Each is devoting enormous energy and resources to 
nearly 900 suicide prevention activities across the 407 military installations worldwide. The Task 
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Force certainly commends the remarkable efforts of each Service, because they, along with the 
±!Σ ŀǊŜ ŀƳƻƴƎ ǘƘŜ bŀǘƛƻƴΩǎ ƭŜŀŘŜǊǎ ƛƴ ǘƘƛǎ ƛƳǇƻǊǘŀƴǘ ŀƴŘ ƴƻōƭŜ ŜƴŘŜŀǾƻǊΦ LƴŘƛǾƛŘǳŀƭƭȅΣ ǘƘŜ 
Services have implemented programs that address each of the four focus areas identified by 
the Task Force as key to the success of a comprehensive suicide prevention program: 
Organization and Leadership; Wellness Enhancement and Training; Access to, and Delivery of, 
Quality Care; and Surveillance, Investigations, and Research. The four focus areas, when viewed 
and considered collectively, constitute the lines of defense in which the Task Force organized its 
recommendations for preventing suicides. 

While the Services are addressing many areas in their individual efforts, these efforts need to 
be better coordinated within and across the Services. Many programs are stand-alone 
undertakings or only loosely tied into other similar programs on the installations. Better 
coordination would enhance the lines of defense available to Service Members and their 
families. Service Member and family awareness of these programs and services is inconsistent. 
Even if the necessary services, programs, and skills training are available, moving between them 
or leveraging the strengths of each to form a cohesive whole is lacking. If one imagines suicide 
prevention as a net, with ropes tied together at certain cross-points, the lack of coordinated 
efforts across and within military installations results in ropes that are too short to meet one 
ŀƴƻǘƘŜǊΧŀ ƴŜǘ ǿƛǘƘ ƘƻƭŜǎ ǘƘǊƻǳƎƘ ǿƘƛŎƘ Service Members are falling.  

The Services require a coordinated DoD approach to suicide prevention that employs the most 
effective skills-based training available to strengthen both individuals and families. In addition, 
quality care should be accessible not only in the MTFs, but proactively offered in the workplace 
and in local communities. Finally, should a Service Member fall through the prevention net, 
DoD needs to ensure that the lessons learned from that fall are quickly gathered and put to 
good use in preventing future falls. Program improvement must become a core priority in DoD 
through surveillance, investigation, program evaluation and research.  

6.3 Occupational Risk and Military Suicides 

The Task Force in unable to determine any suicide risk attributable specifically to occupation. 
There are insufficient data at this time to support identification of military occupations with a 
high incidence of suicide owing to occupation alone. In addition, at the time of this writing, 
scientific evidence does not seem to support a relationship between suicide and military 
occupational specialty. 

The Task Force did obtain information related to suicides by career field from each of the 
Services. The individual Service statistics are provided in Appendix G.  However, the Task Force 
strongly cautions readers against drawing any conclusions from the data provided for the 
following reasons:  

Á The low rate of suicide in any specific career field makes determining statistically valid 
rates of suicide in a career field challenging. Less than statistically valid data make 
comparisons between career fields almost impossible.  
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Á The definition of career fields changes over the yearsτcareer fields come and go, or are 
merged into, or diverged from, existing career fields. Therefore, the denominator of the 
rate calculation (i.e., the total population in a career field) may vary from year to year, 
nullifying comparison data.  

Á Career fields among the Services also vary, so comparisons at that level are generally also 
not valid.  

Á Data on some high interest career fields such as recruiting and instructing reflect the 
duty being performed at the time of the suicide, not the underlying career field of the 
deceased.  

Preliminary evidence provided to the Task Force examined the relationship between career 
field and suicide and did not find a significant relationship (Gahm, 2010). Consistent with 
previous studies, failed relationships and a mental health diagnosis were identified as primary 
stressors. In addition, Soldiers who view their leadership positively experienced a greater sense 
of unit cohesion and morale (MHAT VI, 2009). Numerous efforts are underway to continue to 
ǳƴŘŜǊǎǘŀƴŘ ǘƘŜ ǊƻƭŜ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ŎŀǊŜŜǊ ŦƛŜƭŘ Ƴŀȅ ƘŀǾŜ ƛƴ ǊŜƭŀǘƛƻƴ ǘƻ ǎǳƛŎƛŘŜ ŀƴŘ ǎǳƛŎƛŘŜ 
prevention. 
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7. FINDINGS AND RECOMMENDATIONS 

Opening Statement by the Task Force 

The numbers and rates of Service Member suicides are unacceptable and continue to climb. A 
crisis situation continues to unfold and must be dealt with immediately. Action must proceed 
with a sense of urgency to reverse the current troublesome trend and to prevent future 
suicides. Suicide is preventable. Suicidal behaviors must be prevented and dealt with early. 
Having any one of our nation's warriors die by suicide is not acceptable--not now, not ever. 

The Task Force acknowledges the significant efforts made by the military Services in the area of 
suicide prevention. The Services have substantially increased their focus and investments in 
suicide prevention over the years to meet current requirements. This is evident at the highest 
levels of leadership in the military Departments. This Task Force witnessed commitment, 
creativity, and compassion by uniformed and civilian employees across the Services in 
attempting to address this looming crisis.  

The Task Force also believes the remarkable efforts made by the Services are not permeating 
consistently throughout the Services and are not reaching the levels necessary to prevent 
suicide in all cases. Furthermore, the Task Force believes that current Service efforts can benefit 
from a comprehensive suicide prevention strategy, coordinated throughout DoD with 
additional leader accountability, to foster a command climate that promotes Service Member 
wellness and fitness ς in mind, in body and in spirit. Command climates must continue to evolve 
to ensure the positive and engaged support of every Service Member in distress; and view this 
support as a vital part of mission readiness and mission success. 

General Observations 

1. Suicide is preventable. 

2. The Services are heavily engaged in suicide 
prevention. 

3. Leadership is involved at the senior levels universally. 

4. No one can know for sure just how many suicides there would be if it were not for 
current Service suicide prevention efforts. 

5. ¢Ƙƛǎ ¢ŀǎƪ CƻǊŎŜ ƛǎ ǳƴŀōƭŜ ǘƻ άƎǊŀŘŜέ {ŜǊǾƛŎŜ suicide prevention programs. 

6. There is a relationship between increased operations tempo, deployments and 
separations with overall stress on the force and increased suicide rates. 

7. This Task Force is unable to determine any risk for suicide due specifically to occupation, 
although targeted suicide prevention in those occupations with higher rates owing to 
other risk factors makes perfectly good sense. 

ñThe most important ingredient is 
leadership: aggressive, focused, 
listening leadership.ò 

ðChairman, Joint Chiefs of Staff 
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8. Suicide has multiple, complex risk factors: Suicide prevention must have multi-
dimensional approaches and solutions. 

9. There must be a renewed focus at the troop level and a sense of urgency at all levels, 
especially in strategic planning, to interrupt the trend and save lives by preventing 
suicide. 

Overview Approach (Focus Areas and Strategies) 

The Task Force arrived at 49 findings and 76 associated recommendations. They fall into four 
primary focus areas that emerged not only as a model of a comprehensive suicide prevention 
program, but also as a strategic framework to organize the findings and recommendations. In 
addition, based on current Service programs and identified gaps, the Task Force identified 18 
strategies for DoD to adopt to enhance suicide prevention efforts. These strategies are listed by 
focus area in Section 7.2. 

Organization and Leadership (7.1) 

Á 7.1.1 Create, restructure and resource suicide prevention offices at OSD, the Services, 
installations, and unit level to achieve unity of effort.  

Á 7.1.2 Equip and empower leaders (provide them tools) to establish a culture that fosters 
prevention as well as early recognition and intervention. 

Á 7.1.3 Develop strategic communications that promote life, ƴƻǊƳŀƭƛȊŜ άƘŜƭǇ ǎŜŜƪƛƴƎ 
ōŜƘŀǾƛƻǊǎΣέ ŀƴŘ ǎǳǇǇƻǊǘ 5ƻ5 ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴ ǎǘǊŀǘŜƎƛŜǎΦ 

Á 7.1.4 Reduce stigma and overcome military cultural and leadership barriers to seeking 
help. 

Á 7.1.5 Standardize suicide prevention policies and procedures. 

Wellness Enhancement and Training (7.2) 

Á 7.2.1 Enhance well-being, mental fitness, life skills, and resiliency. 

Á 7.2.2 Reduce stress on the force and on military families. 

Á 7.2.3 Transform suicide prevention training of Service Members, leaders, and families to 
enhance skills.  

Access to, and Delivery of, Quality Care (7.3) 

Á 7.3.1 Ensure available and reliable access to high-quality behavioral healthcare. 

Á 7.3.2 Leverage and coordinate military community-based services, as well as local civilian 
community services (especially with respect to the Reserve Component).  

Á 7.3.3 Ensure continuity of behavioral healthcare, especially during times of transition, to 
ensure seamlessness of healthcare and care management. 

Á 7.3.4 Standardize effective crisis intervention services and hotlines. 
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Á 7.3Φр 9ƴǎǳǊŜ ŀƭƭ άƘŜƭǇƛƴƎ ǇǊƻŦŜǎǎƛƻƴŀƭǎέ ŀǊŜ ǘǊŀƛƴŜŘ ƛƴ ǘƘŜ ŎƻƳǇŜǘŜƴŎƛŜǎ ǘƻ ŘŜƭƛǾŜǊ 
evidence-based care for the assessment, management, and treatment of  suicide-related 
behaviors. 

Á 7.3.6 Develop effective postvention programs to support families, Service Members, and 
units leaders after a suicide. 

Surveillance, Investigations, and Research (7.4) 

Á 7.4.1 Conduct comprehensive surveillance aimed at identifying individuals at-risk and 
informing prevention efforts. 

Á 7.4.2 Standardize investigations of suicides and suicide attempts to identify target areas 
for prevention policies, procedures, and programs. 

Á 7.4.3 Ensure that all initiatives and programs have a program evaluation component. 

Á 7.4.4 Support and incorporate ongoing research to inform evidence-based suicide 
prevention practices. 

Foundational Recommendations 

As the Task Force conducted its work, the members arrived at unanimous agreement that 
successful suicide prevention had to be structured using a public health model with defined 
focus areas, each containing strategies inherent to a comprehensive suicide prevention 
approach. 

The Task Force considered 49 findings and 76 recommendations to be report worthy. In 
addition, the Task Force developed 13 foundational recommendations that aggregated several 
of the targeted recommendations. These 13 underscore success of all the recommendations. 
Without implementation of these critical actions, the other recommendations are destined for 
failure. The 13 foundational recommendations are: 

1. /ǊŜŀǘŜ ŀ ά{ǳƛŎƛŘŜ tǊŜǾŜƴǘƛƻƴ tƻƭƛŎȅ 5ƛǾƛǎƛƻƴέ ŀǘ h{5 ǿƛǘƘƛƴ ¦{5(P&R) to standardize 
policies and procedures with respect to resiliency, mental fitness, life skills, and suicide 
prevention. The office will provide standardization, integration of best practices, and 
general oversight, serve as a change agent, and establish an ongoing external review 
group of non-DoD experts to assess progress. Furthermore, this office will provide 
guidance from which the Services can design and implement their suicide prevention 
programs. 

2. Keep suicide prevention programs in the leadership lane and hold leaders accountable 
at all levels for ensuring a positive command climate that promotes the well-being, 
ǘƻǘŀƭ ŦƛǘƴŜǎǎΣ ŀƴŘ άƘŜƭǇ ǎŜŜƪƛƴƎέ ƻŦ ǘƘŜƛǊ Service Members. A significant focus on 
developing better tools to assist commanders in suicide prevention must be 
undertaken. 
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3. Reduce stress on the force. ¢ƘŜ ǇŀŎŜ ƻŦ ƻǇŜǊŀǘƛƻƴǎ ƛƴ ǘƻŘŀȅΩǎ ƳƛƭƛǘŀǊȅ ŜȄŎŜŜŘǎ ǘƘŜ 
ability of Service Members to be restored to their optimal state of readiness. There is 
a supply and demand mismatch that creates a cumulative negative impact on the 
force. Reduce stress by ensuring the quantity and quality of dwell time allows for 
individual restoration as the force is reconstituted over and over again. This will allow 
Service Members to reestablish relationships and connectedness. If necessary, either 
grow the size of the force to ensure additional uniformed end-strength to meet the 
demand or reduce the mission demand. 

4. Focus efforts on Service Member well-being, total fitness (of the mind, body, and 
spirit), and development of life skills and resiliency to increase protective factors and 
decrease risk factors. This is the pinnacle of primary prevention. 

5. Develop a Comprehensive Stigma Reduction Campaign Plan that attacks the issue on 
multiple fronts to encourage help-seeking behavior and normalizes the care of the 
άhidden woundsέ incurred by Service Members. 

6. Strengthen strategic messaging to enhance positive communications that generate 
the behaviors and outcomes desired rather than highlighting the negative messaging 
ŀōƻǳǘ ǘƻŘŀȅΩǎ ŎƘŀƭƭŜƴƎŜǎΦ The focus of messaging must migrate from speaking solely 
ŀōƻǳǘ ǘƘŜ άǘǊŀƎŜŘȅέ ƻŦ ǎǳƛŎƛŘŜ ŀƴŘ ǘƘŜ άŀŎǘƛƻƴǎέ ōŜƛƴƎ ǘŀƪŜƴ ǘƻ ƳŜǎǎŀƎŜǎ ǘhat reduces 
stigma, encourages help seeking, portrays concerned leadership, and inspires hope by 
showing that help really works. 

7. Develop skills-based training in all aspects of training regarding suicide prevention. 
The current awareness and education efforts about suicide prevention are adequate, 
but skills-based training is deficient, especially among buddies, family members, first-
line supervisors, clergy, and behavioral health personnel. 

8. Incorporate program evaluation in all suicide prevention programs to determine the 
effectiveness of each program in obtaining its intended outcome. 

9. Coordinate and leverage the strengths of installation and local community support 
services for both Active and Reserve Component Service Members. Community health 
and access to quality, competent services are essential to suicide prevention. 

10. Ensure continuity and the management of quality behavioral healthcare, especially 
while in transition periods, to facilitate a seamless transfer of awareness, 
management, and treatment as Service Members change locations. Transitions must 
be actively managed; and tools must be developed to actively manage them. 

11. Mature and expand the DoDSER to serve as the main surveillance method to inform 
future suicide prevention efforts. Further standardize data collection processes. 
Robust surveillance will produce data that allows us to anticipate and avoid future 
occurrences of that event before the individual or population (or unit) reaches a crisis 
point. 



 
Findings and Recommendations 

 

 49 

 

12. Standardize suicide investigations and expand their focus to learn about the last 
hours, days, and weeks preceding a suicide or attempted suicide. Pattern suicide 
investigations on aviation accident safety investigation procedures and use the safety 
investigation process as a model to develop a standardized suicide investigation 
process. 

13. Support and fund ongoing DoD suicide prevention research to enhance our knowledge 
and inform future suicide prevention efforts, and to incorporate evidenced-based 
solutions. Focused research in suicide prevention for Service Members is essential to 
identifying best practices, decreasing variation in prevention practices, and in 
achieving desired outcomes. 

Considerable effort has been expended by DoD, the Services, and innumerable caring and 
dedicated individuals across the world in support of Service Members and their families. The 
findings and recommendations herein are intended to guide DoD in its efforts to enhance the 
work already being done while ensuring a more fit and ready force for meeting the demands of 
serving in the military. It is ǘƘŜ ¢ŀǎƪ CƻǊŎŜΩǎ belief that implementation of the recommendations 
and strategic initiatives in this report will save lives and will further propel DoD as a national 
leader in suicide prevention.  

7.1 Organization and Leadership 

7.1.1 Create, restructure and resource suicide prevention offices at OSD, the 
Services, installations, and unit level to achieve unity of effort 

DoD-Level Suicide Prevention Program Office 

DISCUSSION: Adaptive adjustments to new requirements have occurred at the Service, 
installation, and command levels, but have suffered at the DoD-level because of the lack of a 
suicide prevention policy office with full-time staffing. Strategic planning, one of the most 
critical aspects of program management, routinely occurs at the DoD level yet suicide 
prevention planning is notably deficient at this policy level. The Department has no military, 
civilian, or contract staff dedicated full time in the area of suicide prevention. The best example 
of coordination and collaboration of suicide prevention efforts within the DoD is the SPARRC. 
The SPARRC began in 1999 as a group chaired by the Program Director for Mental Health Policy 
under the ASD(HA) and moved in 2008 to the DCoE. While this move was within ASD Health 
Affairs, it incongruously moved DoD-level suicide prevention efforts to a position further 
removed from the policymaking centers at a time when the Service programs were moving 
closer to them. In addition, structural inconsistency adds a level of challenge to unity of effort 
as exemplified by three of the four Service-level program offices residing within manpower and 

FINDING: The absence of an adequately staffed and resourced OSD policy office on 
suicide prevention leads to significant challenges to the unity of effort. Service programs are 
not benefiting from the guidance of a Department-wide strategic approach. 
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personnel staff directorates while the fourth remains in the Office of the Surgeon General. The 
SPARRC also remains within Health Affairs and medical community. 

The SPARRC chair is a Public Health Service officer on assignment to DCoE, and four part-time 
contract staff members support the committee (J. Hawkins, personal communication, 18 June 
2010). Membership on the SPARRC is a collateral duty for all members, who are task saturated 
by their full-time billets but are regularly tasked as action officers for the SPARRC because of 
the absence of full-time dedicated staff focused solely on suicide prevention.  

The SPARRC has made tremendous progress given the limited resources supporting its charge. 
Despite the lack of staff and funding, the committee created a standardized rate calculation and 
reporting policy, and a standardized web-based reporting and surveillance tool, and is in the 
process of finalizing standardized nomenclature and developing the first-ever DoD-level suicide 
prevention website. In addition, the SPARRC sponsored eight annual suicide prevention 
conferences; the most recent conference, in collaboration with the VA, in January 2010 had 
more than 850 attendees (J. Hawkins, personal communication, 18 June 2010).  

While the SPARRC has made significant headway, other notable initiatives have been 
significantly delayed and some opportunities were missed because of insufficient staff and 
resourcing. For example, the 2008 DoDSER Annual Report has yet to be publicly released 
despite its completion a year ago, in July 2009. The SPARRC drafted a new DoD Instruction on 
suicide prevention but it has not been approved and released. Currently, the only DoD guidance 
on suicide prevention is a 2006 memorandum on rate standardization. OSD lacks a strategic 
plan and therefore provides little to no guidance to the Services in suicide prevention. This 
paucity of policy guidance trickles down and affects unit-level suicide prevention. In the 
military, at the critical unit level, units are currently unable to determine whether their suicide 
prevention efforts are in line with OSD intent.  

Each Service has at least one, and generally several, examples of remarkably well-
conceptualized, theoretically sound suicide prevention effortsΦ ¢ƘŜ 5ŜǇŀǊǘƳŜƴǘΩǎ ƳŜǘƘƻŘ ƻŦ 
sharing best practices and Service-level success is through the SPARRC. The Task Force found 
ŜȄŀƳǇƭŜǎ ƻŦ ǎǳŎŎŜǎǎŦǳƭ ǎƘŀǊƛƴƎ ŀƴŘ ŀŘƻǇǘƛƻƴ ƻŦ ǘƻƻƭǎ όŜΦƎΦΣ [ŜŀŘŜǊǎΩ DǳƛŘŜǎ ŦƻǊ Managing 
Service Members in Distress, front-line supervisor training, and awareness acronyms). 
Unfortunately, the current level of workload has inhibited this type of collaboration, and little 
has been seen in the last few years. The diminished collaboration of recent years has likely 
reduced efficiencies that could be gained from the effective adoption of programs across the 
Services. A staffed OSD office is necessary to analyze and recommend best practices and assist 
the Services in collaborative development and adoption of effective tools. OSD is also needed 
to obtain resources from which the Services can benefit. 

DoD programs that employ a hierarchical and collaborative structure permeating the military 
system from OSD down, and with each Service involved, have substantial benefits in the areas 
of unity of effort, standardization (decreased variation), and sharing of best practices and 
resources. One example is the DoD Sexual Assault Prevention and Response Office (SAPRO) 
under the Deputy Undersecretary ƻŦ 5ŜŦŜƴǎŜ όtƭŀƴǎύΦ {!twh άǎŜǊǾŜǎ ŀǎ ǘƘŜ ǎƛƴƎƭŜ Ǉƻƛƴǘ ƻŦ 
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accountability and oversight for sexual assault policy, provides guidance to the DoD 
components, and facilitates the resolution of issues common to all military Services and joint 
ŎƻƳƳŀƴŘǎέ όSAPRO, 2010). SAPRO objectives are to enhance and improve prevention through: 
1) training and education programs; 2) treatment and support of victims; and 3) system 
accountability (SAPRO, 2010). The SAPRO program benefits from structural penetration 
throughout the Department and the Services, ensuring centralized guidance, full-time staff, and 
sufficient resourcing to meet its mission.  

!ƴƻǘƘŜǊ ŜȄŀƳǇƭŜ ƛǎ ǘƘŜ ±!Ωǎ /ŜƴǘŜǊ ƻŦ 9ȄŎŜƭƭŜƴŎŜ ƛƴ {ǳƛŎƛŘŜ tǊŜǾŜƴǘƛƻƴΣ ǿƘƛŎƘ ƛƴŎƭǳdes a central 
office of suicide prevention with a full-time staff that disseminates directives to standardize 
care strategies, event reporting, and community outreach with strategic and consistent national 
messaging. The central office full-time staff includes a director, a deputy director, a clinical 
trainer, a clinical psychologist, and several information management and support personnel. 
The VA uses this structure to quickly disseminate lessons learned throughout the country. The 
VA provides specialized training and has published a manual to ensure standardization of the 
Suicide Prevention Coordinator (SPC) positions. 

One possible staffing model for a DoD-level office resourced to effectively develop and manage 
a strategic suicide prevention effort would include the following full-time personnel: a policy 
director, deputy director, policy specialist, suicide research scientist, suicide training specialist, 
suicide prevention specialist, health communications specialist, and sufficient administrative 
and support staff. Responsibilities would include coordinating the receipt, analysis, and 
reporting of DoD-level suicide surveillance data; using analysis of surveillance data to formulate 
suicide prevention program recommendations through policy changes; implementing standard 
program evaluation processes to produce outcome-oriented suicide prevention; and 
conducting collaborative risk reduction, resiliency analyses and making recommendations. 
Organizationally, this office would be best placed within the Office of the Under Secretary of 
Defense for Personnel and Readiness to parallel the military and 
civilian leadership of suicide prevention in the Services, with 
medical, religious, personnel, and wellness/fitness programs, and 
other offices in support of primary prevention services. 

RECOMMENDATION: 

Build, staff and resource a central OSD Suicide Prevention Office that can effectively 
develop, implement, integrate, and evaluate suicide prevention policies, procedures, and 
surveillance activities. This office should reside within the Office of the Under Secretary of 
Defense for Personnel and Readiness and be granted the coordinating authority that 
enables strategic suicide prevention oversight from OSD, through the Services, and down 
to the unit level.  

1 

ñUsually those that organize for 
success obtain itò 
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Service-Level Suicide Prevention Program Office 

 
DISCUSSION: Over the last few years, the Services have each responded to increasing suicide 
rates by fortifying their suicide prevention program offices. Six years ago, each of the Services 
had one Suicide Prevention Program Manager (SPPM) and that was the sum total staffing. At 
that time, none of the SPPMs were resourced full time for suicide prevention but were required 
to divide their time between suicide prevention and other behavioral health-related prevention 
programs such as combat operational stress control, family advocacy, health promotions, and 
general psychological health issues.  

Recently, all four Services have increased staffing levels within their suicide prevention offices. 
The Army has a full-time civilian SPPM and a full-time civilian senior analyst. The Army plans to 
expand its office within the next few months by adding five full-time civilians to support the 
Army Suicide Prevention Program and the Army Campaign Plan for Health Promotion (W. 
Morales, personal communication, 17 June 2010). In addition, the most significant staff 
increase within Army suicide prevention is related to the Army Suicide Prevention Task Force. 
The Army Task Force support staffing levels vary; peak staffing was 12 military and 8 civilian 
personnel (B. Shahbaz, personal communication, 18 June 2010). The USMC staff expanded from 
one SPPM (a Navy clinical psychologist) to include three full-time civilians, a senior enlisted 
leader, and a Marine Colonel who heads the suicide prevention office. The Air Force has one 
full-time SPPM (an Air Force psychiatrist) with one part-time executive assistant (M. Kindt, 
personal communication, 17 June 2010). Navy suicide prevention is led by the SPPM (a Navy 
clinical psychologist) with responsibility for both suicide prevention and operational stress 
control programs. Navy suicide prevention training and outreach were supported by one full-
time mobilized reservist until the end of July 2010 (B. Chavez, personal communication, 18 June 
2010). 

Briefings from multiple Service representatives and site visits to installations suggested to the 
Task Force that while resourcing has increased over previous years, the resource levels of 
Service suicide prevention program offices remain insufficient to meet the increased 
requirements and demands resulting from the current level of suicide-related activities. The 
Task Force found that the Service-level offices have competing time demandsτeither focusing 
on unit-level needs or on responding to higher headquarters and DoD requests for information, 
but not both. Each Service-level office suffers from a lack of consistent and standard resourcing 
at both the installation and Service level. 

FINDING: The Service suicide prevention program offices are not staffed or resourced 
sufficiently to successfully manage the current level of requirements in response to 
suicidal behavior. 
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RECOMMENDATION: 

Prioritize resources to adequately staff, fund, and organize the headquarters-level suicide 
prevention offices, within each Service, to successfully meet all current requirements. 

 

Installation and Major Command Level Suicide Prevention Programs 

 
DISCUSSION: Some of the Services currently require full-time civilian program coordinators at 
installations and major commands while other Services do not require these positions. The Task 
Force found motivated and dedicated installation-level coordinators engaged in proactive 
suicide prevention activities during site visits. Because of the lack of standardized guidance 
from Service-level program management, however, the effectiveness of suicide prevention 
activities at those installations often depended on the creativity of the individual appointed, 
and these activities were not always consistent with the ServiceΩǎ overall program intent. Some 
coordinators were also marginalized because of a lack of consistent placement of their offices 
in relation to the installation or senior-level commander.  

The DoD Task Force on Mental Health (2007) recommended implementation of Installation 
5ƛǊŜŎǘƻǊǎ ŦƻǊ tǎȅŎƘƻƭƻƎƛŎŀƭ IŜŀƭǘƘ ǘƻ ǎŜǊǾŜ ŀǎ ǘƘŜ ƛƴǎǘŀƭƭŀǘƛƻƴ ŎƻƳƳŀƴŘŜǊΩǎ Ŏƻƴǎǳƭǘŀƴǘ ŦƻǊ 
psychological health with the authority to convene meetings of all resources on the installation 
that support psychological health. During site visits, the current Task Force found that most 
installations still lacked a unifying office to ensure that installation support services operate 
seamlessly to provide prevention services and facilitate access to care. The current Task Force 
validated the need for implementation of that recommendation and further suggests that every 
installation and major command have a full-time civilian suicide prevention program 

FINDING: Installation and major command suicide prevention program coordinators are 
not present on a consistent basis, which has led to diminished effectiveness of local 
suicide prevention programs. 

Age: 23 
Rank/Occupation: Specialist/Infantry 
Service Branch: U.S. Army 

This Soldier joined the Army in 2002 to serve his Nation and defend his country. He deployed to Iraq as 
part of the initial invasion in spring 2003. After deploying to Iraq for a second time in 2005, he became 
increasingly sullen and depressed while deployed. IŜ ǿǊƻǘŜ ǘƻ Ƙƛǎ ƳƻǘƘŜǊ ŦǊƻƳ LǊŀǉΣ ά[ŀǘŜƭȅ L ƘŀǾŜ ōŜŜƴ 
ǘƘƛƴƪƛƴƎ L ŘƻƴΩǘ ŜǾŜƴ ǿŀƴǘ ǘƻ ŎƻƳŜ ōŀŎƪ ŀƭƛǾŜΦ DǊŀƴǘŜŘ L ǿƻǳƭŘ ƴŜǾŜǊ ƪƛƭƭ ƳȅǎŜƭŦΣ ōǳǘ L ƘŀǘŜ ƭƛŦŜΦ LŦ L ŘƛŜŘ 
ƘŜǊŜΣ L ǿƻǳƭŘ ōŜ ȅƻǳƴƎ ŀƴŘ ƛǘ ǿƻǳƭŘ ōŜ ŀƴ ƘƻƴƻǊŀōƭŜ ǿŀȅ ǘƻ ƎƻΦ [ŜǘΩǎ ŦŀŎŜ ƛǘΤ L ƘŀǾŜ ƴƻ Ŧǳǘǳre when I 
ƎŜǘ ōŀŎƪΦέ IŜ ŎƻƳǇƭŜǘŜŘ Ƙƛǎ ǘƻǳǊ ƻŦ Řǳǘȅ ŀƴŘ ǊŜǘǳǊƴŜŘ ǎǘŀǘŜǎƛŘŜΦ IŜ ǿŀǎ ŘƛŀƎƴƻǎŜŘ ǿƛǘƘ tƻǎǘ ¢ǊŀǳƳŀǘƛŎ 
Stress Disorder (PTSD) and attended counseling. In poetry written shortly before his death he wrote, 
άtƘȅǎƛŎŀƭƭȅ L ŀƳ ƘƻƳŜΣ ƳŜƴǘŀƭƭȅ L ǿƛƭƭ ƴŜǾŜǊ ōŜ ƘƻƳŜΦϦ IŜ ǘƘŜƴ ǎǘŀǊǘŜŘ ŘǊƛƴƪƛƴƎΦ ά¢ƛƳŜΩǎ Ŧƛƴŀƭƭȅ ǳǇΣέ ƘŜ 
ǿǊƻǘŜΣ άL ŀƳ ƴƻǘ ŀ ƎƻƻŘ ǇŜǊǎƻƴΣ L ƘŀǾŜ ŘƻƴŜ ōŀŘ ǘƘƛƴƎǎΦ L ƘŀǾŜ ǘŀƪŜƴ ƭƛǾŜǎΣ ƴƻǿ ƛǘΩǎ ǘƛƳŜ ǘƻ ǘŀƪŜ ƳƛƴŜΦέ 
He died by self-inflicted gunshot wound. 
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coordinator to act as the consultant for that commander to ensure that Service-level suicide 
prevention strategy is consistently conveyed and implemented within installations and major 
commands; and facilitates unit-level programs.  

RECOMMENDATION: 

Services should require full-time civilian suicide prevention coordinators at all installations 
identified by major commands.  Major commands must facilitate the consistent 
implementation of Service suicide prevention strategy down to the small unit level and 
installations must ensure appropriate resourcing of this position in order to fully support 
both DoD suicide prevention policy, and Service policy and programs 

Installation-Level Suicide Prevention Coalition 

DISCUSSION: The Services are to be commended on the large number of support services that 
exist under the management of various agencies and organizations on any given installation. In 
addition to the services offered by clinical mental health providers at MTFs or deployment 
health centers, services are also provided by Service Member and family counseling centers, 
religious programs, family advocacy programs, substance abuse prevention and treatment 
programs, personal financial management offices, and numerous others.  

The DoD Task Force on Mental Health ƴƻǘŜŘ άvarious degrees of segregation for these 
programs and no consistent plan for collaboration in promoting the psychological health of 
Service Memberǎ ŀƴŘ ǘƘŜƛǊ ŦŀƳƛƭƛŜǎέ ό5ŜǇŀǊǘƳŜƴǘ ƻŦ 5ŜŦŜƴǎŜ ¢ŀǎƪ CƻǊŎŜ ƻƴ aŜƴǘŀƭ IŜŀƭǘƘΣ 
2007, pg 53). During site visits, the current Task Force also noted this situation continues today 
and that support agencies remain largely independent and confusing in the eyes of the 
individual Service Member as well as family members. 

The current Task Force found examples of wonderful attempts at cross-pollination and 
coordination of services by each of the Services and at installations that the Task Force visited. 
The USMC has Human Factors Councils that take a proactive look at behavioral issues that 
might minimize mission readiness. The Air Force has years of experience with the IDSs and 
higher-level CAIBs, which function to bring together community service providers with line 
leadership to ensure behavioral health related issues are addressed in policy and practice. The 
USN has been bringing together various professionals in community workshops at all its 
installations. The Army sends a Composite Risk Assessment Report to each unit commander on 
each installation on a regular basis, which covers behavioral health risks involving its Soldiers. 
Each installation has a Director of Health Services and a Public Health Emergency Officer. 

These organizations and systems can facilitate the communication of systemic risk by having 
regular meetings of members that include leadership from commands, medical, chaplaincy, 
community services, etc. Visits to installations suggested that consistent utilization and 
optimization of these regulatory bodies was undisciplined and poorly utilized. The Air Force 
appeared to have the best standardized system in place that desegregates these services from 
each other with the local command leadership involved.  
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The Services would benefit from installation-based suicide prevention coalitions that can 
effectively address coordinated care for Service Members and problem high-risk behavior 
issues. They can also inform higher headquarters suicide prevention program offices about 
issues that require Service-level policy revisions. 

RECOMMENDATION: 

Sufficiently resource suicide prevention coalitions that strategically integrate installation 
and major command suicide prevention efforts and informs the Service-level program 
office. This coalition should also function to coordinate support services through 
collaboration on overarching social/behavioral risk problems on the installation. 

Medical Treatment Facility Suicide Prevention 

DISCUSSION: The Task Force found excellent examples of full-time suicide prevention program 
coordinators at some MTFs. However, they were not consistently employed across each Service 
or throughout DoD. Coordinators at an MTF function as both clinical case managers for those 
identified as at risk for suicide and as administrative coordinators of suicide prevention 
ǇǊƻƎǊŀƳ ǊŜǉǳƛǊŜƳŜƴǘǎΦ ¢ƘŜ ±! ŜƳǇƭƻȅǎ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴ ŎƻƻǊŘƛƴŀǘƻǊǎ ŀǘ ŀƭƭ ǾŜǘŜǊŀƴǎΩ 
medical facilities and often has two different individuals, one focused on case management and 
the other on administrative procedures. The need to standardize the completion of the DoDSER 
by trained individuals may also be best accomplished by MTF-based suicide prevention program 
coordinators, who can also function as the medical representative to an installation-based 
coalition that removes the stovepipes in community services. 

RECOMMENDATION: 

Require full-time suicide prevention program coordinators at each MTF (or regionalized 
when covering several non-hospital MTFs) to facilitate the standardized implementation of 
Service suicide prevention strategy on behalf of the MTF commander and ensure the 
adherence to standardized policies and practices. 

Unit-Level Prevention Programs 

 
DISCUSSION: The Services inconsistently require unit-level collateral duty officers to lead 
suicide prevention. When the positions exist, they are often the result of local unit commander 
initiatives and the responsibilities may be vague. In addition, there is a lack of clarity regarding 
what type of individual is best suited to fill the position. The Task Force discovered a variety of 
personnel filling unit-level suicide prevention program officer positionsτfrom personnel 
specialists, to medical officers and enlisted, to chaplain officers and enlisted, to senior enlisted 

FINDING: Implementation of Service suicide prevention programs suffers at the unit level 
because of the lack of consistent requirements for assigned suicide prevention officers. 
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and junior officersτall tasked with the same duties but with variable training, experiences, and 
approaches. This confusion is the result of the paucity of policy guidance from higher levels. The 
Task Force heard that several Services were implementing clearer and more consistent 
guidance but current policy is sparse in this area. 

RECOMMENDATION: 

Direct unit-level suicide prevention program officers to facilitate the implementation of 
Service policies. 

 

 
7.1.2 Equip and empower leaders (provide them tools) to establish a culture that 

fosters prevention as well as early recognition and intervention. 

 

DISCUSSION: Small-unit leadership is critically important as it is here we see the direct effect of 
leadership throughout the supervisory structure via interaction and engagement with unit 
personnel. In a few commands and among some specialty groups interviewed by the Task 
Force, small-unit leadership, deck-plate leadership, and other similar terms were being used to 
refocus attention on the fundamentals of mentoring and caring for Service Members. This 
renewed emphasis was not found consistently across installations. Interviews at many 
installations indicated that supervisors up and down the chain were so focused on mission 
ǊŜǉǳƛǊŜƳŜƴǘǎ ŀƴŘ ŀŎŎƻƳǇƭƛǎƘƛƴƎ άŀŎŎƻǳƴǘŀōƭŜέ ŀƴŘ άǊŜǉǳƛǊŜŘέ ǘŀǎƪǎ that no time was left for 
ŀǘǘŜƴŘƛƴƎ ǘƻ ǘƘŜ άƘǳƳŀƴέ ŜƭŜƳŜƴǘǎ ƻŦ ƭŜŀŘŜǊǎƘƛǇ ŀƴŘ ƳŀƴŀƎŜƳŜƴǘΦ Supervisors reported they 
did not have time to spend one-on-one with subordinates either because they supervised too 
many individuals to make such practical or because of an overwhelming load of administrative 
requirements. Subordinates told us their supervisors were either too busy to talk personally 
with them or that their supervisors did not care about, or appreciate, them. In far too many 

6 

FINDING: Competing priorities have degraded the fundamentals of unit-level leadership, 
resulting in lost opportunities for suicide prevention. 

Age: 23 
Rank/Occupation: Second Lieutenant/Adjuntant General 
Service Branch: U.S. Army 

This Soldier took his own life while stationed in Europe in his first assignment after being commissioned. 
All communications from him prior to his death indicate that the source of stress in his life was this new 
assignment and the transition it involved. According to his family, he had experienced a poor command 
climate with no strong leadership to respect or follow.  He was the product of Army training yet was 
reprimanded for not knowing his job better.  His motƘŜǊ ǎŀƛŘΣάaȅ ǎƻƴ ƧƻƛƴŜŘ ǘƘŜ !ǊƳȅ ŀŦǘŜǊ ƎǊŀŘuating 
from college. He scored at the top of his Officer Candidates School class and was an honor grad in the 
Adjutant General Basic Officer Leadership Course, receiving numerous awards during training.  Despite 
this level of achievement, he expressed to his family that he felt unprepared for, and overwhelmed by, 
Ƙƛǎ ǿƻǊƪΦέ  Iƛǎ ŦŀƳƛƭȅ ǎŀƛŘΣ άIƛǎ ŘŜŀǘƘ ƛǎΣ ǘƻ ǳǎΣ ŀƴ ƛǊǊŜǇŀǊŀōƭŜ ƭƻǎǎΦó 
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cases, interactions between supervisors and subordinates were essentially limited to those that 
were work related and required to get the job done. This situation stems directly from having 
insufficient staffing to meet operational requirements and adding more and more requirements 
to units without removing less important requirements or adding staff.  

During site visits, the Task Force observed that formal mentoring tools were being disseminated 
throughout the ranks with strong command emphasis. Strong mentoring practices should be 
universal across the Services. Mentoring programs have been well evaluated and have a strong 
evidence base for influencing several important risk and protective factors for suicide. A return 
to the fundamentals of small-unit leadership should include incorporation of structured 
mentorship tools that closely follow the principles of evidence-based approaches. New social 
media should support more flexibility in matching mentors with protégés, allowing effective 
relationships over geographic barriers. Many suggested that Service Members should have 
input into selecting their mentor whenever possible, and that long-term relationships 
maintained through electronic communications media would be of substantial value. 

Because so many Service Members are single and 
geographically separated from family and friends that are 
best able to detect signs of suicide risk and to provide the 
sense of social support and belongingness that protect 
one from suicidal behaviors, the role of an involved 
supervisor and chain of command is critical in providing 

these protective functions. During site visits, the Task Force was told over and over again that 
those in supervisory roles are overwhelmed with too many subordinates and are thus unable to 
support them at the levels necessary for personal involvement. There appears to be inadequate 
time for effective interaction between leaders and their subordinates.  The same is true during 
deployment, as well. 

RECOMMENDATIONS: 

Strengthen and reinvigorate the fundamentals of military garrison leadership at the unit 
level with a focus on supervisor-subordinate interactions and mentoring. Ensure that front-
line supervisor training is mandatory, occurs prior to assuming a supervisory role, and 
includes critical skills building in interpersonal relationships.  

Ensure that professional military education, ranging from basic training to Senior Service 
Schools, develops leaders with the interpersonal and leadership skills required to fulfill 
their leadership and mentoring responsibilities, as well as promotes the well-being and 
total fitness of the Service Members under their charge. 

Maintain a sufficiently small front-line supervisor-to-subordinate ratio to ensure the person-
centered leadership functions can occur. 

άtǊƻǾƛŘŜ ŀ ǎǘǊǳŎǘǳǊŜ ǿƘŜǊŜ ǘƘƻǎŜ ǿƘƻ 
are seeking help remain valuable to 
the unit and continue to have a sense 
ƻŦ ǇǳǊǇƻǎŜΦέ 

τcivilian psychologist 
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DISCUSSION: Command climate surveys are currently used across the Services to assess the 
effectiveness of leadership and the morale of a unit. At the present time, each Service has 
different requirements defining when a climate survey is completed. For instance, the USMC 
requires such a survey to be completed for every commander on his or her incoming 
assignment, whereas the Air Force requires use of the survey in response to Equal Employment 
Opportunity (EEO) or Inspector General (IG) complaints. The primary goal of a climate 
ŀǎǎŜǎǎƳŜƴǘ ƛǎ ǘƻ ǇǊƻǾƛŘŜ ǘƘŜ ǳƴƛǘΩǎ leadership with an understanding of areas of concern as well 
as areas in which the unit is excelling. For the tool to be effective, it must use validated scales 
that are sensitive enough to detect meaningful changes over time. At this time, there is no 
ŦƻǊƳŀƭ ŜǾƛŘŜƴŎŜ ǘƻ ǎǳǇǇƻǊǘ ǘƘƛǎ ǘƻƻƭΩǎ ŜŦŦŜŎǘƛǾŜƴŜǎǎ ōǳǘΣ ƛƴ ƎŜƴŜǊŀƭΣ ǘƘŜ ŀǇǇǊƻŀŎƘ ƛǎ ǾƛŜǿŜŘ 
positively. However, its use as a method to investigate possible failures of command has 
sometimes tainted its reputation. 

Unit climate surveys have potential as a suicide prevention strategy from two perspectives: 
First, with evidence that positively viewed leadership decreases stress among combatants 
(OTSG, 2009) the judicious use of command climate surveys could strengthen the credibility of 
leaders in the Armed Forces; second, command climate surveys could be augmented with 
questions or scales regarding behavioral risk and protective factors associated with suicide to 
give commanders important information about their specific ǳƴƛǘΩǎ ǊŜƭŀǘƛǾŜ ǊƛǎƪΦ ¢ƘŜ ǉǳŜǎǘƛƻƴǎ 
could address the frequency of binge or problem drinking, interpersonal violence, gambling, 
financial stress, anger outbursts, relationship difficulties, and other important risk factors for 
suicidal behaviors. Commanders could use the results of these surveys to tailor prevention 
efforts among their unit members before full-blown negative outcomesτe.g., police reports of 
family violence, alcohol-related incidents, and criminal activity, or financial crisesτbecome 
evident. These prevention efforts could also include measures to enhance life skills and 
interpersonal relationships, and education geared towards prevent of alcohol and drug abuse, 
sexual assault, and harassment, gambling, and other risky behaviors.  

RECOMMENDATIONS: 

Add validated behavioral risk questions to unit climate surveys to help commanders detect 
relative elevations in behavioral risk across their military units and respond with 
appropriate preventive measures. Mandate the use of unit climate and risk surveys 
annually and upon accepting and relinquishing command. 

Develop monthly risk reports from a multitude of sources and services to create a 
snapshot of the unit and the ability to compare a commanderôs unit with like units across 
the Service and at the installation, while also allowing for the identification of positive and 
negative trends with reference to risk behaviors by members in that unit. 

 
 

FINDING: Commanders either lack the necessary tools or do not effectively use existing 
tools to detect, measure, and track unit-level suicide risk factors and inform local 
prevention activities. 
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DISCUSSION: Site visits revealed widespread reports in some military branches and specialties 
of discriminatory treatment of Service Members who had made appointments to see mental 
health professionals or chaplains for assistance with personal, psychological, emotional, or 
spiritual concerns. These Service Members reported being singled out and publicly humiliated, 
often in front of their entire units. The Task Force heard that many had become so desperate 
for help that they were willing to endure certain humiliation in order to receive it. This type of 
senseless discriminatory behavior is one of the worst manifestations of stigma. Although the 
Army has recently disseminated policy (AR 600-63, Army 
Health Promotion) prohibiting such behaviors, the Task 
Force did not find any instances of Soldiers in the field 
being aware of the policy. In addition, the few 
headquarters-based Service Members who were aware of 
this policy pointed out that sanctions against the behaviors did not carry the same level of 
punishment as for those who committed sexual harassment or other offenses of similar 
magnitude, and were, therefore, largely ineffective.  

RECOMMENDATION: 

Disseminate and enforce ñzero toleranceò policies that prohibit prejudice, discrimination, 
and public humiliation towards individuals who are responsibly addressing emotional, 
psychological, relational, spiritual, and behavioral issues; as well as towards those seeking 
help to increase their psychological fitness and operational readiness. Support these 
policies by holding leaders and supervisors accountable and by sustained communications 
campaigns. 

 
 
7.1.3 Develop strategic communications that promote life, normalize òhelp-seeking 

behaviors,ó and support DoD suicide prevention strategies. 

 

DISCUSSION: Health communications science strongly suggests that each strategy employed in 
a public health effort must be supported by a well-developed communications campaign using 
principles supported by health communication research (U.S. Department of Health and Human 
Services, National Institute of Health, and National Cancer Institute, 2005). Messages that 
leaders transmit, ranging from Service Chiefs to the unit commanders, should be aligned closely 

FINDING: Some leadership environments result in discriminatory and humiliating 
treatment of Service Members who responsibly seek professional services for 
emotional, psychological, moral, ethical, or spiritual matters. 

FINDING: Messages from senior leaders regarding suicide, suicide prevention, 
resilience, health, and readiness frequently do not sufficiently supportðand sometimes 
significantly detract fromðsuicide prevention efforts. The news media commonly report 
on suicide in ways that contribute to suicide risk. 

άWe should never underestimate the 
impact of positive leadership on 
ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴΦέ 

τsenior military leader 
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with and enhance communications campaign goals. Overall, the Task Force found that the 
ServiceǎΩ ŎƻƳƳǳƴƛŎŀǘƛƻƴǎ ŀōƻǳǘ ǎǳƛŎƛŘŜΣ ƛƴŎƭǳŘƛƴƎ ǘƘŜ ƳŜǎǎŀƎŜǎ ǘƘŀǘ ǎŜƴƛƻǊ ƭŜŀŘŜǊǎ ǘǊŀƴǎƳƛǘ 
when they talk publicly about suicide and suicide prevention, are often not well aligned with, 
nor supportive of, the strategies and interventions being disseminated by the Services 
themselves. At times, they violate evidence-based best practices in suicide prevention 
communication (SPRC, 2010).  

The Task Force observed that senior Service leaders and their public affairs offices often 
transmit public messages about the incidence of suicides, suicide rates, factors involved in 
suicide events, research initiatives, and suicide prevention that do not seem to be part of a 
coordinated communications campaign. Specifically, they frequently use talking points that may 
lead their audiences to believe that suicides are far more common among Service Members 
than theȅ ǊŜŀƭƭȅ ŀǊŜ ŀƴŘ ǘƘŀǘ ŀƴ άŜǇƛŘŜƳƛŎέ ƻŦ ǎǳƛŎƛŘŜ ŜȄƛǎǘǎΣ ŜǎǇŜŎƛŀƭƭȅ ƛƴ ŎƻƳōŀǘ ǾŜǘŜǊŀƴǎΦ 
These communications also unknowingly transmit the message that the Services know neither 
why suicides are occurring nor what to do about the problem. Statements without sufficient 
context may lead a distressed or vulnerable Service Member ǘƻ ŎƻƴŎƭǳŘŜ ǘƘŀǘ ǘƘŜ άƴƻǊƳŀƭέ 
response to symptoms of deployment-ǊŜƭŀǘŜŘ ŘƛǎǘǊŜǎǎ ƛǎ ǘƻ ǘŀƪŜ ƻƴŜΩǎ ƻǿƴ ƭƛŦŜΦ wŜǎŜŀǊŎƘ 
(Cialdini, 2001) has shown that people are highly motivated to behave in conformity with most 
of their peers. Therefore, messages that leaders transmit should make it clear that the vast 
majorityτnearly 100 percentτof Service Members who feel distressed after a deployment find 
more effective ways to cope than by ending their lives. These messages should tout the huge 
numbers of Service Members (in the tens of thousands) who are responsibly seeking care and 
treatment for symptoms of PTSD (e.g., nightmares, sleep disturbances, irritability, anger, 
depression, hyper-vigilance, and anxiety), alcohol abuse, prescription drug abuse, relationship 
problems, guilt, and other existential problems, and that those who end their lives are a tiny 
minority. It should be made clear to the audience that normal reactions to deployment stress 
do not include suicidal behaviors; rather, suicidal behaviors are never normal. Furthermore, 
messages crafted for senior leaders should follow other principles of health communications 
(i.e., target specific messages to specific sub-populations with clear behaviorally-oriented 
ƳŜǎǎŀƎŜǎύΦ CƻǊ ƛƴǎǘŀƴŎŜΣ ǊŀǘƘŜǊ ǘƘŀƴ ŀ ǎǘŀǘŜƳŜƴǘ ǘƘŀǘ άǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴ ƛǎ ŀ ƭŜŀŘŜǊǎƘƛǇ ƛǎǎǳŜΣέ 
statements should tell leaders at specific levels exactly 
what behaviors are expected from them (e.g., being 
supportive and respectful of Service Members who seek 
help responsibly to manage psychological, emotional, and 
spiritual issues) and what behaviors will not be tolerated 
(e.g., discrimination and humiliation of responsible help 
seekers).  

Although Public Affairs Officers (PAO) cannot control the 
way that the media will handle the messages and talking points they craft, Task Force experts 
have found that when individual reporters are informed of strong evidence that some 
approaches to reporting on suicide are linked to increases in suicides, the reporters are likely to 
craft stories that follow the recommendations cited above. It is critically important for military 
PAOs to have access to, and an understanding of, these reporting guidelines. It also is important 

άThe day soldiers stop bringing you 
their problems is the day you have 
stopped leading them. They have 
either lost confidence that you can 
help them or concluded that you do 
not care. Either case is a failure of 
ƭŜŀŘŜǊǎƘƛǇΦέ 

τColin Powell 
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that whenever military PAOs interact with reporters on the subject of suicide, they discuss 
these recommendations and the importance of considering them carefully in writing their 
stories.  

The Task Force observed that when leaders personalize suicide prevention messages (i.e., speak 
about their own experiences with depression, PTSD symptoms, relationship problems, or other 
personal crises, and how they were able to access assistance from peers, supervisors, friends, 
or professionals to respond), the power of those messages increases immeasurably. The Task 
Force encourages those types of personalized messages, with the caveat that they do not 
violate evidence-informed principles of safe and effective suicide prevention messages as 
outlined in Safe and Effective Messaging for Suicide Prevention (SPRC, 2010). At various levels 
of command, leaders are concerned that talking about suicide too much may have  detrimental 
effects, and in the worst case scenario, contribute to suicidal behavior. This may indeed be the 
case. Reports of supervisors giving perfunctory warnings against killing oneself during a 3-day 
weekend or while on leave, and messages delivered without a sense of concern for the well 
being of the unit members, were common on site visits. Focusing too much on suicide seems to 
be having a negative effect, resulting in a range of responses from hyper-vigilance for others 
who may be suicidal (so no one wants to divulge having any problems, lest they be accused of 
being suicidal) to indifference and joking about what should be considered a very serious 
subject. Instead, leaders should focus their comments on health, wellness, mental fitness, 
resiliency, performance enhancement, and peer-to-peer support and thereby contribute to a 
change in cultural values and norms that will indirectly promote suicide prevention. If 
communications about suicide and suicide prevention cannot be made reliably with 
appropriate sincerity and concern, no communication should occur at all. 

RECOMMENDATIONS: 

Develop and implement sustainable training programs for PAOs serving Service leaders, 
senior leaders, and installation commanders in crafting health-promoting messages that 
support the goals and objectives of the Servicesô suicide prevention and health promotion 
programs; avoid counterproductive or dangerous messages whenever making statements 
or discussing suicide-related information or statistics.  

Instruct PAOs to disseminate nationally recognized recommendations for reporting on 
suicide as they interact with news media on the subject of suicide. 

Develop and disseminate communication guidelines to commanders for use in the wake of 
a local suicide event. 
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7.1.4 Reduce stigma and overcome military cultural and leadership barriers to 
seeking help 

 
DISCUSSION: Access to the highest quality behavioral healthcare is as fundamental to a fit force 
as are physical training and medical care. Furthermore, assessment and treatment for 
behavioral health concerns at the first signs of a problem may prevent that problem from 
escalating to a crisis, and in the worst case, leading to a suicide. Service Members commonly 
loathe the thought of entering a behavioral health clinic for care largely because of the stigma 
and discrimination they experience or expect to experience as a consequence. They told the 
¢ŀǎƪ CƻǊŎŜ ǘƘŀǘ ǘƘŜȅ ǿƻǳƭŘ ŀǾƻƛŘ ōŜƘŀǾƛƻǊŀƭ ƘŜŀƭǘƘŎŀǊŜ ǘƻ ŜǎŎŀǇŜ ōŜƛƴƎ ƭŀōŜƭŜŘ ŀǎ άǘƘŀǘ Ǝǳȅέτ
a person who cannot be relied on in a pinchτor worse, one who uses the cloak of illness to 
malinger and avoid duty or deployment. Service Members repeatedly described seeking 
behavioral healthcare as a last resortτaction they chose only when they deemed the 
consequences of not seeking care (e.g., their spouse leaving with the children or the fear of 
άƎƻƛƴƎ ŎǊŀȊȅέύ ǘƻ ōŜ ǿƻǊǎŜ ǘƘŀƴ ǘƘŜ ŎƻƴǎŜǉǳŜƴŎŜǎ ǘƘŜȅ ŜȄǇŜcted at work. Rather than entering 
a behavioral healthcare clinic, many expressed their preference for the chaplaincy because of 
the added confidentiality and/or the more acceptable primary care setting.  

Research about stigma indicates that it manifests itself in many ways and through various 
constructs. The roots of stigma are anchored in stereotypesτgeneralizations that are perceived 
to be accepted by the population at largeτǎǳŎƘ ŀǎΣ άǇŜƻǇƭŜ ǿƛǘƘ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǇǊƻōƭŜƳǎ ŀǊŜ 
ŎǊŀȊȅέ ŀƴŘ άService Members who seek behavioral ƘŜŀƭǘƘŎŀǊŜ ŀǊŜ ǿŜŀƪΦέ These stereotypes do 
their damage when individuals begin to agree with the stereotypes and develop prejudicial 
views toward a Service Member based on his or her current circumstance (e.g., seeking help for 
an emotional, relationship, psychological, or spiritual problem). In the military, as referenced 
ŀōƻǾŜΣ ǘƘŜǎŜ ǇǊŜƧǳŘƛŎƛŀƭ ǘƘƻǳƎƘǘǎ ƳƛƎƘǘ ƛƴŎƭǳŘŜΣ άƘŜ ƛǎ ƴƻǘ ŎŀǊǊȅƛƴƎ ƻǊ Ŏŀƴƴƻǘ ŎŀǊǊȅ Ƙƛǎ weight in 

Age: 19 
Rank/Occupation: Airman First Class/Combat Communications 
Service Branch: U.S. Air Force 

¢Ƙƛǎ !ƛǊƳŀƴ ŜƴƭƛǎǘŜŘ ƛƴ ǘƘŜ !ƛǊ CƻǊŎŜ ŀ ƳƻƴǘƘ ŀŦǘŜǊ ƘŜ ƎǊŀŘǳŀǘŜŘ ƘƛƎƘ ǎŎƘƻƻƭ ǿƘŜǊŜ ƘŜ ǿŀǎ ǾƻǘŜŘ άaƻǎǘ 
[ƛƪŜƭȅ ǘƻ {ǳŎŎŜŜŘΦέ !ŦǘŜǊ ōŀǎƛŎ ǘǊŀƛƴƛƴƎΣ ƘŜ ǾƻƭǳƴǘŜŜǊŜŘ ŦƻǊ Ƙƛǎ ŦƛǊǎǘ ŘŜǇƭƻȅƳŜƴǘΦ 5ǳǊƛƴƎ ǘƘŜ ŘŜǇƭƻȅƳŜƴǘ 
he relayed to his family that he believed wholeheartedly in the good that 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, AfghanistanΧ ŀŎŎƻǊŘƛƴƎ ǘƻ Ƙƛǎ ŦŀƳƛƭȅΣ άǎƻ ƘŜ ǿƻǳƭŘ never be responsible 
ŦƻǊ ǘƘŜ ƭƻǎǎ ƻŦ ŀƴƻǘƘŜǊ ƭƛŦŜΦέ 

FINDING: Those who seek or need behavioral healthcare are commonly stigmatized 
and discriminated against, reinforcing the pervasive belief in the military that receiving 
behavioral healthcare is career ending and that those who seek it are constitutionally 
weak. These prevalent behaviors in the military culture seriously undermine suicide 
prevention efforts. Some policies that have been disseminated to reduce stigma have 
not achieved their objectives. 
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ǘƘŜ ǳƴƛǘέ ƻǊ άL Ŏŀƴƴƻǘ ǘǊǳǎǘ ƘƛƳ ǘƻ ƘŀǾŜ Ƴȅ ōŀŎƪ ƛƴ ōŀǘǘƭŜΦέ {ǘƛƎƳŀ ŜǊƻdes unit cohesion, it 
erodes trust, it erodes fitness, and erodes readiness. 

The Task Force recognizes that the military system is filled with discriminatory regulationsτand 
for good reason. Certain physical or mental conditions have been determined to be 
incompatible with military service. Fortunately, a vast majority of emotional, psychological, 
spiritual, or relational problems that Service Members experience would not disqualify them 
from service, regardless of whether those problems are related to operational stressors. This is 
especially true if they seek assistance early in the developmental trajectory of a problem. 
Nonetheless, and contradictory to the experience of behavioral healthcare providers, most of 
the Service Members with whom the Task Force spoke during site visits believed that seeking 
behavioral healthcare is career ending. Although command-directed mental health evaluations 
do frequently lead to the end of a military career, the overwhelming majority of mental health 
providers interviewed reported that self-sought behavioral healthcare nearly always enhanced 
Service MemberǎΩ ƛƴǘŜǊǇŜǊǎƻƴŀƭ ǊŜƭŀǘƛƻƴǎƘƛǇǎ, improved their job performance, and their career 
potential. On oƴƭȅ ŀ ǎƳŀƭƭ ƳƛƴƻǊƛǘȅ ƻŦ άǎŜƭŦ-ǊŜŦŜǊǊŀƭǎέ were the results detrimental to a Service 
MemberΩǎ ŎŀǊŜŜǊΦ 

Stigma in any of its three manifestations (stereotypes, 
ǇǊŜƧǳŘƛŎŜΣ ŀƴŘ ŘƛǎŎǊƛƳƛƴŀǘƛƻƴύ ƛƴǘŜǊŦŜǊŜǎ ǿƛǘƘ άƘŜƭǇ-seeking 
ōŜƘŀǾƛƻǊέ ŀƴŘ Ŏŀƴ lead to a lethal outcome. Although stigma 
related to mental health and help-seeking for emotional, relational, and spiritual problems is a 
national and international problem, the significance of stigma in the military is substantially 
worsened by prevalent cultural beliefs and values that are distinctive to the military.  

To date, the ServiceǎΩ ŀǘǘempts at reducing stigma associated with mental health have not been 
fruitful because of the pervasive beliefτreinforced with personal experienceτthat having a 
mental, psychological, emotional, or relational problem leads to marginalization by peers, 
career setbacks, and alienation by leaders.  

The Task Force noted one important DoD policy that has the potential of decreasing the 
negative perceptions of seeking mental health treatmentτthe exclusions in Question 21 on SF 
86 (Questionnaire for National Security Positions). The Task Force agreed that these exclusions 
are critical to opening doors for responsible help-seeking, given the prevalence of occupational 
exposure to psychological, spiritual, moral, and ethical injuries from combat. Unfortunately, the 
Task Force found that very few Service Members were aware of the exclusions and those few 
who were did not have confidence that the policy would protect them in practice. It became 
clear to the Task Force that until most Service Members with security clearances are aware of 
the policy and have confidence that it will be enforced (i.e., they see examples of fellow Service 
Members protected by its provisions), it will have minimal effect in promoting access to 
behavioral healthcare services and the overall mental and psychological fitness of the force. 

Strategic communication campaigns can be useful in changing cultural norms and values. 
Messages can be tailored to address specific cultural facets of the military population with the 
goal of eliminating false perceptions of the effects mental health treatment usually has on a 

ά{ǘƛƎƳŀ ƪƛƭƭǎΦέ 
τsurviving spouse 
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Service MemberΩǎ ŎŀǊŜŜǊ ŀƴŘ ǊŜǇƭŀŎŜ ƛǘ ǿƛǘƘ ŀ ƳƻǊŜ ǇƻǎƛǘƛǾŜ ǾƛŜǿ όƛΦŜΦΣ ǘƘƻǎŜ Service Members 
who have voluntarily sought help not only did not experience negative effects but also found 
their careers and relationships benefited). SAMHSA has developed a Stigma Reduction Initiative 
kit (http://download.ncadi.samhsa.gov/ken/pdf/SMA06-4176/Developing_a_Stigma_Reduction.pdf) 
that can provide guidance on developing such a campaign. Wright and colleagues (2009) 
examined organizational constructs, such as positive leadership and unit cohesion, and found 
they also have a role in reducing the perceptions of stigma as it relates to getting treatment. 

The stigma associated with seeking help of any kind, including spiritual counseling, must be 
reduced in order for Service Members to maintain the high levels of personal health and 
readiness the military expects. The need for a stigma reduction campaign will have ended when 
ƭŜŀŘŜǊǎ ŀǘ ŀƭƭ ƭŜǾŜƭǎ ƘŀǾŜ άȊŜǊƻ ǘƻƭŜǊŀƴŎŜέ ŦƻǊ ŀƴȅ ōŜƘŀǾƛƻǊ ƻǊ ŀŎǘƛǾƛǘȅ ǘƘŀǘ ǳƴŘŜǊƳƛƴŜǎ ǘƘŜ 
psychological, emotional, or spiritual fitness of Service Members. 

RECOMMENDATIONS: 

Develop an aggressive Stigma Reduction Campaign Plan, communications effort, and 
implement policies to root out stigma and discrimination. Follow scientifically based health 
communications principles in these campaigns. 

Promote values that encourage seeking the assistance of chaplains, healthcare, and 
behavioral healthcare professionals to enhance spiritual, physical, and psychological 
fitness.  

Develop and implement campaigns to inculcate values and norms aligned with promoting 
the well-being, connectedness, and psychological and spiritual fitness of Service 
Members. Use well-planned, multi-year communications campaigns at the DoD and 
Service levels, employing the best of health communications science as part of that effort. 

Target a specific component of the communications campaign to ensure that Service 
Members who hold security clearances and the mental health providers who see them are 
aware of policies that exclude reporting certain instances of mental healthcare on the  
SF-86. 

 

 
DISCUSSION: With many of the norms and values prevalent in military culture also comes a set 
of unrealistic, even unachievable, expectations for those wearing the uniform. For instance, 
physical, mental, psychological, and spiritual fitness and strength are highly valued. It follows 
that Service Members who develop and maintain a high level of overall fitness are themselves 
highly valued by their peers, their leaders, and the military community overall. The expectation 

FINDING: Some military cultural norms establish unachievable performance 
expectations for Service Members and stifle responsible help-seeking; the effect is a 
less fit force more vulnerable to suicide. 
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is that a fully fit Service Memberτsometimes referred ǘƻ ŀǎ ŀ άŦǳƭƭ-uǇ ǊƻǳƴŘέτwill never need 
ƘŜƭǇ ŘŜŀƭƛƴƎ ǿƛǘƘ ǇǊƻōƭŜƳǎ ƛƴ ŀƴȅ ƻŦ ǘƘŜ άǎƻŦǘέ ŘƛƳŜƴǎƛƻƴǎΥ ŜƳƻǘƛƻƴŀƭΣ ǇǎȅŎƘƻƭƻƎƛŎŀƭΣ ƳƻǊŀƭΣ 
ethical, mental, spiritual, or relational. The military culture has a very low tolerance for any 
ǇŜǊŎŜƛǾŜŘ ǿŜŀƪƴŜǎǎ όǎƻƳŜ Ŏŀƭƭ ƛǘ ŀ άȊŜǊƻ ŘŜŦƛŎƛǘέ ƳŜƴǘŀƭƛǘȅύΦ /ƻƴǎŜǉǳŜƴǘƭȅΣ ŀƴȅ ǿŜŀƪƴŜǎǎΣ ŜǾŜƴ 
temporary, may result in the Service Member being viewed as less than adequate and 
marginalized from the remainder of the unit (OTSG, 2009). Psychological or emotional 
άweaknessesέ are most apt to result in this marginalization (Hoge, Castro, Messer, McGurk, 
Cotting, & Koffman, 2004).  

In some military specialties, the expectation of perfection is established very early in training. 
By the end of the first phase of specialty training, it is perfectly clear that members of these 
more elite career fields are expected to be sufficiently strong in mind, body, and spirit so as to 
complete their military careers (frequently decades of life) without any personal setbacks other 
than occasional physical ailments. Certainly, none would experience a single situation that 
would require outside professional help or require a temporary break from their high-demand 
ƳƛƭƛǘŀǊȅ ǿƻǊƪ ŜƴǾƛǊƻƴƳŜƴǘ ǊŜǎǳƭǘƛƴƎ ŦǊƻƳ ŀ ƴŜŜŘ ƛƴ ǘƘŜƛǊ άǎƻŦǘŜǊέ ǎƛŘŜΦ ¢Ƙƛǎ ǘǊŀƛƴƛƴƎ ŀƴŘ 
acculturation process produces a cadre of people with unrealistic life expectations who are very 
highly resistant to seeking help of any kindτespecially behavioral healthcareτand that 
resistance is even more pronounced for men (Felker, Hawkins, Dobie, Gutierrez, & McFall). 

The  άȊŜǊƻ ŘŜŦƛŎƛǘέ ƳŜƴǘŀƭƛǘȅ (ȊŜǊƻ ǘƻƭŜǊŀƴŎŜ ŦƻǊ άǿŜŀƪƴŜǎǎέ) permits Service Members to 
openly discriminate against fellow Service Members, a practice that undermines a fundamental 
military tenet-- watching out for ƻƴŜΩǎ buddies. A much better cultural norm, especially for 
high-performing military units, would be one that promotes optimizing fitness and thereby 
optimizing performance assistance of all kinds, including spiritual and psychological services, 
ǘƘǊƻǳƎƘƻǳǘ ƻƴŜΩǎ ƭƛŦŜ ŎƻǳǊǎŜΦ tǊƻŦŜǎǎƛƻƴŀƭ ŀǘƘƭŜǘes commonly 
use the services of psychologists to improve their mental, 
psychological, and emotional functions, which in turn, 
contributes to improved performance in competition. Similarly, 
Service Members should be encouraged to seek and accept 
mental healǘƘ ǇǊƻŦŜǎǎƛƻƴŀƭǎ ŀƴŘ ŎƭŜǊƎȅ ƛƴ ǘƘƛǎ άŎƻŀŎƘƛƴƎέ ǊƻƭŜΦ ¢Ƙƛǎ ŜŦŦƻǊǘ ǿƻǳƭŘ ōŜ ƳƻǊŜ ƭƛƪŜƭȅ 
to happen if such services were framed as an approach to enhancing performance rather than 
to remedying a deficit. Furthermore, access to and early use of these professional services 
could be expected to prevent the kinds of crises that render one unqualified to fulfill military 
duties, whether temporarily or permanently.  

Taking steps that will eradicate non-productive norms and values, and overcome essential 
norms that may be counterproductive in suicide prevention, must be a central element of the 
ServiceΩǎ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴ ǎǘǊŀǘŜƎƛŜǎΦ 9ŦŦƻǊǘǎ must specifically address military occupations 
requiring special duty qualifications such as,  intelligence, communications, aviation, special 
operations, security forces, nuclear surety and others requiring requiring high-level clearances 
or personnal reliability. Efforts to change these cultural norms must be backed up with policies 
and staffing to allow members to take temporary relief from duty without negative 
repercussions on others who must pick up the slack. This standard is currently established in 

άLƴǎƛŘŜ ƻŦ ŀ ǊƛƴƎ ƻǊ ƻǳǘΣ ŀƛƴΩǘ 
nothing wrong with going down. 
LǘΩǎ ǎǘŀȅƛƴƎ Řƻǿƴ ǘƘŀǘΩǎ ǿǊƻƴƎΦέ 

τMuhammed Ali 
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!ǊƳȅ wŀƴƎŜǊ ǳƴƛǘǎΣ ǿƘƛŎƘ ŀǊŜ ƳŀƴƴŜŘ ŀǘ ммл ǇŜǊŎŜƴǘ ƻŦ ǊŜǉǳƛǊŜƳŜƴǘǎΦ ¢Ƙƛǎ άƻǾŜǊƳŀƴƴƛƴƎέ 
reduces the pressure on individuals who need time to address personal problems, knowing 
their unit will remain mission capable without an undue burden on others, even if they are 
sidelined temporarily.  

RECOMMENDATIONS: 

Adjust manning levels, especially in elite units and certain military occupational specialties, 
to support developing and maintaining comprehensive fitness by all members. 

Infuse curricula for all levels of military specialty training with expectations that even the 
most effective Service Members will occasionally experience difficulties that require 
temporary interruptions in their qualifications for full duty. Teach that the responsibility of 
others in the unit is to support them during those times.  

 

 

 
DISCUSSIONΥ ¢ƘŜ ǘŜǊƳ άƳŀƭƛƴƎŜǊƛƴƎέ Ƙŀǎ ŀ ƭƻƴƎ-standing history in psychological and military 
literature. DŜǊǎƻƴ ŀƴŘ CƻȄ όнллсύ ŘŜŦƛƴŜŘ ƳŀƭƛƴƎŜǊƛƴƎ ŀǎ ǘƘŜ άintentional production of false or 
grossly exaggerated physical or psychological symptoms, motivated by external incentives such 
as avoiding military duty, avoiding work, evading criminal prosecution, or obtaining drugs.έΦ 

Language used in any culture has direct implications on social issues such as prejudice, 
discrimination, and stigma. Although use ƻŦ άƳŀƭƛƴƎŜǊƛƴƎέ Ƴŀȅ ōŜ ǿŀǊǊŀƴǘŜŘ ƛƴ ŎŜǊǘŀƛƴ military 
situations, the Task Force views usage of the term in the context of describing suicide-related 
behaviors problematic and counterproductive to the broad mission of DoD suicide prevention. 
Furthermore, to date, there is no empirical evidence to definitively indicate how to best 

FINDING: Frequent use of the term ñmalingeringò within the DoD system to describe 
suicide-related behaviors that are judged to be related to oneôs desire to avoid service 
may adversely contribute to military cultural barriers to care and the overall stigma 
associated with suicide-related behaviors. 

20 
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Age: 40 
Rank/Occupation: First Sergeant/Infantry 
Service Branch: U.S. Army 

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 M4 and died. At first, his fellow Soldiers scrambled to find the sniper whom 
they believed must have fired the ǎƘƻǘΦ ²ƘŜƴ ǘƘŜȅ ǊŜŀƭƛȊŜŘ ǘƘŜ ǘǊǳǘƘΣ ǘƘŜȅ ǿŜǊŜ ōŜǿƛƭŘŜǊŜŘΦ ά¢ƘŀǘΩǎ ƴƻǘ 
CƛǊǎǘ {ŜǊƎŜŀƴǘΣέ Ƙƛǎ ŘǊƛǾŜǊΣ ǿƘƻ ǿƛǘƴŜǎǎŜŘ Ƙƛǎ ŘŜŀǘƘΣ ƭŀǘŜǊ ǘƻƭŘ ƛƴǾŜǎǘƛƎŀǘƻǊǎΤ άbŜǾŜǊΗέ Iƛǎ ŦŀƳƛƭȅ ŀƭǎƻ 
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 
{ŜǊƎŜŀƴǘΩǎ leadership demands, his physical injuries, and his hidden psychological wounds all collided 
with the unrealistic stoicism of a very dedicated Soldier. He left behind his wife and two sons. 
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differentiate between those who have suicide intention and those who may report suicide 
ƛƴǘŜƴǘƛƻƴ ŦƻǊ ŜȄǘŜǊƴŀƭ ƛƴŎŜƴǘƛǾŜǎΦ ¢ƻ ƧǳŘƎŜ ŀ ǇŜǊǎƻƴΩǎ ǊŜǇƻǊǘǎ ƻŦ ǎǳƛŎƛŘŜ ƛƴǘŜƴǘ ŀǎ ŀ ŦƻǊƳ ƻŦ 
malingering is professionally insensitive, at times misinformed, and not based on any reliable 
ǎŎƛŜƴǘƛŦƛŎ ŜǾƛŘŜƴŎŜΦ IȅǇƻǘƘŜǘƛŎŀƭƭȅΣ ŜǾŜƴ ƛŦ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ǊŜǇƻǊǘ ƻŦ ǎǳƛŎƛŘŜ ƛƴǘŜƴǘ ƛǎ ŀ ŦƻǊƳ ƻŦ 
malingering, the behavior may reflect ineffective coping skills and/or personality issues that 
need to be addressed appropriately in the context of behavioral healthcare.  

The primary concern in continuing the military practice of using this term to describe the 
behavior of certain Service Members is related to the further promotion of stigma associated 
with suicide and seeking of care by distressed individuals. Until the military scientific 
community has clearly established assessment procedures for reliably identifying malingering in 
ǘƘŜ ŎŀǎŜ ƻŦ ǎǳƛŎƛŘŜ ƛƴǘŜƴǘΣ ǘƘŜ ¢ŀǎƪ CƻǊŎŜΩǎ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴ ƛǎ ǘƻ ŘƛǎŎƻǳǊŀƎŜ ŀƭƭ ǇǊƻǾƛŘŜǊǎ ŀƴŘ 
military leadership from the using of this term in discourse about military suicide-related 
behaviors. 

RECOMMENDATION: 

Discourage and refrain from use of the term ñmalingeringò in association with suicide-
related behaviors. Ensure DoD and Service suicide prevention policies and guidelines 
eliminate using the word ñmalingeringò. 

 
 
7.1.5 Standardize Suicide Prevention Policies and Procedures 
 

DISCUSSION: Even though the incidence of suicide during basic training is extremely rare, the 
prevalence of suicide-related behaviors appears to have increased in recent years based on the 
Task Force discussions with basic training instructors. The Task Force cannot directly comment 
on the prevalence of suicide attempts during basic training because such data have historically 
not been routinely collected and tracked for all Services. However, anecdotal reports indicate 
that some recruits may view suicide-related behaviors as a mechanism of escape, coping, 
and/or relief from the daily pressures of basic training. During installation site visits, the Task 
CƻǊŎŜ ƭŜŀǊƴŜŘ ǘƘŀǘ ǎƻƳŜ ŎƻƳƳŀƴŘŜǊǎ ƘŀǾŜ ǎŜŜƴ ǘƘŜƛǊ ǊŜŎǊǳƛǘǎκǘǊŀƛƴŜŜǎ άǇƭŀȅ ǘƘŜ {-ŎŀǊŘέ όƛΦŜΦΣ 
playing the suicide card) more frequently as a means of getting out of their military 
commitment. Several also mentioned that suicide appears now, more than ever before, as an 
ƻǇǘƛƻƴ ƛƴ ǎƻƳŜ ǊŜŎǊǳƛǘǎΩ άŘǊƻǇ-Řƻǿƴ ƳŜƴǳΦέ 

Given the common occurrence of either verbalization of suicide intent and/or suicide-related 
behaviors during basic training, the Task Force believes that attention to this issue in the 
ŎƻƴǘŜȄǘ ƻŦ 5ƻ5Ωǎ ōǊƻŀŘŜǊ ŀǇǇǊƻŀŎƘ ǘƻ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴ ƛǎ ƳǳŎƘ ƴŜŜŘŜŘΦ ¢ƘŜ ǇǊƻōƭŜƳ ƻŦ 
suicide and suicide-related behaviors is complex. If suicide-related behaviors occurring in the 

FINDING: Current DoD guidance on how to best manage and respond to suicidal 
behaviors during recruit training is insufficient relative to the need. 
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context of basic training are either not addressed or inadequately addressed, this may result in 
a professional trajectory for the Service MemberΩǎ ǳǎe of similar coping behaviors (i.e., reliance 
on suicide-related behaviors as a method of dealing with perceived military stressors).  

Furthermore, the verbalization and/or threat of suicide-related behaviors places a significant 
pressure and burden on military recruit instructors who are not trained behavioral healthcare 
providers and therefore cannot make informed decisions about the absence or presence of 
suicide risk and the severity of risk. Although some instructors may decide to refer the recruit 
for a suicide risk assessment, others may decide to monitor the recruit for a period of time 
before formally making the referral to behavioral health.  

The Services should address the problem of suicide-related behaviors in recruits by developing 
clear guidance for commanders and military recruit instructors. This guidance should specify 
how to best respond, track, and follow up with recruits who demonstrate suicide-related 
behaviors during basic training. Formal guidance will not only help maximize the care provided 
to recruits during basic training, but also assist leadership and military instructors in the 
important job they perform in training our future military force. Individuals tasked with the 
creation of this guidance can monitor responses and manage strategies to prevent potential 
unintended reinforcement of suicide-related behaviors in our young recruits. 

RECOMMENDATION: 

Implement DoD and Service guidance for commanders and military recruit instructors that 
addresses the management of suicide-related behaviors during basic training. 

 

 

 

DISCUSSION: Legal problems are an associated risk factor in many Service Member suicides as 
indicated in Diagram 7-1. In many instances, these deaths occur in the context of commanders, 
ƛƴǾŜǎǘƛƎŀǘƻǊǎΣ ƻǊ ŘŜŦŜƴǎŜ ŎƻǳƴǎŜƭǎ ōŜƛƴƎ ŀǿŀǊŜ ƻŦ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ Ǌƛǎƪ ōǳǘ ƴƻǘ ǘŀƪƛƴƎ ǘƘŜ ƴŜȄǘ 
step to help build protective factors around him or her. For those notified they are  under 
investigation but not yet arrested, command authorities must be notified immediately so they 
can ensure that the Service Member has the necessary support and resources to remain safe 
from self-harm. For those charged, a supervised, person-to-person custody transfer should 
occur, followed by a suicide risk assessment. If the individual confesses to a crime or other 
offense that brings humiliation or loss of financial or social status upon that individual, an 
intentional handoff of the individual should occur from authority to authority, essentially 
ƳŀƛƴǘŀƛƴƛƴƎ ŀ ǎǳƛŎƛŘŜ άǿŀǘŎƘέ ǳƴǘƛƭ ŀ Ǌƛǎƪ ŀǎǎŜǎǎƳŜƴǘ Ŏŀƴ ōŜ ƳŀŘŜ ōȅ ŀ ǉǳŀƭƛŦƛŜŘ ǇǊƻŦŜǎǎƛƻƴŀƭΦ 
In the process of transferring responsibility for the individual, any statements or behaviors that 
the individual makes suggesting that suicide ideation might be a factor should be 
communicated at once throughout the chain of custody. 

FINDING: A significant number of suicides among Service Members occur in the context 
of an investigation or allegation of a criminal or other serious offense. 
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(Source: Gahm, et. al., 2009) 

Diagram 7-1: Legal, Disciplinary, and Administrative Issues 

RECOMMENDATION: 

Develop and implement a DoD-wide policy requiring immediate command notification and 
chain of care (or chain of custody) for individuals who become aware they are being 
investigated for a criminal or other serious offense, immediately after they confess to a 
crime, and/or soon after they are arrested and taken into custody. 

 

 

DISCUSSION: Empirical literature suggests that removal of access to lethal means for those 
deemed to be at acute risk may serve as a robust suicide prevention strategy. Guns are the 
primary method of suicide among Service Members. Most suicides that occur in theater are 
completed with the Service weapon and ammunition issued as part of the combat load. Extra 
care must be given to identify Service Members at elevated risk for suicide so that their access 
to lethal means is controlled immediately, ǘƻ ǘƘŜ ŜȄǘŜƴǘ ǇƻǎǎƛōƭŜΦ ¢ƘŜ ǊŜƳƻǾŀƭ ƻŦ ƻƴŜΩǎ Service 
weapon and ammunition is a highly sensitive issue and each Service Member can be expected 
to have a different reaction. For instance, although one Service Member might experience 
ŎƻƴǎƛŘŜǊŀōƭŜ ŘƛǎǘǊŜǎǎ ŀƴŘ ǎǳōǎŜǉǳŜƴǘ ŀƴƎŜǊ ŀǘ ƭƻǎƛƴƎ ƻƴŜΩǎ ǿŜŀǇƻƴΣ ŀƴƻǘƘŜǊ ƳƛƎƘǘ ŦŜŜƭ ŀƴ 
additional level of humiliation, embarrassment, and fear within his military unit. Decisions 
made by providers and commanders about denial of access to lethal means (or removal of a 
weapon) for those recognized to be at imminent risk for suicide, and subsequent return of 
privileges to be armed, must be collaborative and thoughtfully executed. 

 

FINDING: Current DoD guidance regarding the removal and subsequent re-issue of 
weapons to Service Members who are recognized to be at risk of suicide is not 
sufficiently clear. 
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RECOMMENDATION: 

Establish clear DoD, Joint and Service guidance for removal and subsequent re-issue of 
military weapon and ammunition for Service Members recognized to be at risk for suicide. 
The guidance should emphasize a collaborative, team approach to the decision-making 
process and specify documentation requirements. 

 

7.2 Wellness Enhancement and Training 

7.2.1 Enhance well-being, mental fitness, life skills, and resiliency 

 
DISCUSSION: Mastery of an array of life skills has been shown repeatedly to protect individuals 
from suicidal behaviors. The IOM report, Reducing Suicide: A National Imperative (2002), 
concluded that life skills can be taught and therefore teaching them constitutes an important 
and valuable suicide prevention strategy. Programs that build on the inherent resiliency in 
Service Members and increase personal financial management, anger management, decision 
making, and relationship skills across the force could significantly reduce suicide risk. Resiliency 
is the process by which positive adaptation occurs despite adverse or stressful environments; 
for the military, there is a strong emphasis on promoting positive, adaptive behaviors and 
preventing maladaptive responses (Luthar, Cicchetti, & Becker, 2000; Ritchie, Schneider, 
Bradley, & Forsten, 2008). 

The Services have developed literally hundreds of programs and initiatives designed to reduce 
risk factors and strengthen protective factors for suicidal behaviors. However, there is no 
evidence of the effect, if any; these programs have had on the suicide rate in the military, 
partially because of a near absence of rigorous program evaluation. 

FINDING: There is insufficient emphasis on training and other approaches to enhance 
critical life skills and build mental, emotional, and spiritual fitness. 

Age: 40 
Rank/Occupation: Gunnery Sergeant/Rifleman 
Service Branch: U.S. Marines  

Just a month before he took his own life, this Marine helped stop one of his own Marines from 
ŎƻƳƳƛǘǘƛƴƎ ǎǳƛŎƛŘŜΦ IŜ ǎŀǾŜŘ ǘƘŀǘ aŀǊƛƴŜΩǎ ƭƛŦŜΦ !ŦǘŜǊ Ƙƛǎ ǊŜǘǳǊƴ from Iraq where more than 12 people 
ƛƴ Ƙƛǎ ǳƴƛǘ ǿŜǊŜ ƪƛƭƭŜŘΣ ƛƴŎƭǳŘƛƴƎ ǘƘŜ ŎƻƳƳŀƴŘƛƴƎ ƻŦŦƛŎŜǊΣ Ƙƛǎ ǿƛŦŜ ǎƘŀǊŜŘ ǘƘŀǘ άƘŜ ƴŜǾŜǊ ǎǇƻƪŜ ƻŦ 
anything.έ ²ƘŜƴ she tried to talk about his behavioral changesτsleeping more, not showeringτhe 
ƛƴǎƛǎǘŜŘΣ άLΩƳ ŀ DǳƴƴȅΤ LΩƳ ŦƛƴŜΦέ IŜ ƘǳƴƎ himself. His wife believes that the stigma surrounding 
behavioral healthcare played a major role in keeping her husband from seeking the help he needed. 
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(Source: Gahm, et. al., 2009) 

Diagram 7-2: Relationship History 

Financial crisis and relationship problems are precipitating factors in large proportion of Service 
Member suicides. Diagram 7-2 shows that 65% of Service Members who completed a suicide 
had a failed relationship of some kind prior to their death (Gahm, et. al., 2009; Reger, et.al., 
2009). A strategically sound suicide prevention program should address suicide risk reduction 
issues (e.g., marital and relationship counseling, substance abuse programs, financial 
counseling) and strengthen protective factors (e.g., resilience, social connectedness, emotional 
regulation) with awareness and emergency intervention training modules.  

For example, the Air Force program established in the mid-1990s was shown through rigorous 
evaluation to have been effective in substantially reducing suicide rates, as well as several other 
forms of violence and injury that share common risk and protective factors with suicide. The 
program had strong support from the very top Air Force 
leadership and emphasized interventions to reduce risk 
factors and strengthen protective factors long before 
Service MemberǎΩ ǇǊƻōƭŜƳǎ ŘŜǾŜƭƻǇŜŘ ƛƴǘƻ ŎǊƛǎŜǎΦ ¢ƘŜ 
vibrancy of this constellation of programs, however, 
seems to have waned over the years and was unable to 
achieve the early results over the longer term. 

The Task Force did find evidence that the Services have recently strengthened their emphasis 
on early intervention programs through such efforts as resiliency training, comprehensive 
fitness, and operational stress control. Concentrating on the development and enhancement of 
Service Member strengths and life skills provides the Service Member with a set of skills s/he 
can leverage when faced with life stressors. These programs should help make Service 
Memberǎ ǊŜƭŀǘƛǾŜƭȅ ƳƻǊŜ άǎǳƛŎƛŘŜ ǊŜǎƛǎǘŀƴǘΦέ IƻǿŜǾŜǊΣ ŀǘ Ƴƻǎǘ ƛƴǎǘŀƭƭŀǘions visited, the skills 
training programs provided through various installation service providers were accessed by only 
a very small proportion of the base population. The Task Force was impressed, however, by one 

άResilience is the inner strength, that 
certain something that enables some 
people to thrive through hardshipΧǘƘŜ 
ŀōƛƭƛǘȅ ǘƻ ǘǳǊƴ ƭƻǎǎ ƛƴǘƻ ƎŀƛƴΧǘƻ ōŜ 
strengthened by and even 
ǘǊŀƴǎŦƻǊƳŜŘ ōȅ ŀŘǾŜǊǎƛǘȅΦέ 

τWounded Warrior Project 



 
DoD Task Force on the Prevention of Suicide by Members of the Armed Forces 

 

72  
 

Army installation at which incoming personnel and spouses receive a full day of training using 
state-of-the-art curricula on financial management and relationship skills. To increase 
participation, training is conducted off-post, with free childcare and meals provided. 
Additionally, the Air Force mandates a week of attendance at each installation's First Term 
Airman Center (FTAC), where airman arriving at their first permanent duty station receive all 
their mandatory base inprocessing (Right Start) briefings and where they also receive training in 
basic life skills such as financial management. They also receive  information on other important 
opportunities and  programs offered by the Airman and Family Readiness Center, base 
education center, and other support organizations. FTAC helps provides each new airman a 
standardized transition from their regimented training environment to life on an operational 
base and gives them training on a basic set of life skills and a myriad of information on how to 
obtain other assistance when needed. The Task ForcŜ ōŜƭƛŜǾŜǎ ǘƘŀǘ ǘƘƛǎ ǘȅǇŜ ƻŦ άǳƴƛǾŜǊǎŀƭέ 
training effort, using state-of-the-art training curricula, is an important component of building a 
resilient military force. Training such as this, targeting some of the known triggers for suicide, 
should be part oŦ ǘƘŜ 5ŜǇŀǊǘƳŜƴǘΩǎ ŎƻƳǇǊŜƘŜƴǎƛǾŜ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴ ǎǘǊŀǘŜƎȅΦ  

RECOMMENDATION: 

Improve access to, and promote utilization of, state-of-the-art training in critical life skills 
(e.g., financial management, communication, marriage and family relationships, anger 
management, and conflict resolution). 

 
 

DISCUSSION: Mental health professionals have been embedded successfully in Army combat 
units, including Ranger units and special operations units, for several years (for some, decades), 
with anecdotal evidence that they help Soldiers retain functionality in stressful environments. 
These embedded professionals act as consultants to commanders as well as coaches to Service 
Members in order to improve Service Member psychological and emotional fitness, and 
expedite their return to duty when exposed to traumatic events. They not only improve the 
psychological health of individuals and units but also help reduce stigma associated with 
behavioral healthcare. Embedded behavioral health professionals provide early intervention for 
Service Members through informal hallway chats, preventing early symptoms of psychological 
distress or interpersonal problems from becoming full-blown crises or illnesses. The Task Force 
found universal and eager acceptance of this approach among the representatives of a wide 
ǾŀǊƛŜǘȅ ƻŦ ǳƴƛǘǎΣ ōǳǘ ŜǎǇŜŎƛŀƭƭȅ ōȅ ƳŜƳōŜǊǎ ƻŦ άǎǇŜŎƛŀƭƭȅ ƳƻƴƛǘƻǊŜŘέ ǳƴƛǘǎ ǿƛǘƘ ŎǳƭǘǳǊŀƭ ŀƴŘ 
policy barriers to behavioral healthcare (e.g., security forces, units with large portions of 
members on PRP status, aviators and space operations controllers, submariners, military 
intelligence). Embedding professionals in operational units holds great promise, both as a 

FINDING: Service Members and behavioral health providers report overwhelmingly 
positive experiences with embedded mental health providers in operational units; 
however, the practice is underutilized. 
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means to reducing stigma and of increasing the psychological fitness, resiliency, and readiness 
of the force. The Services should further study this practice to determine the range of effective 
staffing ratios. Currently, no data exist to guide staffing ratios. 

RECOMMENDATION: 

Expand the practice of embedding behavioral health providers in operational units. 
Conduct studies to determine the range of effective staffing ratios for embedded providers. 

 
 
7.2.2 Reduce Stress on the Force and on Military Families 

DISCUSSION: To meet current operational requirements with the existing end-strength, 
members of the military have faŎŜŘ ǊŜǇŜŀǘŜŘ ŎƻƳōŀǘ ŘŜǇƭƻȅƳŜƴǘǎ ǿƛǘƘ ǊŜƭŀǘƛǾŜƭȅ ǎƘƻǊǘ άŘǿŜƭƭέ 
times in between. This practice has added significant stress to the deploying forces. The Task 
Force also found that members of non-deploying units often have experienced significant stress 
associated with continuously heightened operations tempo at home. Based on all inputs, the 
Task Force concluded that the current end-strength is not sufficient to meet operational 
requirements and maintain the well-being of the force if DoD cannot find ways to internally 
reduce the stress on the force. Because of the strong connection between suicide risk and the 
various domains of physical, mental, psychological, emotional, and spiritual wellness, the Task 
Force strongly believes that resolving this supply-and-demand imbalance is foundational to any 
suicide prevention measure the Department considers.  

The current length of deployment varies by Service. At 
ǇǊŜǎŜƴǘΣ ǘƘŜ ŀǾŜǊŀƎŜ ƭŜƴƎǘƘ ƻŦ ŀƴ !ǊƳȅ ǳƴƛǘΩǎ ŘŜǇƭƻȅƳŜƴǘ 
in theater is 12 or more months; for the Marines, 7 to 12 
months; for the Navy, 6 to 12 months; and for the Air 
Force, 4 to 12 months. Multiple deployments place 
considerable stress on the Service Member and are 
disruptive to the family as the Service Member regularly 

deploys and then re-integrates. The latest Mental Health Advisory Team VI (USFOR-A & OTSG, 
2009) reports Service Members on their third or fourth deployment experience a greater 
degree of psychological problems and acute stress. Married Service Members in that same 
group report significantly more marital problems compared with those Service Members who 
are only on their first or second deployment.  

Dwell time refers to the time Service Members spend in garrison between deployments. Dwell 
time provides a Service Member time away from the stress of a combat environment, ensures 

FINDING: Heightened operations tempo, repeated deployments, and insufficient 
quantity and quality of dwell time since 2001 have had an adverse effect on the overall 
well-being of deploying and non-deploying Service Members and their families. 

άvǳŀƭƛǘȅ ƻŦ ŘǿŜƭƭ ǘƛƳŜ ƛǎ ŀ ƳȅǘƘΦ /ŀƴΩǘ 
build marital relationships or move 
them forward during 14 months of 
dwell time when my husband is a 
guest in mȅ ƘƻǳǎŜΦέ 

τmilitary spouse 
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reset and training time, and provides an opportunity to reconnect with their family and 
community. The quantity and quality of dwell time has been 
associated with levels of mental and emotional distressτ
specifically, the shorter and poorer the dwell time between 
deployments, the higher the levels of symptoms of depression 
and PTSD (USFOR-A & OTSG-Army, 2009). Quality dwell time requires that Service Member 
have an adequate amount of in-garrison time (off time and personal time) to rebuild 
relationships, reconnect with family and friends, and recover from the psychological stress of 
deploymentτto restore their physical, emotional, and spiritual well-being. Competing military 
requirements often compromise the quality of dwell time. Services have added missions, 
training, and operational requirements that must be completed during dwell time without 
making adjustments to previously existing requirements. 

There are two different types of dwell time: 
individual and unit. Individual dwell time refers to 
time Service Members have before they are 
required to deploy again. Unit dwell time is the 
time the entire unit has before it is required to 
ŘŜǇƭƻȅ ŀƎŀƛƴΦ 5ǿŜƭƭ ǘƛƳŜ ŀƭƭƻǿǎ {ŜǊǾƛŎŜ aŜƳōŜǊǎΩ ǘƛƳŜ ǘƻ ǊŜ-connect with their families and 
friends as well as re-integrate into society following a lengthy deployment.  However, upon 
returning from a deployment, Service Members are frequently transferred to another unit. 
Dwell time schedule for a unit does not benefit a Service Member who changes units shortly 
after returning from a deployment, only to deploy again with the new unit after a very short 
individual dwell time. MHAT VI found that 20 or more months of dwell time is required for 
symptoms of psychological distress to return to normal άƛƴ ƎŀǊǊƛǎƻƴέ ƭŜǾŜƭǎ ŀŦǘŜǊ ŀ мн-month 
combat deployment.  

RECOMMENDATIONS: 

Balance uniformed end-strength with operational requirements by either increasing military 
end-strength or decreasing operational commitments.  

Provide sufficient, high-quality dwell time for redeploying Service Members in keeping with 
the most current military health research. Initial post-deployment dwell time should ensure 
an initial period (of at least several months) in which Service Members can restore their 
well-being, and should not include extended temporary duty (TDY) or extended ñgear-upò 
training for the next deployment.  

Reduce operations tempo and day-to-day work requirements on individuals and units to 
sustainable levels that support the wellness of Service Members and their families. Create 
white space in training schedules, especially in post-deployment periods. 

Review in-garrison military training requirements with the goal of eliminating and/or 
combining training, thereby reducing the time burden on units and Service Members. 

άChanging leadership soon after returning from 
a deployment, especially the commander, is like 
ǇǳǘǘƛƴƎ ŀ ŦǊŜǎƘ ǊƛŘŜǊ ƻƴ ŀ ǘƛǊŜŘ ƘƻǊǎŜΦέ 

τNon-Commissioned Officer 
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άDwell time should be an off 
ǎŜŀǎƻƴΣ ƴƻǘ ŀ Ǉƛǘ ǎǘƻǇΦέ 

τArmy soldier 
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7.2.3 Transform suicide prevention training of Service Members, leaders, and 
families to enhance skills  

 
DISCUSSION: Enhancing suicide prevention education and training is universally considered a 
core strategy for a comprehensive public health suicide prevention campaign. The military 
Services clearly value the importance of both education and training. A vast array of training 
programs have been developed and disseminated to address suicide prevention at multiple 
levels across the Services. At the installation level, most suicide prevention training programs 
help Service Members identify individuals who are at acute risk of suicide, understand the 
variety of resources available, and get linked with a professional caregiver (usually a chaplain or 
mental health professional). These programs generally consist of a short awareness module 
that places the responsibility for prevention on fellow Services Members without ensuring they 
have the skills to do so. These training programs represent a gargantuan investment of time 
and money, yet the Task Force did not find any evidence that these programs had been 
evaluated for effectiveness The primary focus of most training programs has been to educate 
and inform the audience of the warning signs and risk factors associated with suicide.  

At the vast majority of site visits, Service Members stated that suicide prevention training was 
ineffective and even detrimental. Many Service Members reported the training is too frequent 
and redundant and is delivered in ǘƘŜ ǘȅǇƛŎŀƭ άŘŜŀǘƘ ōȅ tƻǿŜǊtƻƛƴǘέ ƳŜǘƘƻŘ ǿƛǘƘ ƳƛƴƛƳŀƭΣ ƛŦ 
any, positive effect. Nearly every Service Member who had more than a couple years in the 
Armed Forces stated that he or she was familiar with the warning signs of suicide. The Task 
Force heard of countless incidents in which evidence of warning signs resulted in at-risk Service 
Members being taken to chaplains or mental health professionals and receiving professional 
care services. This indicates to the Task Force that the amount of suicide prevention training 
being provided was sufficient in this one aspect. Unfortunately, the Task Force also heard of 
several incidents in which warning signs were not observed before a Service Member took his 
or her life, reinforcing the fact that education on warning signs alone is not a sufficient training 
strategy. 

The manner in which training is frequently delivered is of concern. In many units in which 
computer-based training was conducted annually or mini-briefings were given before every 3-
day weekend and prior to leave periods, the messages have become, in the words of some 
Service MemberǎΣ άŀ ƧƻƪŜΦέ .ŀǎŜŘ ƻƴ ǊŜǎŜŀǊŎƘ ŀōƻǳǘ ƘŜŀƭǘƘ ŎƻƳƳǳƴƛŎŀǘƛƻƴǎ ƛƴ ǎƛƳƛƭŀǊ ŦƛŜƭŘǎΣ 
these practices may well lead Service Members to conclude that suicide is more common that it 
actually is, and may paradoxically add to suicide risk. Furthermore, by delivering the training in 
large classroom-style settings (thereby eliminating any possibility of interaction between the 
trainer and trainees and among the trainees themselves), the effectiveness of the training is 
further limited. The Task Force concluded that this narrow approach to teaching the warning 

FINDING: Service suicide prevention training programs have limited effectiveness due 

to a lack of a strategic approach to skills-based suicide prevention training. 
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signs of suicide in large group settings has heightened awareness of suicide risk and warning 
signs; however, opportunities have been missed for developing essential άhelp-seekingέ and 
άŀǎƪƛƴƎέ ǎƪƛƭƭǎ that are necessary for effective suicide prevention. 

From another perspective, the Task Force was concerned that the education programs of the 
Services lacked a focus on skills and behaviors. Like other public health prevention campaigns, 
suicide prevention depends on changing behaviors. Although knowledge and attitudes are 
important components of a change strategy, many of the behaviors that are needed in suicide 
prevention require skill-based training; in other words, the behaviors needed (ranging from 
self-initiated help-seeking to asking others very intrusive, but caring, questions) are skills that 
most people do not have. For the SŜǊǾƛŎŜǎΩ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴ ŜŘǳŎŀǘƛƻƴ ŀƴŘ ǘǊŀƛƴƛƴƎ ŜŦŦƻǊǘǎ to 
be most effective, they must be based on an overarching strategy with a skill-based training 
program that supports each component of that strategy. The strategy must first identify which 
knowledge, skills, and attitudes must be present in individuals fulfilling various roles in the 
military community and develop training tailored to these specific groups. Each training 
curriculum is then developed around defined objectives for each target audience, taking into 
ŎƻƴǎƛŘŜǊŀǘƛƻƴ ǘƘŜ ƻǊƎŀƴƛȊŀǘƛƻƴΩǎ ƳƛǎǎƛƻƴΦ /ƻnsideration must ōŜ ƎƛǾŜƴ ǘƻ ǘƘŜ ƻǊƎŀƴƛȊŀǘƛƻƴΩǎ 
mission. 

Service Members consistently reported that training platforms involving small interactive 
groups were engaging, memorable, and had impact. Part of the success of this type of training 
was attributed to the incorporation of basic program evaluation tenets: (1) the program was 
designed for its audience; (2) the objectives and goals of the training were clearly defined; and 
(3) the training was measureable.  

The Task Force also observed that the Services disseminate prevention-oriented training that 
shares many of the same components. These include training on preventing racial and gender 
discrimination, preventing sexual harassment, preventing alcohol abuse, and preventing family 
violence. Coordinating the content of these programs could potentially save many millions of 
man-hours without sacrificing effectiveness.  

The curriculum development process must include rigorous and formal evaluation, and the 
dissemination phase must include procedures to further evaluate the effectiveness of training; 
and to ensure fidelity to the original curriculum design. Further evaluation should be conducted 
to inform the frequency required to keep knowledge, skills, and attitudes at desired levels 
across the force. Only by taking a strategic approach of this kind of training can the Services 
expect to achieve the magnitude of behavior change they desire. 

The Task Force noted two promising skill-based training programs in the USMC: a carefully 
developed, front-line NCO course delivered in interactive small groups and a curriculum for 
customer service staff entitled άAre you listening?έ These curricula were developed through 
thorough evaluation and reflect the USMC culture. 
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FINDING: Family members of married and single Service Members do not generally 
receive service-sponsored education and training in suicide prevention. When training is 
offered to family members and friends, many obstacles prevent wider attendance. 

RECOMMENDATION: 

Develop DoD and Service-level comprehensive suicide prevention training strategies. 
Develop and disseminate state-of-the-art training curricula addressing the specific 
knowledge, skills, and attitudes required of each sub-population in the military community. 
Incorporate industry-standard evaluation practices throughout the development and 
dissemination phases. Focus efforts on skills-based training. 

 
 
 

DISCUSSION: A significant number of Service Member suicides occur in the context of friends 
and family members having recognized out-of-the-ordinary behaviors by their loved ones in the 
days and weeks before the suicide event. As Diagram 7-3 shows, 12% (28) of Service Members 
who died by suicide in 2008 communicated to their spouses a potential to harm themselves. 
SƻƳŜ ŦŀƳƛƭȅ ƳŜƳōŜǊǎ ǿƘƻ ƭƻǎǘ ƭƻǾŜŘ ƻƴŜǎ ǘƻ ǎǳƛŎƛŘŜ ǊŜǇƻǊǘŜŘ ǘƘŀǘ ǘƘŜȅ άƪƴŜǿ ǎƻƳŜǘƘƛƴƎ ǿŀǎ 
ƴƻǘ ǊƛƎƘǘέ ōǳǘ ǿŜǊŜ ǳƴŀǿŀǊŜ ƻŦ ǘƘŜ ǎƛƎƴƛŦƛŎŀƴŎŜ ƻŦ ǿƘŀǘ ǘƘŜȅ ǿŜǊŜ άǎŜŜƛƴƎΣέ ŜǎǇŜŎƛŀƭƭȅ Ǉƻǎǘ-
deployment changes and stress reactions. 
When family members did recognize the 
significance of distress, they often reported 
that they did not know whom to call for help. 
Often family members feel as though they are 
left on their own to endure the personal pain 
and struggles of their loved one in the Armed 
Forces, with no one to turn to.  

¢ƘŜ ƛƳǇƻǊǘŀƴŎŜ ƻŦ ǘƘŜ ƳƛƭƛǘŀǊȅ ŦŀƳƛƭȅΩǎ ǊƻƭŜ ƛǎ 
increasingly being recognized in Service suicide 
prevention programs. Service Members 
repeatedly stated that their health and well-
being was intertwined with the health and well-being of their families. Furthermore, recent 
empirical literature has demonstrated a relationship between the effects of deployments on 
spouseΩǎ and childrenΩs mental health (Mansfield, et. al, 2010; Lester, et. al, 2010), making it 
clear that military families themselves need significant education, training, support, and 
services.  

Developing strategies to locate and remain in contact with families during all phases of the 
deployment cycle is imperative. Friends and families are often made aware of a Service 
MemberΩǎ ƎǊƻǿƛƴƎ distress and are in a unique position to help activate a chain of concern to 
prevent suicide. All too often, these loved ones have no idea how to access vital support 
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Diagram 7-3: Communication Prior to Suicide 
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systems. They often do not know whom to call in the Service MemberΩs chain of command, and 
they rarely have a mechanism for establishing contact with command. Although the American 
Red Cross messaging system is a vital conduit for information, it is unlikely to be swift enough in 
a suicidal crisis. 

Generally, family members do not receive the ServiceǎΩ ǎǳƛŎƛŘŜ ŀǿŀǊŜƴŜǎǎ ŜŘǳŎŀǘƛƻƴ ŀƴŘ 
training and are usually unaware of resources available to support Service Members and their 
families. This is especially true for non-local family members, such as parents and siblings of 
single Service Members who see their loved ones only when they are on leave. The Task Force 
believes that family members should receive training about suicide prevention, with a 
particular focus on raising awareness of warning signs, identifying risk, and gaining access to 
emergency support services (e.g., crisis response teams, emergency departments, and crisis 
phone numbers). 

Programs to support military families are being implemented across the executive branch of the 
Federal Government; family members would benefit from strong collaboration on the efforts 
across the entire government.  

RECOMMENDATIONS: 

Target and train families (including parents, siblings, significant others, and next of kin) as 
a suicide prevention training strategy, and consider it an important part of the chain of care 
for Service Members. Family members should be educated and trained to recognize the 
signs of stress and distress, to know whom to call for advice, and to understand how to 
respond in emergencies.  

Develop strategies to locate and remain in contact with families during every phase of the 
deployment cycle. Develop and disseminate pre-deployment and reintegration education 
and training programs germane to suicide prevention for family members. 

Proactively seek opportunities to collaborate with other federal agencies in their efforts to 
support military families. 

 
 

7.3 Access to, and Delivery of, Quality Care 

7.3.1 Ensure available and reliable access to high-quality behavioral healthcare. 

 
DISCUSSION: Access to quality behavioral healthcare has been expanded greatly through 
expansion of direct care and partnerships with civilian healthcare systems (e.g., TRICARE, VA, 

FINDING: Access to care for Service Members with behavioral health disorders and/or 
suicide-related behaviors is not yet optimally and uniformly provided across the DoD 
healthcare system. 
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and private partnerships). Although these efforts should be commended, more needs to be 
done given the growing need.  

Service Members with mental health disorders and/or suicide-related behaviors require easy 
access to care. Additionally, according to the 2008 DoDSER Annual Report (Gahm, et.al, 2009; 
Reger, et.al. 2009) 49% of Service Members who committed suicide had accessed at least one 
program or clinic within 30 days of their suicide. However, barriers that prevent easy access to 
care may interfere with a Service MemberΩǎ ŀōƛƭƛǘȅ ǘƻ ǊŜŎŜƛǾŜ ŀŘŜǉǳŀǘŜ ŀnd timely 
interventions. Access-to-care problems include delays in obtaining a routine behavioral health 
appointment, lack of availability of evening and/or weekend hours at MTFs, and work-related 
demands that impede a Service MemberΩǎ ŀōƛƭƛǘȅ ǘƻ ŀŎŎŜǎǎ ŀƴŘ ǳǎŜ ǊƻǳǘƛƴŜ ŎŀǊŜΦ 

While the Services have greatly expanded the availability of behavioral healthcare within the 
direct care system, this expansion has been highly variable across and within the Services. The 
DoD has funded the greatest expansion of initiatives in decades through its Psychological 
Health and Traumatic Brain Injury (PH/TBI) program. Through this program, the DoD has in 
recent years funded a significant expansion of behavioral health services within the direct care 
system, adding hundreds of behavioral health providers across all Services.  

There remain, however, many locations with inadequate behavioral health staffing to meet the 
true demand, and providers at many locations visited described great difficulty in meeting the 
current access standard for new evaluations. Providers at more remote installations described 
considerable difficulty recruiting and retaining qualified practitioners to staff their clinics, and 
several are clearly working with skeleton crews. 

In cases where MTFs have been more successful in hiring additional clinical staff, these 
providers are not necessarily well trained and familiar with the military healthcare model, 
including issues such as the need for close collaboration with unit commanders for effective 
systems-based practice. Their steep learning curve can often lead to provider frustration, 
burnout, and ultimately poorly coordinated care for the patient.  

It is clear that across every installation the Task Force visited, behavioral health providers as 
well as primary care and emergency providers, are strained by 
the demands placed upon them to manage large numbers of 
patients at risk for suicide. That said, the dedication and 
professionalism of these care providers is evident, as is their 
acknowledgement that they desire to provide more comprehensive and well-coordinated care. 

Access to behavioral health practitioners who are fully qualified to perform comprehensive 
suicide risk assessments is also not uniformly available in crisis situations. Although many MTFs 
offer the capacity for 24/7 crisis coverage, many do not, and must instead rely on chaplains, 
behavioral health technicians, or clinicians (masters degree-prepared) to evaluate suicidal 
patients during or after normal duty hours. These providers do not uniformly have the support 
of a doctoral-level licensed provider to supervise the evaluation of the patient and are not 
generally clinically privileged (credentialed) to perform suicide risk assessments. In these cases, 

άLΩǾŜ ōŜŜƴ ŜȄƘŀǳǎǘŜŘ ŦƻǊ ŀ 
ŘŜŎŀŘŜΦέ 

τmilitary psychiatrist 
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the general medical officer, primary care provider, or emergency physician may be neither 
trained nor familiar with current standards of clinical risk determination, treatment, and 
disposition.  

Behavioral health providers demonstrated wide variability 
in the clinical competencies of suicide risk assessment and 
treatment. Contrary to conventional wisdom suicide risk 
management is not uniformly taught, nor is it a 
demonstrable core competency within training programs for mental health providers. Military 
internship and residency programs generally train this competency, but many civilian programs 
do not. The lack of a clearly defined and uniform standard in the community for suicide risk 
assessment makes conformity to a high-quality standard nearly impossible. Several good 
models are available, ǎǳŎƘ ŀǎ ǘƘŜ !ƛǊ CƻǊŎŜΩǎ aŀƴŀƎƛƴƎ {ǳƛŎƛŘŀƭ .ŜƘŀǾƛƻǊ ƳƻŘŜƭ όhƻǊŘǘ Ŝǘ ŀƭΦΣ 
2005; Oordt, Jobes, Fonseca, & Schmidt, 2009), and several others which define optimal 
standards of care for suicide risk management. 

Many smaller installations do not have any emergency medical capability and must rely on the 
local civilian facilities, particularly after duty hours. The standard of care in the civilian 
community is highly variable. Practitioners are largely unaware of military-specific 
considerations (e.g., the importance of command consultation and other collateral contacts) in 
completing a thorough risk assessment and treatment plan. Often, the default disposition is to 
hospitalize the patient in a local civilian psychiatric ward with little or no coordination with the 
Service MemberΩǎ ǳƴƛǘΦ  

Most MTFs the Task Force visited did track and manage referrals to the civilian network very 
aggressively, and served as an effective conduit of information among the civilian hospital, the 
military MTF, and the Service MemberΩǎ ǳƴƛǘΦ Additionally, all nineteen sites visited reported 
strong community/managed-care-support contractor support for Service Members needing 
intervention services or inpatient psychiatric care. 

RECOMMENDATIONS: 

Implement policies that optimize access to care for all Service Members which are 
specifically designed for behavioral health care, and monitor access standards closely for 
compliance. 

Train all caregivers in the governing rules applicable to appropriate and necessary 
information sharing among providers, outside agencies, and with Service Membersô 
commands. 

Develop interdisciplinary treatment plans for Service Members at risk for suicidal behavior. 

άHaving a single psychiatrist is not a 
concern, until that same psychiatrist is 
ŘŜǇƭƻȅŜŘΦέ 

τMTF mental health provider 
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Implement coordination of care plans across longitudinal lines (e.g., permanent change of 
station, temporary change of station, deployment and redeployment transitions, temporary 
duty with other units, release from active duty, demobilization, confinement, hospitalization, 
and extended leave periods). 

Establish multidisciplinary case management teams to ensure the highest quality of 
coordinated care by the team of commander, clinical provider, and non-clinical care 
provider. 

 
 
7.3.2 Leverage and coordinate military community-based services, as well as local 

civilian community services (especially with respect to the Reserve 
Component) 

 
DISCUSSION: The Task Force strongly asserts that suicide prevention and risk reduction are not 
solely clinical or mental health issues. There are various DoD-wide services that have multiple 
non-clinical opportunities to make an impact on, and reduce the risk of suicide. For example, 
military chaplains, family support activities, financial assistance agencies, and legal assistance 
services are pervasive across military installations. They serve a critical function to enhance the 
well-being and preparedness of individuals and families in military communities, which may 
directly and indirectly affect mental fitness and suicide behaviors therein. Staff at these support 
services frequently interact with Service Members who may be in crisis or are at an elevated 
risk for suicide. The Task Force observed that service providers do not consistently 
communicate with one another or the Service MemberΩǎ ŎƻƳƳŀƴŘ ŜȄŎŜǇǘ ǿƘŜƴ ǎǇŜŎƛŦƛŎŀƭƭȅ 
mandated by regulation. Improving cross-communication, coordination, and cooperation 
between and among άhelping agenciesέ and άƘŜƭǇƛƴƎ ǇŜƻǇƭŜέ would greatly enhance 
comprehensive suicide risk reduction and improve our ability to intervene effectively. 

During ǘƘŜ ¢ŀǎƪ CƻǊŎŜΩǎ site visits, members observed that Service behavioral health providers 
too often had little to no time in their current work schedules to engage in proactive outreach 
activities directed at increasing awareness related to psychological stressors and promoting 
positive attitudes about the value of pursuing mental fitness and the merits of seeking 

FINDING: While on-base non-clinical support services have been greatly expanded by 
the services, too often they are not well coordinated to best support/protect Service 
Members and their families, and they too rarely share information with each other.  

Age: 29 
Rank/Occupation: Petty Officer Second Class/Helicopter Combat Support  
Service Branch: U.S. Navy 

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 released. He 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. 
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behavioral healthcare when indicated. Chaplains, social workers, community service agencies, 
public affairs, etc., across the DoD system devote a reasonable percentage of their work hours 
to outreach activities performed within military communities These activities are typically 
geared toward informing and educating military community members about various services 
available for risk reduction and suicide intervention. The Services might also consider using 
existing Reserve Centers, National Guard Centers, and Recruiting Stations, as conduits for 
information and availability of installation services especially with respect to the Reserve 
Component. 

The Task Force believes that lives could be saved if DoD care providers, both medical and non-
medical, and commanders work together to establish close networks that facilitate effective 
communication and processing of information about suicidal Service Members. Based on the 
¢ŀǎƪ CƻǊŎŜΩǎ site visits, the members observed that in the more effective settings, providers and 
commanders held frequent meetings with support services and personnel to discuss and 
further improve their process of optimal communications about high-risk Service Members. 
These discussions were held regularly and were thoughtful and systematic in addressing the 
needs of suicidal Service Members. 

RECOMMENDATIONS: 

Optimize and coordinate community-based services to leverage their capabilities to 
enhance protective factors for Service Members. 

Promote and utilize coordinated community outreach and awareness activities provided by 
clinicians and other installation-based care providers to improve access to care and reduce 
stigma. 

 
 

DISCUSSION: In the face of the considerable necessity of having a warrior culture across the 
Service to destroy property and to take human life (conduct combat), a fundamental need 
exists to address and resolve the sense of guilt that comes from violating normative peacetime 
moral codes. One way to fulfill this need is to further emphasize spiritual and moral fitness as a 
means for developing a more fit, successful, and resilient fighting force. 

Various forms of guilt may adversely affect a Service MemberΩǎ ŎƻƳōŀǘ ŜŦŦŜŎǘƛǾŜƴŜǎǎΣ ǎŜƴǎŜ ƻŦ 
self-worth, relationships with others, and ability to cope with stressful situations. Guilt can be 
associated with the commission of violence, having survived when others died, being absent 
from the battlefield, neglecting family duties while deployed, and a host of other circumstances 
out of the Service MemberΩǎ ŎƻƴǘǊƻƭΦ 

FINDING: Current screening efforts are not effective in identifying Service Members who 
have significant moral and ethical problems resulting from their combat experience, 
resulting in a sense of guilt and loss of self-worth that places them at risk for suicide. 
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Guilt is fundamentally a spiritual and moral issue but currently there is no routine focus on 
ǎǇƛǊƛǘǳŀƭκƳƻǊŀƭκŜǘƘƛŎŀƭ ƘŜŀƭǘƘ ŀǎ ǇŀǊǘ ƻŦ ǘƘŜ ŀƴƴǳŀƭ ǇƘȅǎƛŎŀƭ ƘŜŀƭǘƘ ŀǎǎŜǎǎƳŜƴǘΦ ! ά{ǇƛǊƛǘǳŀƭ 
CƛǘƴŜǎǎ /ƘŜŎƪέ ό{C/ύ ŎƻǳƭŘ ōŜ ŜƳōŜŘŘŜŘ ƻǊ ƭƛƴƪŜŘ ǘƻ ǊƻǳǘƛƴŜ ǇƘȅǎƛŎŀƭ ƘŜŀƭǘƘ ŀǎǎŜǎǎƳŜƴǘǎ ǘƻ 
normalize the importance of spiritual fitness as a shared priority for Service Members. 

Although the Global Assessment Tool used as part of Comprehensive Soldier Fitness in the U.S. 
Army self-assesses spirituality as a domain, further spiritual assessment and care needs to be 
accomplished in all the Services. Service Members returning from combat generally are 
insufficiently screened for spiritual, moral, or ethical health issues following their return from 
deployment. The reintegration period is an opportune time to properly screen and assess a 
{ŜǊǾƛŎŜ ƳŜƳōŜǊΩǎ άǎǇƛǊƛǘǳŀƭ ŦƛǘƴŜǎǎέ ōŜŎŀǳǎŜ ƛǘ ŀƭƭƻǿǎ ŦƻǊ ŜŀǊƭȅ ƛŘŜƴǘƛŦƛŎŀǘƛƻƴ ŀƴŘ ǇƻǘŜƴǘƛŀƭ 
resolution of problems associated with post-combat guilt and shame. 

RECOMMENDATION: 

Encourage Service Members to have annual face-to-face ñconferencesò with chaplains for 
the purpose of resolving questions of guilt and to obtain referrals to appropriate caregivers 
for other concerns beyond the chaplainôs scope of expertise and experience. 

 
 

 
DISCUSSION: Well-intended efforts to improve access to care too often result in fragmentation 
of that care. The recent enhancement of access to care through programs such as Military 
OneSource, Military Family Life Consultants (MFLC), community service agencies, and the 
TRICARE network have undoubtedly provided valuable benefits to our Service Members and 
families. Service Members who sought these services specifically noted that the attraction of 
these providers is rooted in the perception that such care will not have a negative impact on 
their career. The Task Force consistently found throughout its site visits, expert presentations, 
case reports, and discussions with leaders, that enhanced access to clinical and community 
programs have had some unintended consequences. While access to less stigmatizing care has 
improved, an unintended consequence has been the increased potential for poor 
communications between service providers, helping agencies, families, and command 
leadership.  

Because these services function outside the MTF and do not share a common platform for 
documentation of care, coordination of interdisciplinary care suffers. Each program has its own 
charter and business rules, and each one benefits from the cloak of confidentiality, often citing 
Health Insurance Portability and Accountability Act (HIPAA) and their fiduciary relationship with 
the individual client to avoid sharing information with other care providers without written 
consent. Frankly, this situation is both a blessing and a curse. It is ŀάōƭessingέfrom the 
perspective of the Service Member patient, who perceives a benefit from the enhanced privacy 

FINDING: Service providers do not consistently collaborate well within or across clinical 
and non-clinical disciplines. 
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gained, and a άcurseέ from the perspective of commanders, who naturally seek total situational 
awareness about the well-being of those in their charge and for whom they are responsible.  

The inherent risk of reduced communication resulting from improved access must be balanced 
ǿƛǘƘ ŀ άƴŜŜŘ ǘƻ ƪƴƻǿέ ŀōƻǳǘ Ǌƛǎƪ ŦŀŎǘƻǊǎ ŦƻǊ ǎǳƛŎƛŘŜΦ ¢Ƙƛǎ Ǌƛǎƪ Ƴǳǎǘ ŜƛǘƘŜǊ ōŜ ŀŎŎŜǇǘŜŘ ŀǎ ŀ 
necessary byproduct of enhanced access or managed through more aggressive case 
management and coordination of care. The alternative would be to bring all care under the 
umbrella of the MTF and create a unified documentation platform that would inform clinicians 
and commanders about the risks experienced by their Service Members. However, improving 
visibility and communication may result in the reluctance of Service Members to seek care at 
all. 

RECOMMENDATION: 

Develop a comprehensive policy to promote systematic and regular communication among 
clinical and non-clinical providers. 

 
 
7.3.3 Ensure continuity of behavioral healthcare, especially during times of 

transition, to ensure seamlessness of healthcare and care management. 

 
DISCUSSION: /ǳǊǊŜƴǘƭȅΣ ǘƘŜ ƳƛƭƛǘŀǊȅ ŘƻŜǎ ƴƻǘ ƘŀǾŜ ŀ άŎƘŀƛƴ ƻŦ ŎŀǊŜέ ŀǇǇǊƻŀŎƘ ŦƻǊ ǘƘƻǎŜ Service 
Members identified as being at risk for suicide. Although Military OneSource provides an 
important behavioral health option to distressed and suicidal Service Members who may 
otherwise refuse to seek mental health services, the Task Force is aware of problems in the 
transition period for Service Members from Military OneSource providers to military treatment 
facilities. Problems in the transition of care may exacerbate the distress experienced by a 
suicidal or at-risk Service Member. For example, the Task Force heard of cases in which the 
chain of care between Military OneSource and MTFs did not take into account issues involving 
medical documentation, timeline of transition, or a Service MemberΩǎ ŎƻƳǇƭƛŀƴŎŜ ǿƛǘƘ ǘƘŜ 
transition plan of care. Fifteen percent of Army suicides occur after discharge from an inpatient 
psychiatric unit (Schoenbaum, Heinssen, & Pearson, 2010). 

As highlighted in the NIMH recommendations to the Vice Chief of the Army, a chain of care 
provides for close monitoring, follow-up, and appropriate services for those identified as being 
at risk for suicide (Schoenbaum, Heinssen, & Pearson, 2010). Transitions include transfers from 
installation to installation, between units of assignments, from civilian to military settings, and 
for deploying and redeploying Service Members, as well as when discharged from inpatient 
services.  

FINDING: There is high potential for Service Members at risk for suicide to fall through 
the cracks in the continuum of care. 

44
3 



 
Findings and Recommendations 

 

 85 

 

RECOMMENDATIONS: 

Manage care across transition points and monitor Service Members identified as being at- 
risk for suicide.  

Assess Military OneSource capabilities to ensure a seamless transition of care system is 
established for suicidal or at-risk Service Members who utilize their services. This 
transitional care system needs to take into account challenges involving medical 
documentation, timeline of transition, and maximizing Service Member compliance with the 
transition plan. 

 
 
 

DISCUSSION: Upon return from deployment or completion of annual or weekend duty, Reserve 
Component personnel return to civilian employment and to their home. These Reserve 
Component Service Members often live or work in areas hundreds of miles from their 
colleagues, their unit headquarters, and military installations. In peace time, this separation had 
minimal impact. But in wartime, with mobilization and demobilization, the isolation and 
separation may be deadly, especially in those experiencing post-traumatic stress. Social 
separation and lack of access to the many protective services provided to members of the 
Active Component likely contributes to Reserve Component suicide risk and may explain recent 
data showing increasing suicide rates among post-deployment National Guard and Reserve 
Soldiers. To this end, the Michigan National Guard has developed and tested a peer-support 
program (άBuddy 2 Buddyέ) designed to keep Soldiers connected with one another during the 
post-deployment phase. Moreover, the program also employs a network of trained, 
experienced veterans, not associated with the unit, to act as peer counselors and to connect 
Soldiers believed to be at-risk with veterans services (including behavioral health). Such an 
innovative program holds significant promise for suicide prevention among Reserve Component 
Service Members. ¢ƘŜ ǘŀǎƪ ŦƻǊŎŜ ǿŀǎ ŀƭǎƻ ƛƳǇǊŜǎǎŜŘ ǿƛǘƘ ǘƘŜ bŜǿ WŜǊǎŜȅ ά±ŜǘŜǊŀƴ ǘƻ ±ŜǘŜǊŀƴέ 
helpline program which has significantly lowered suicide rates among veterans in that state. 

FINDING: Service Members in the Reserve Component lose important military-related 
protective factors during post-mobilization phases and lose access to myriad 
installation-based support and healthcare service. 
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Age: 28 
Rank/Occupation: Staff Sergeant/Infantry 
Branch of Service: U.S. Army 

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 worsened. 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 worthy of them. He gave 
his blood, sweat, and tears; he gave it all to them. I feel the Army let him down, and that when he needed 
them the most, they were not there for him." 
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RECOMMENDATIONS: 

Develop, evaluate, and more widely disseminate peer-to-peer and other programs that 
intentionally promote not only connectedness but also risk identification and response 
among Reserve Component Service Members. 

Promote easy access to evidence-based treatments and community support services for 
post-deployment Reserve Component Service Members.  

Ensure all Reserve Component Service Members receive face-to-face behavioral health 
checks post-deployment/post-demobilization and before being remobilized, with an 
emphasis on connecting them with professional services during the post-deployment 
phase. 

 
 

  
DISCUSSION: Although the need to respect individual privacy and confidentiality rights is 
recognized, in cases where imminent suicide risk is determined, commanders may serve as a 
key ally in suicide prevention efforts. Therefore, behavioral health providers are strongly 
encouraged to disclose and discuss assessment and management strategies with the Service 
MemberΩǎ Ŏƻmmander to maximize the chances of keeping that individual alive. In cases in 
which imminent suicide risk is not noted, the behavioral health provider may share information 
with a multidisciplinary committee, including representation from behavioral health providers, 
chaplains, and commanders, to make a decision about the best course of action. 

RECOMMENDATION: 

Provide guidance on how behavioral health providers and commanders should best 
communicate with each other to promote effective suicide prevention practices for Service 
Members. 

FINDING: Many commanders express a genuine desire to know about the safety of 
Service Members under their command so that they can intervene effectively, as 
needed; however, they are often left in the dark or not effectively used as helpful 
resources by DoD behavioral health providers because of issues related to privacy and 
confidentiality. 
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DISCUSSION:  Clinicians, installation support service providers, and commanders must network 
in order to establish effective communication and processing of information about Service 
Members recognized to be at risk for suicidal behaviors. To promote the establishment of such 
a network, providers and commanders could implement a structure for case conferences to 
formalize the process of communication about high-risk cases. These discussions should 
preferably be held regularly so that they are not reactive and are instead thoughtful and 
systematic in addressing the needs of suicidal Service Members. A Human Factors Board model 
used in the USMC may be a solid model of how this recommendation can be implemented 
appropriately. 

RECOMMENDATION: 

Establish and use interdisciplinary ñhuman factorsò type boards (emphasizing topics like 
physical, social, behavioral, psychological, nutritional, environmental, spiritual, and medical 
health) on all installations to coordinate suicide prevention care for at-risk Service 
Members.  

 
 

 
DISCUSSION: In the face of considerable obstacles to seeking mental health care, due to both 
stigma to seeking care and the military culture of self-sufficiency (both counterproductive to 
getting much-needed healthcare), there is ŀ ŦǳƴŘŀƳŜƴǘŀƭ ƴŜŜŘ ǘƻ ŎƻƳǇƭŜǘŜƭȅ άǊŜ-ōǊŀƴŘέ 
associations and perceptions related to mental health. One way to accomplish this effort would 
be a greater ŜƳǇƘŀǎƛǎ ƻƴ ǇǎȅŎƘƻƭƻƎƛŎŀƭ άǊŜǎƛƭƛŜƴŎȅέ ŀǎ ŀ ƳŜŀƴǎ ǘƻ ŀ ƳŜƴǘŀƭƭȅ Ŧƛǘ ŀƴŘ ƳƻǊŜ 
successful fighting force. 

Currently, there is no routine focus on behavioral health and wellness as part of the annual 
physical health assessment. A mental fitness assessment could be embedded or linked to 
routine physical health assessments to normalize the importance of mental fitness as a shared 
priority on par with the broad appreciation and acceptance of physical fitness as a core value of 
military life. This mental fitness assessment would provide a unique opportunity to provide 
appropriate education about strategies to increase protective factors and to enhance overall 
wellness. 

FINDING: Current screening efforts are not effective in identifying Service Members at 
risk for suicide and tend to perpetuate negative feelings about mental healthcare, which 
leads to further stigma. 

51 

FINDING: The general lack of communication between the DoD healthcare system 
providers, support services providers (e.g., chaplains, Family Advocacy Programs), and 
commanders is currently an impediment in the delivery of effective assessment, 
intervention, and aftercare services and support offered to suicidal Service Members. 



 
DoD Task Force on the Prevention of Suicide by Members of the Armed Forces 

 

88  
 

RECOMMENDATION: 

Take steps to make ñmental fitnessò commensurate with ñphysical fitnessò within military 
culture as a core value of military life. Ensure every Service Member receives a mental 
fitness assessment and appropriate wellness education as part of his or her periodic heath 
assessment. 

 
 

 
DISCUSSION: Although many Service Members do not readily seek behavioral health services, 
they are likely to have regular visits with their primary care physicians. The integration of 
behavioral health into primary care has shown promising results in various military settings. 
There are numerous advantages for such integration, including the following: (1) reduction of 
stigma-related effects in seeking care, (2) exposure to behavioral health providers, which may 
be associated with a decrease in perceived barriers to care and subsequent increase in help 
seeking behaviors, and (3) early detection of mental health problems to offer a targeted and 
timely behavioral health intervention. 

MTFs are already moving in the direction of making behavioral health providers available within 
primary healthcare settings. Coincidentally, the integration of behavioral healthcare into 
primary care settings is increasingly seen in civilian and VA healthcare settings. Service 
Members (and providers) reported to the Task Force that they liked this integrative approach 
because it afforded ready access to care in a familiar setting with less fear of stigmatization. An 
eȄŎŜƭƭŜƴǘ ŜǎǘŀōƭƛǎƘŜŘ ŜȄŀƳǇƭŜ ƻŦ ǘƘƛǎ ŜŦŦŜŎǘƛǾŜ ƛƴǘŜƎǊŀǘƛƻƴ ƛǎ ǘƘŜ !ƛǊ CƻǊŎŜΩǎ .ŜƘŀǾƛƻǊŀƭ IŜŀƭǘƘ 
Optimization Program (BHOP).  

RECOMMENDATION: 

Integrate behavioral health treatment teams into DoD primary care settings to overcome 
stigma and increase the likelihood of access to care; as well as to establish an early 
intervention approach to suicide prevention. Where this is not possible, train primary care 
providers and their staff in the assessment and management (and triage) of acute suicide 
risk patients. 

 
 
 

FINDING: The integration of behavioral health into military primary care settings is a 
viable and significant suicide prevention strategy that can potentially produce huge 
benefits in overcoming stigma and providing necessary services. 
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DISCUSSION: Appropriate medical documentation is imperative for effective communication 
between DoD primary and specialty care providers for the delivery of effective and timely 
psychiatric care, especially for suicidal Service Members. Two primary medical documentation 
platforms exist within the DoD healthcare system: Essentris and the Armed Forces Health 
Longitudinal Technology Application (AHLTA). Currently Essentris is used by MTF inpatient units 
but is not connected to AHLTA or other inpatient units. Although some DoD providers may have 
access to both systems, others may lack access or rely solely on the AHLTA system, which does 
not contain inpatient psychiatric records. Therefore a provider may not have knowledge of a 
{ŜǊǾƛŎŜ aŜƳōŜǊΩǎ prior psychiatric hospitalizations and consequently lack a comprehensive 
ǳƴŘŜǊǎǘŀƴŘƛƴƎ ƻŦ ǘƘŜ {ŜǊǾƛŎŜ aŜƳōŜǊΩǎ ƘŜŀƭǘƘ ǎǘŀǘǳǎ. Furthermore, non-integrated medical 
records underscore efforts at coordinated care, a common difficulty within the DoD healthcare 
system.  

Given the complexity of the issues associated with developing an electronic, user-friendly 
system, it may be helpful to form a designated expert group to address the stated objective. 
The newly developed documentation system should take into account the tracking of suicidal 
behaviors throughout various deployments as well. The VA healthcare system has implemented 
specific medical documentation procedures for suicidal veterans, and the DoD should carefully 
evaluate lessons they learned from this effort. 

RECOMMENDATION: 

Develop a standard and systematic medical documentation system to identify high-risk 
patients and track the care provided. Continually review and update the record 
(documentation). 

 
 

DISCUSSION: Service Members deemed to be at risk for suicide are being placed on unit suicide 
watch in addition to, and sometimes in lieu of, treatment. The individual being watched views 
this practice as punitive and stigmatizing rather than therapeutic. Paradoxically, this practice 
may ultimately increase suicide risk. The Task Force found that suicide watch practices vary 
widely in the absence of specific Service policies. 

Suicide watch, also referred to as unit watch, is a monitoring system for those Service Members 
considered at risk for suicide. At present, only the Army has provided guidance regarding 
suicide watches but has decentralized its implementation (U.S. Army, 2009). While on suicide 

FINDING: The current DoD electronic medical documentation platforms do not allow for 
easy and systematic tracking of the care provided to high-risk suicidal Service Members. 

FINDING: Unit suicide watch practices are frequently inappropriate and harmful to 
Service Members. 
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watch, the Service MemberΩǎ ǳƴƛǘ ǇŜŜǊǎ ŀǊŜ ǘŀǎƪŜŘ ǿƛǘƘ ǘƘŜ ǊŜǎǇƻƴǎƛōƛƭƛǘȅ ƻŦ ƳƻƴƛǘƻǊƛƴƎ ǘƘŜ 
Service Member 24 hours a day. There is no formalized suicide watch training and no individual 
consistently identified as responsible for managing suicide watches (Scoville, Gubata, Potter, 
White, & Pearse, 2007). Suicide watch is characterized by unrealistic expectations and has no 
therapeutic value. Those tasked with watching a Service Member are often identified at 
random and unexpectedly. When a Service Member is placed on suicide watch, the impact is 
significant on the entire unit. For the Service Member who is the subject of a suicide watch, it 
negates any confidentiality and ostracizes the Service Member from the unit, thereby 
identifying that individual as a social outcast within the one group in which he or she should 
feel safest. Suicide watch also creates a hostile environment because the unit becomes 
frustrated with the tasking for lengthy watches. As reported to the Task Force from Service 
Members, individuals on suicide watch reported being shunned by their fellow Soldiers, placed 
in isolation, and taunted by their peers and leaders.  

RECOMMENDATION: 

Suicide watch should be used only as a last resort and only until appropriate mental 
healthcare becomes available. Provide consistent guidance to units for these exceptional 
instances, as well as ñjust in timeò training (e.g., online training). If units have a suicide 
prevention coordinator, the management of these rare instances could fall to that 
individualôs responsibility. A suicide watch training program should be developed and 
similarly instituted. 

 
 
7.3.4 Standardize effective crisis intervention services and hotlines  

 
DISCUSSION: Evidence exists that competent crisis response lines are effective in reducing 
suicidal risk (Gould et al., 2007). Currently, DoD suicide prevention efforts, materials, and press 
announcements provide inconsistent information regarding whom to contact if a suicidal crisis 
occurs. Some identify Military OneSource; others, the DCoE Outreach Call Center; and still 
others, the National Suicide Prevention Lifeline (800-273-TALK). DoD must clearly distinguish 
between crisis hotlines that have a capacity to respond to acutely suicidal callers (e.g., Lifeline), 
and call centers that offer information and referral or counseling, but do not provide a 24-hour 
capacity to intervene in a suicidal crisis (e.g., OneSource and DCoE Outreach). The DCoE 
Outreach Call Center provides information and referrals, but it is not well known as an option 
among family members. Military OneSource provides information and counseling on a limited 
basis, but is neither a crisis response center nor available to all family members.  

FINDING: Service Members and their families do not know which of the multiple DoD 
publicized call centers to contact for suicide-related or emotional crisis calls. Suicide 
Hotline services are frequently unavailable for deployed Service Members. 
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Age: 45 
Rank/Occupation: Brigadier General/Flag Officer 
Service Branch: U.S. Air Force 

Fellow senior officers said he "was a remarkable officer with a reputation for excellence and tremendous love 
for his Airmen and his family. One of the tragic aspects of this event 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 
teenage 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 both 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." 

Service Members and their families need rapid access to a suicide hotline and crisis intervention 
services. In situations in which a suicide attempt may be in progress or imminent, rapid access 
to crisis intervention services, including the dispatching of emergency rescue, may be life 
saving. Widespread dissemination of accurate information to Service Members and their 
families regarding which service to call when a suicide attempt might be imminent is therefore 
vital, along with ongoing quality review of responses to these situations.  

Given the significant national and VA infrastructure affiliated with 1-800-273-TALK (8255) as a 
24/7 suicide prevention hotline number, the 5ƻ5Ωǎ promotion of this crisis hotline would 
ensure that the best response and resources are provided to a Service Member and his/her 
family during a crisis.  

RECOMMENDATIONS: 

Provide clear direction and consistent messaging regarding the promotion and usage of 
the National Suicide Prevention Lifeline 1-800-273-TALK (8255) as a national suicide 
prevention hotline resource available to all Service Members and their families, as well as 
the use of local crisis hotlines (or information lines) focusing on specific populations. 

Formalize existing interconnectedness of the DCoE Outreach Call Center, National Suicide 
Prevention Lifeline, and Military OneSource to enable each agency to quickly and 
effectively route calls to appropriate responders. Ensure ongoing quality review and quality 
improvement efforts focused on emergency rescue situations, follow-up referrals for callers 
at-risk, and linkages with community providers of crisis services (e.g., mobile outreach 
teams). 

Optimize the availability of suicide hotline services to deployed Service Members using the 
same National Suicide Prevention Lifeline number to ensure best response capabilities. 
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7.3.5 Ensure all òhelping professionalsó are trained in the competencies to deliver 
evidence-based care for the assessment, management, and treatment of 
suicide-related behaviors. 

 
DISCUSSION: Based on discussions with άhelping professionalsέ at various installations and an 
overall review of suicide prevention efforts within the DoD healthcare system, the Task Force, 
noted that current clinical practices for the assessment, management, and treatment of 
suicide-related behaviors are not often evidence-based. Although the field of suicidology 
continues to struggle with establishment of evidence-based practices for suicide prevention, 
there is solid expert consensus on assessment, management, and intervention strategies 
considered as best practices for the care of suicidal individuals. Given that the current DoD 
healthcare system shows much variability in the care of suicidal Service Members, a uniform, 
systematic, and scientifically informed approach is much needed. The development of clinical 
practice guidelines for evidence-based assessment, management, and treatment of suicide-
related behaviors should address the currently observed system-wide gap.  

Furthermore, a standard practice for documentation of care has not yet been developed. The 
±ŜǘŜǊŀƴΩǎ IŜŀƭǘƘ !ŘƳƛƴƛǎǘǊŀǘƛƻƴ ό±I!ύ Ƙŀǎ ŀƭǊŜŀŘȅ ŜǎǘŀōƭƛǎƘŜŘ ŀ ǎǘŀƴŘŀǊŘ ƻŦ ŎŀǊŜ ŀƴŘ 
developed the medical documentation infrastructure to document care, create comprehensive 
interdisciplinary treatment plans, and identify high-risk individuals across the continuum of 
healthcare. Within the DoD, multiple applications have been developed to complement AHLTA, 
but none have been proven to be functional, reliable, or are close to fruition. 

A DoD suicide prevention practice guideline can establish a scientifically informed standard of 
care and documentation for suicidal Service Members. The practice guidelines may be 
established by the formation of an expert group of civilian, DoD, and VA suicidologists, 
researchers, practitioners, chaplains, and even consumers who can then consider the specific 
needs of suicidal Service Members. Clinical issues, such as the management of suicide-related 
behaviors in deployed settings, determination of suicide risk, consultation versus second 
opinion practices, standardized assessment and documentation procedures, and treatment 
strategies, can be addressed comprehensively in the practice guideline. The development and 
implementation of a DoD practice guide for suicide prevention, as described, can then be used 
as a solid foundation for the continuing education training provided to all DoD providers. 

RECOMMENDATION 

Develop clinical practice guidelines to promote the utilization of evidence-based practices 
for the assessment, management, and treatment of suicide-related behaviors. 

FINDING: No DoD clinical practice guidelines exist for evidence-based assessment, 
management, and treatment of suicide-related behaviors. 
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DISCUSSION: Task Force site visits, as well as formal and informal conversations with DoD 
healthcare providers, indicated that providers appear to be under-resourced for the large 
amount of tasks they must complete. The Task Force received contradictory reports on the 
waiting times needed to receive services at installations, including outpatient treatment. For 
military behavioral healthcare to play an effective role in suicide prevention, Service Members 
at-risk must be able to access care in a reasonable time frame. Although waiting times for 
services at many DoD healthcare facilities may be reviewed routinely as part of continuous 
quality management, efforts to shorten these waiting times may be challenging given the 
current strain on the system. Therefore, it is imperative that given the demand for behavioral 
healthcare services within the DoD, sufficient resources are allocated to ensure Service 
Members have timely access. 

RECOMMENDATION: 

Dedicate sufficient  behavioral health resources to military health facilities to allow for 
timely mental health assessment and treatment.  

 
 

 

DISCUSSION: Given that DoD healthcare providers and chaplains have a wide range of 
academic and professional backgrounds, there is concern that not all may have had focused 
training on the topics of suicide risk assessment, management, and treatment. Even if some 
providers and chaplains had received such training previously, continuing education on recently 
established evidence-based practices for suicide assessment, management, and treatment of 
suicidal Service Members is needed for all involved in the delivery of care. Although it might be 
assumed that all mental health professionals are routinely trained in suicide prevention skills as 
part of their education and training, research has shown that this is not the case. 

Neither the Army nor the Navy has provided systematic training in suicide risk assessment, 
management, and treatment to its behavioral healthcare workforce. The Air Force and USMC 
provided one-time training on assessing and managing suicide risk, with no known plans to 
repeat this training, although both have manuals for their behavioral health providers regarding 
the assessment and management of suicidal patients. Service Members at risk for suicide 
deserve to receive optimal treatment. By ensuring that all healthcare providersτespecially 
primary care physicians, behavioral health specialists, and chaplainsτare trained in the most 

FINDING: Military healthcare providers (including behavioral health providers) and 
chaplains are insufficiently trained to deliver evidence-based assessment, management, 
and treatment services to Service Members with suicide-related behaviors. 

FINDING: Timely access to behavioral healthcare is inconsistent across military 
installations. 

60 



 
DoD Task Force on the Prevention of Suicide by Members of the Armed Forces 

 

94  
 

advanced suicide prevention strategies, DoD can be more confident that all at-risk Service 
Members will be managed properly and therefore will be less likely to relapse. The training of 
chaplains cannot be emphasized enough. Frequently, these are the first professional caregivers 
that distressed military personnel consult; consequently, chaplains serve an instrumental role in 
the DoD suicide prevention effort. All chaplains should receive appropriate ongoing suicide 
prevention and care training. 

RECOMMENDATION: 

Train all military healthcare providers (including behavioral health providers) and chaplains 
on evidence-informed suicide risk assessment, management, and treatment planning. 
Create and provide continuing education tailored to their specialty and area of expertise. 

 
 
7.3.6 Develop effective postvention programs to support families, Service Members, 

and unit leaders after a suicide. 

 
DISCUSSION: Postvention is the provision of crisis intervention, support, and assistance for 
those affected by a suicide death or by any tragedy or loss. The focus on postvention is likely to 
contribute strongly to a comprehensive DoD suicide prevention strategy because postvention is 
commonly known as one form of prevention. Currently, none of the Service-specific suicide 
prevention programs have targeted programs for postvention. The Task Force recognizes the 
importance and value of postvention, and the Task Force hopes that the recommendation 
provided here will address this observed gap. 

The death or severe injury of a Service Member, in peacetime as well as wartime, is inherently 
traumatic and is often a source of guilt and anger for survivors in the unit and family. Although 
many survivors cope effectively, others struggle with the aftermath of the suicide event or 
tragic loss of a loved one, experiencing adjustment and/or grief-related responses. In worst-
case circumstances, survivors (including ƳƛƭƛǘŀǊȅ ǇŜǊǎƻƴƴŜƭ ŜȄǇƻǎŜŘ ǘƻ ŀ ǇŜŜǊΩǎ suicide) may 
experience suicidal ideation and be at elevated risk for suicide themselves. Unit leaders, 
chaplains, and behavioral health providers must be aware of this increased risk and foster 
group cohesion to support the healing process and minimize isolation. This awareness can be 
accomplished by Service-specific programs that address the issue of postvention. For example, 
informational pamphlets that include a listing of resources may be prepared to disseminate 
knowledge to the immediate family and military unit.  

FINDING: Current DoD efforts in the area of suicide postvention are notably lacking. 
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RECOMMENDATION: 

Incorporate postvention programs targeted at the decedentôs military unit, family, and 
community after a tragedy or loss to reduce the risk of suicide. Postvention efforts must 
address Service Members affected by a significant loss, especially after a fallen comradeôs 
death in combat or in garrison when the unit is impacted. Unit-level postvention efforts also 
must focus on effective debriefing and prevention when they are impacted by a significant 
tragedy or loss. 

 

DISCUSSION: Following the death of a Service Member by suicide, first responders (the 
άƳŜŘƛŎǎέύ, chaplains, and casualty notification officers have an important and sensitive role in 
ƛƴǘŜǊŀŎǘƛƴƎ ǿƛǘƘ ǘƘŜ ǎǳǊǾƛǾƻǊΩǎ ŦŀƳƛƭȅ ƳŜƳōŜǊǎΦ aŀƴȅ ǎǳǊǾƛǾƛƴƎ ŦŀƳƛƭȅ ƳŜƳōŜǊǎ ƴƻǘŜ ǘƘŜ 
significance of such interaction in their grieving and healing process. In turn, many first 
responders, chaplains, and casualty notification officers who are exposed to suicide (and death 
cases, in general) face emotional consequences such as vicarious traumatization which may 
ōŜŎƻƳŜ ŀ άƘƛŘŘŜƴ ǿƻǳƴŘέ. 

Although all first responders, chaplains, casualty notification officers, and investigators 
interviewing surviving family members receive training about handling cases of death, generally 
they do not receive targeted training for handling a suicide death event; nor do they receive 
training in dealing with their emotions, especially in regard to dealing with grieving families. 
During visits, Task Force members learned that these individuals expressed an interest in 
training and noted that they would benefit from it. Targeted postvention training for this group 
would focus on many factors that separate a death by natural causes from a death by suicide. 
For instance, first responders should learn about the types of concerns and immediate 
reactions that surviving family members might have following a suicide death of a loved one. 
Chaplains may benefit from increased sensitivity to issues pertaining to religion, spirituality, and 
death by suicide, and how, occasionally, well-intentioned but insensitive mention of such issues 
might cause harm to the surviving family member. Casualty notification officers can learn about 
specific procedures for implementation in the cases of suicide and/or suspected suicide deaths. 
Overall, a DoD suicide postvention training program tailored to the needs of first responders, 
chaplains, casualty notification officers, and family interviewers would have significant value to 
all involved.  

FINDING: No DoD suicide postvention training program exists that is targeted at first 
responders, chaplains, and casualty notification officers on how to best work with famiies 
and next of kin. 
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FINDING: No DoD-sponsored postvention programs exist that directly meet the needs 
of surviving family members of Service Members who die by suicide. 

RECOMMENDATION: 

Train first responders, chaplains, casualty notification officers, and family interviewers on how 
to best respond to suicide and suicide-related events when working with families or next of 
kin. 

 
 

DISCUSSION: During visits to 19 military installations, 8 public meetings, and discussions with 
military surviving family members at the TAPS National Military Suicide Survivor Seminar and 
Good Grief Camp, the Task Force learned that surviving family members have numerous 
questions following the deaths of their loved ones. Family members explained that from their 
perception, some commanders and others in the military community believe that discussing the 
death of a Service Member by suicide with their families would be harmful or damaging to 
them. Actually, families need information to fill the voids created by their questions in order for 
them to reach a sense of closure.  In addition, many families reported that they had information 
ǘƻ ǎƘŀǊŜ ǿƛǘƘ ǘƘŜ ƳƛƭƛǘŀǊȅ ŀōƻǳǘ ǘƘŜ ŎƛǊŎǳƳǎǘŀƴŎŜǎ ƻŦ ǘƘŜƛǊ ƭƻǾŜŘ ƻƴŜΩǎ ŘŜŀǘƘ ŀƴŘ ǿŀƴǘŜŘ ǘƻ 
give input to the military so that important preventive lessons could be learned; however, they 
were not provided an opportunity to contribute. Recent research reveals that suicide survivors 
benefit from active involvement in the discovery process regarding the loss of their loved one, 
along with participation in a support group. Survivors also may benefitτif ready, willing, and 
trained to do soτfrom assisting others in their grief process. For instance, survivors who 
helped others at difficult times of discovery and notification reported healing from their own 
losses in ways they could not have imagined (Suicide Survivors as First Responders: The LOSS 
TEAM, http://www.lossteam.com/). 

RECOMMENDATION: 

Provide families with comprehensive emotional support following the death of a loved one 
by suicide. All those affected, including significant others and battle buddies, should have 
access to resources that will help them cope with traumatic grief, such as the peer-based 
support organization Tragedy Assistance Program for Survivors (TAPS) and the 
Department of Veterans Affairs (VA) Vet Centers. These organizations offer free services 
to all who are grieving, with focused support for suicide loss.  
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DISCUSSION: Families, friends, and peers of Service Members who die by suicide are affected 
profoundly by the trauma of the suicide death and struggle to understand causal factors. As 
they search for information pertaining to the death, they often talk with ƭƻǾŜŘ ƻƴŜǎΩ ŎƻƳǊŀŘŜǎ 
in arms, read the suicide note, review incident reports, study the autopsy, and reflect on 
childhood experiences. When the surviving family members are at a point in their grief that 
they are able to focus on learning these factors, they become active investigators. In time, they 
often come to understand the larger picture of the death, beyond tƘŜ άŦƛƴŀƭ ǎǘǊŀǿέ όŜΦƎΦΣ ŀ ŦƛƎƘǘ 
with their spouse or a drinking binge). Throughout the criminal investigation process, many 
surviving families have contact with investigators assigned to review the death of their loved 
one. Communication between these two parties is important to not only the manner of death 
determination but also the overall suicide postvention efforts. However, many officers do not 
receive focused training regarding how to best interact and communicate with family members 
of Service Members who died by suicide. 

To benefit from the wealth of information potentially available from surviving family members 
and to provide surviving family members with a respectful and efficient handling of their case, 
investigators could best interact with famƛƭƛŜǎ ǘƘǊƻǳƎƘ ŀ ǘǊŀƛƴŜŘ άŦŀƳƛƭȅ ŀŘǾƻŎŀǘŜΣέ ǇǊŜŦŜǊŀōƭȅ 
with some training in psychology, social work, behavioral health, or related field as part of the 
investigation teamΦ YŜȅ ǘƻ ǘƘƛǎ ŀŘǾƻŎŀǘŜΩǎ ǎǳŎŎŜǎǎ ƛǎ ƘƛǎκƘŜǊ ǘǊŀƛƴƛƴƎ ƛƴ ǎŜƴǎƛǘƛǾƛǘȅ ǿƘŜƴ ŘŜŀƭƛƴƎ 
with suicide survivors. Training should focus on how to effectively gather information from 
families, support them through their traumatic grief, filter this new information for evidentiary 
value, and submit relevant evidence and information to the appropriate investigators. Lacking 
this family advocate, families may turn to their Members of Congress or to the media to obtain 
ƛƳǇƻǊǘŀƴǘ ƛƴŦƻǊƳŀǘƛƻƴ ŀōƻǳǘ ǘƘŜƛǊ ƭƻǾŜŘ ƻƴŜǎΩ ŘŜŀǘƘΦ Meeting the needs of surviving family 
members during the investigative process is a significant endeavor to which DoD must pay close 
attention. 

One SƻƭŘƛŜǊ ǿǊƻǘŜ ƛƴ Ƙƛǎ ǎǳƛŎƛŘŜ ƴƻǘŜ ǘƘŀǘ ǘƘŜ Ŧƛƴŀƭ ǘǊƛƎƎŜǊ ƻƴ ǘƘŜ Řŀȅ ƻŦ Ƙƛǎ ŘŜŀǘƘ ǿŀǎ άǘƘŜ 
ǎƴƻǿŦƭŀƪŜ ǘƘŀǘ ǘƻǇǇƭŜŘ ǘƘŜ ƛŎŜōŜǊƎΦέ Iƛǎ ŦŀƳƛƭȅ ƭŜŀǊƴŜŘ ŦǊƻƳ ǊŜŀŘƛƴƎ Ƙƛǎ ƧƻǳǊƴŀƭǎ ŎƻǾŜǊƛƴƎ ǘƘŜ 
previous years that it could have been the memory of the Iraqi child he crushed under his 
Bradley. It could have been the unarmed man he shot point-blank in the forehead during a 
house-to-house raid, or the friend he tried madly to gather into a plastic bag after the friend 
had been blown to bits by a roadside bomb, or the doctor he killed at a checkpoint. His family 
ŎŀǊŜŦǳƭƭȅ ǎƻǳƎƘǘ ƻǳǘ ŜǾŜǊȅ ōƛǘ ƻŦ ƛƴŦƻǊƳŀǘƛƻƴΣ ŜǾŜǊȅ ŎƭǳŜ ǘƻ ǘƘŜƛǊ ǎƻƴΩǎ ǎǳƛŎƛŘŜΦ ¢ƘŜȅ ŦŜƭǘ ǘƘŀǘ άƴƻ 
matter the terrible things he might have done, their son was a good person, a sensitive young 
Ƴŀƴ ǿƘƻ ǿŀƴǘŜŘ ǘƻ ǎŜǊǾŜ Ƙƛǎ ŎƻǳƴǘǊȅΦέ ¢ƘŜȅ ǿŜǊŜ ƳƻǘƛǾŀǘŜŘ ǘƻ ƛŘŜƴǘƛŦȅ ŜǾŜǊȅ ŦŀŎǘƻǊ ƭŜŀŘƛƴƎ ǘƻ 
ǘƘŜƛǊ ǎƻƴΩǎ ŘŜŀǘƘΤ ƛƴ ŘƻƛƴƎ ǎƻΣ ǘƘŜȅ ōŜŎŀƳŜ ǾŀƭǳŀōƭŜ ƛƴǾŜǎǘƛƎŀǘƻǊǎΦ !ǎ ƛǎ ǳƴŘŜǊǎǘŀƴŘŀōƭŜΣ ŦŀƳƛƭȅ 
members could benefit greatly from a trained, caring family advocate. 

FINDING: Services Investigative agencies benefit from a family advocate avaliable to 
support families through the investigative process, gain key information from family 
members and respond to inquiriesinvestigation when the investigation department is 
staffed with trained officers assigned to conduct family liaison. 
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In addition to providing the family with a centralized point to provide additional information, 
the evidence and insight collected by the family and submitted to the family advocate will 
inform the investigation and offer insight into future suicide prevention activities. 

RECOMMENDATION: 

Ensure that Service criminal investigation agencies are staffed appropriately with family 
advocates trained in communicating with family members whose loved ones might have 
died by suicide. Maintain effective communication with surviving family members during 
the investigative process. 

 
 

DISCUSSION: Suicide survivors expressed concern regarding the lack of consistency in memorial 
services provided for Service Members who died by suicide. At some installations, the death 
was not publicly acknowledged at all, whereas at others, full memorial services hosted by the 
unit and or installation were provided. It is apparent that some leaders choose to differentiate 
which deceased Service Members were honored by military-sponsored memorial services 
ōŀǎŜŘ ƻƴ ǘƘŜ ƳŜƳōŜǊΩǎ ƳŀƴƴŜǊ ƻŦ ŘŜŀǘƘ ǊŀǘƘŜǊ ǘƘŀƴ ǘƘŜir life, their service to the nation and 
their contributionsΦ Lƴ ǘƘŜ ǿƻǊŘǎ ƻŦ aŀƧƻǊ DŜƴŜǊŀƭ ²ƛƭƭƛŀƳ ¢ǊƻȅΣ ά²Ŝ ǎƘƻǳƭŘ ōŜ ƳŜƳƻǊƛŀƭƛȊƛƴƎ 
hƛǎ ǎŜǊǾƛŎŜ ǘƻ ǘƘŜ ƴŀǘƛƻƴΣ Ƙƛǎ ǎŜǊǾƛŎŜ ƛƴ ŎƻƳōŀǘΦ IŜΩǎ ŀ ǾƻƭǳƴǘŜŜǊΣ ŀ ƳŜƳōŜǊ ƻŦ ŀ ŦǊŜŜ ƴŀǘƛƻƴ ǿƘƻ 
ŎŀƳŜ ŀƴŘ ƧƻƛƴŜŘ ƻǳǊ Ǌŀƴƪǎ ǘƻ ŘŜŦŜƴŘ ǘƘƛǎ ŎƻǳƴǘǊȅΣ ŀƴŘ ǘƘŀǘΩǎ ǿƘŀǘ ǿŜ ǎƘƻǳƭŘ ōŜ 
memorializingτƴƻǘ ǇŀǎǎƛƴƎ ƧǳŘƎƳŜƴǘ ƻƴ ǘƘŜ ƳŀƴƴŜǊ ƻŦ Ƙƛǎ ŘŜŀǘƘέ όMauer, 2010).) 

RECOMMENDATION: 

Develop a consistent DoD policy on memorials that encourages remembrance based on 
how the Service Member lived, rather than the manner of death. Use WHO/IASP 
guidelines to avoid increasing risk through glamorizing death, and SPRC 
recommendations for conducting memorial services. 

FINDING: Occasionally, Service Members who die by suicide are denied a military 
memorial service with military honors. 

Age: 19 
Rank/Occupation: Army Private First Class/Infantry  
Service Branch: U.S. Army 

This young Soldier became troubled by an e-mail message that he received from his fiancée at the 
airport while waiting to depart Iraq for mid-tour leave. She told him that she was breaking off their 
engagement because she had found someone else. Once home during leave he was quiet and shared 
very little of his experiences abƻǳǘ LǊŀǉΦ Iƛǎ ƳƻǘƘŜǊ ǎŀƛŘΣ άIŜ ŎƻǳƭŘƴΩǘ ǎƭŜŜǇ ƻǊ Ŝŀǘ ŀƴŘ ǿŀǎ ǿƛǘƘŘǊŀǿƴΦ 
We walked on eggshells, not knowing what to say or what not to say. There was no Army base nearby. 
L ƘŀŘ ƴƻ ƻƴŜ ǘƻ ŎŀƭƭΦ L ŘƛŘƴΩǘ ƪƴƻǿ ǿƘŀǘ ǘƻ ŘƻΦέ ¢ƘŜ Řŀȅ ōŜŦƻǊŜ ƘŜ ǿŀǎ ŘǳŜ ǘƻ ǊŜǘǳǊƴ to Iraq, the 19-
year-old ƪƛƭƭŜŘ ƘƛƳǎŜƭŦ ƛƴ ǘƘŜƛǊ ƎŀǊŀƎŜΦ άLŦ ƻƴƭȅ ƘŜ ŎƻǳƭŘ ƘŀǾŜ ǊŜŀŎƘŜŘ ƻǳǘ ǘƻ ǎƻƳŜƻƴŜ ǿƘƻ ǳƴŘŜǊǎǘƻƻŘ 
Ƙƛǎ ǇŀƛƴΣέ Ƙƛǎ ƳƻǘƘŜǊ ǎŀƛŘΦ άIŜ ǿŀǎ ǎŜƴǘ ƘƻƳŜ ƛƴ ŀ ŎǊƛǘƛŎŀƭ ǎǘŀǘŜ ǿƛǘƘƻǳǘ ŀ ǎǳǇǇƻǊǘ ƎǊƻǳǇΦ IŜ ƘŀŘ ƴŜǾŜǊ 
been exposed to death before. I thƛƴƪ ƘŜ ǿƻǳƭŘΩǾŜ ōŜŜƴ hY ƛŦ ƘŜ ƘŀŘƴΩǘ ŎƻƳŜ ƘƻƳŜ ƻƴ ƭŜŀǾŜΦΦΦƛŦ ƘŜ had 
ǘƘŜ ǎǳǇǇƻǊǘ ƻŦ Ƙƛǎ !ǊƳȅ ōǳŘŘƛŜǎΦέ  
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7.4 Surveillance, Investigations, and Research 

7.4.1 Conduct comprehensive surveillance aimed at identifying individuals at-risk 
and informing prevention efforts. 

DISCUSSION: Surveillance, which is a critical part of public hŜŀƭǘƘ ǇǊŀŎǘƛŎŜΣ ƛǎ ŘŜŦƛƴŜŘ ŀǎ άǘƘŜ 
ongoing and systematic collection, analysis, and interpretation of outcome-specific data for use 
ƛƴ ǘƘŜ ǇƭŀƴƴƛƴƎΣ ƛƳǇƭŜƳŜƴǘŀǘƛƻƴΣ ŀƴŘ ŜǾŀƭǳŀǘƛƻƴ ƻŦ ǇǳōƭƛŎ ƘŜŀƭǘƘ ǇǊŀŎǘƛŎŜέ ό¢ƘŀŎƪŜǊ ϧ 
Berkelman, 1988). By definition, surveillance systems provide data collection and analyses. The 
timely dissemination of the analyses to persons or a group of persons responsible for the design 
and implementation of effective prevention and intervention related to suicide and suicidal 
behaviors among Service Members is critically important. The DoDSER is a good start in 
enhancing surveillance, and the Task Force recommends that it be refocused and matured as an 
effective suicide prevention surveillance tool. 

Surveillance via the DoDSER, properly and systematically conducted, should consistently inform 
prevention activities and programs. This effort can be best accomplished by collecting data 
through epidemiological research that indicates subgroups at increased risk. A structural 
mechanism needs to be developed and implemented to analyze surveillance data, interpret its 
relevance, and translate findings into policy and program strategy to modify and adapt 
programs in a dynamic manner as often as appropriate to effectively prevent suicides. 

RECOMMENDATION: 

Structure DoD to implement surveillance efforts in a standardized manner, with a core 
focus on informing and improving suicide prevention activities. The DoDSER must be 
matured, expanded, and refocused to fulfill this surveillance role. 

 

DISCUSSION: The only current surveillance tool used by all military Services is the DoDSER. The 
DoDSER is a significant improvement on previous methods of surveillance and reflects success 
at standardizing the data elements collected across the Services. However, the DoDSER in its 
current form is inadequate and insufficient to inform prevention efforts or aid in the reduction 
of suicide mortality and morbidity. The DoDSER represents an admirable effort to standardize 
reporting of suicide deaths across the four Services, but it has not yet been shown to be 
effective as a tool for suicide prevention. In its current format, the DoDSER does not provide 
valid and reliable data, and it often relies on data identified only if the command is aware. The 

FINDING: Currently, DoD does not have a standardized approach to suicide 
surveillance that informs suicide prevention efforts. 

FINDING: Standardization of the DoDSER is hindered by variable processes regarding 
who collects and enters data and a lack of training for the surveyor. 
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DoDSER focuses on demographics and chronic risk factors, not on acute risk factors and 
pathway observations (primarily regarding last days of life). For example, the Task Force 
learned nothing from the current version of the DoDSER regarding observations of recent 
insomnia or angry outbursts, agitation, expressed feelings of hopelessness, recent reckless 
behavior, etc. Moreover, in an attempt to standardize data elements, significant other data 
may be lost. For example, the DoDSER asks whether there was evidence of intent to die, but it 
does not allow the coder to document what that evidence was if it did exist. Nor is it 
administered in a standardized manner; data are entered into the DoDSER via a web form 
submitted by behavioral health providers, primary healthcare providers, or command-
appointed representatives. Significant concerns exist regarding the training and qualifications of 
these varied personnel to enter data consistently with decreased variation in interpretation.  
Training and discipline are needed to ensure quality entries are made. 

RECOMMENDATION: 

Standardize DoDSER surveillance throughout the DoD, including specification of 
qualifications of surveyor and required training.  

 

DISCUSSION: One issue the Task Force identified is that the DoDSER does not allow for valid 
analyses of risk factors because of restricted access to population data for a comparison 
matched sample. The Armed Forces Health Surveillance Center (AFHSC) maintains DMSS. A 
complex and time-intensive process for accessing DMSS data hinders effective DoDSER analysis 
and interpretation that would help inform prevention programs. Analysis would be facilitated 
greatly by an agreement to allow fluid and consistent access to DMSS for appropriate 
surveillance purposes, including the automatic filling of select DoDSER data fields.  

The DoDSER lacks dynamic, interview-based, observations of symptoms, behaviors, and 
communications along the pathway to suicide across the last days of life. Both DoDSER and 
DMSS are archived historical databases that do not contain this type of qualitative information 
to inform suicide prevention activities. This additional information will provide a much more 
robust rich source of data for analysis. The best case study would include a case-control 
research project based on standardized procedures, inclusive of interviewing family survivors 
and Service Member peers. 

RECOMMENDATION: 

Facilitate consistent and fluid access to DMSS by DoDSER for appropriate surveillance 
purposes that also allows for automatic filling of select data fields as appropriate. 
Aggregation of surveillance data reported using the DoDSER is intended to inform suicide 
prevention efforts across DoD and the Services through centralized offices at both levels, 
thus access to DMSS is essential. 

FINDING: Valid DoDSER analysis of risk and protective epidemiologic factors is 
hindered by access challenges to the Defense Medical Surveillance System (DMSS). 
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7.4.2 Standardize investigations of suicides and suicide attempts to identify target 
areas for prevention policies, procedures, and programs. 

DISCUSSION: Investigations of suicides and suicide attempts are inadequate to inform suicide 
prevention programs. Investigations currently focus on possible criminal activities associated 
with a death and/or to solve a difficult undetermined cause of death case. The collection of 
data identified through investigation, which can be aggregated across a large series of cases of 
military suicides and suicide attempts, is important to preventing future suicides. Investigation 
results must inform an understanding of common pathways to suicide, notably warning signs 
(e.g., behaviors, symptoms, other observable signs of distress) associated with, and proximate 
to, suicidal behavior that surveillance methods are unable to discern. Potential entry points for 
intervention may be revealed, facilitating development of public health messaging campaigns 
designed to highlight acute risk factors and points of entry for care. Investigation data informs 
us about gatekeeper and professional training programs, the dynamics of personal 
relationships, the command climate, personality nuances, and other environment issues that 
existed and may have contributed to the suicide. An investigation paints a picture of the 
dynamics surrounding the time of death. 

The psychological autopsy is the current best practice for collecting this sort of data. The 
psychological autopsy is an extensive and intensive retrospective recreatioƴ ƻŦ ŀ ŘŜŎŜŘŜƴǘΩǎ 
biography, notably focusing on the last days of life (hence, the pathway toward death). It 
involves the collection and analysis of a range of available and archived documents regarding 
the decedent (e.g., medical, psychiatric, legal, criminal, military, and educational records) and 
in-depth interviews with knowledgeable informants about the decedent (ranging from family 
members to peers). The result of this data gathering is a vibrant and dynamic picture of the life 
and the death trajectory of the decedent which reveals risks, vulnerabilities and the state of 
mind at the time of death. When aggregated over a large number of cases and analyzed, 
common acute risk factors (i.e., warning signs) may be observed, and common points at which 
interventions might have been instituted are often identified.  

DoD could benefit by performing a 2- to 3-year period of gathering baseline data from military 
suicides using a modified psychological autopsy/root cause analysis (RCA) protocol, 
systematically and scientifically administered to better define acute risk factors (observable 
signs, symptoms, and behaviors) and potential points of intervention along observed pathways 
to suicide, notably in the last days of life. The goals of such an effort would be identification of 
specific data elements to enhance and mature the current DoDSER; and inform future 
prevention efforts.  

FINDING: Currently, investigations are not standardized across DoD or within most of 
the Services. They are insufficient to inform suicide prevention programs. There is no 
policy governing the type and method of investigations of suicides or suicide attempts, 
and valuable information is lost that might prevent future suicides. 
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An example of this type of research may be demonstrated in the work of Gray and colleagues 
(2002), who conducted psychological autopsies on 151 consecutive youth suicides in the State 
of Utah. In addition to delineating common risk factors (e.g., 89 percent were males; 58 percent 
used firearms), these researchers documented that almost two-thirds of the decedents had 
contact with the state juvenile justice system and revealed a direct correlation between the 
number of felony referrals and increased suicide risk. 

When modified by aspects of another post-mortem investigative tool, the RCA, the 
psychological autopsy (which focuses mainly on the decedent) broadens to include a better 
understanding of the decedent in relationship to systems with which he or she interacts. The 
RCA is commonly used in hospital settings to discern whether issues of the hospital 
environment, staff training, staffing patterns, inter-staff communication, and the like might 
have played a role in a suicide of a patient while hospitalized. The outcome of this amalgam of 
the psychological autopsy and the RCA is an enhanced understanding of the reason that the 
suicide occurred, where it occurred, and the possible causal and proximate relationship 
between that environment and the individual. The American Association of Suicidology (AAS) 
currently employs such an amalgam in a causal analysis study of suicides on railroad rights-of-
way funded by the Federal Railroad Administration. In the DoD, an amalgam of the 
psychological autopsy and the RCA would inform as to potentially modifiable military service, 
healthcare, or other variables that might be linked to suicides among Service Members. 

RECOMMENDATIONS: 

Standardize the suicide investigation process across DoD with the sole focus being suicide 
prevention. The investigation process should be non-attributional, all-inclusive of the days 
and weeks preceding a suicide or suicide attempt, and be reported in a redacted form, 
from the Services to OSD, to maintain confidentiality.  

Institute a modified psychological autopsy and root cause analysis protocol with a 
standardized process of reporting to a centralized office at the Service and OSD-level. The 
results of modified standardized investigative procedures can be used to refine and modify 
the DoDSER and improve surveillance methods. A modified investigatory protocol must 
include a focus on last days of life; development of a pathway to death that enables 
identification of potential points of intervention; interaction between person and 
environment; and access to all currently collected surveillance, as well as medical and 
personnel records. 

Place investigative responsibilities in the Safety Division offices of each Service to 
leverage the expertise, external party team management experience, protected 
(confidential) approach, and effectiveness of aviation mishap investigations. 

Review legal protections and make recommendations to Congress, as necessary, to 
ensure protected status of investigations. 
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DISCUSSION: Autopsies are performed to determine the manner and cause of death. The 
location where a death occurs determines which jurisdiction and who is authorized to conduct 
the autopsy for that particular death. All deaths, including suspected suicides, occurring within 
federal jurisdiction are conducted by the Office of the Armed Forces Medical Examiner (AFME), 
regulated by DoDI 5154.30 (2003). All AFMEs and AFME-appointed examiners in the field are 
general or forensic pathologists. Most AFMEs have four to six years of post-medical school 
training and are eligible for board certification. Civilian MEs are physicians with forensic 
pathology specialty experience and/or credentials. Thus, autopsies that civilian authorities 
conduct on military members who die by suicide in civilian jurisdictions are performed by 
personnel with varied levels of education and experience (J. Cantrell, personal communication, 
16ς17 June 2010). 

AFME-conducted psychological autopsies are performed by mental health professionals who 
have active, unrestricted licenses, who have received specific forensic training to conduct the 
assessment, and who are authorized to conduct psychological autopsies and to submit reports 
of findings. Currently, only forensic psychologists and forensic psychiatrists conduct 
psychological autopsies (R. Malone, personal communication, 16 June 2010). 

With few exceptions, AFME performs autopsies on suspected suicide cases occurring on 
military installations outside the continental United States (CONUS). On military installations 
within CONUS, AFME performs most, but not all of the autopsies on suspected suicide cases. 
For suspected suicide cases occurring in the local civilian community, autopsies on deceased 
active duty military members may be performed by the authorized civilian official in that 
jurisdiction, or with authorized official permission, the AFME or AFME-affiliated ME may 
conduct the autopsy. From 1 January 2003 through 31 March 2009, AFME performed 36.1 
percent of the autopsies on cases resulting in suicide as the cause of death (AFME Briefing 1, 
October 2009).  

Occasionally, the manner of death is difficult to determine. Inconsistencies in autopsy findings 
and manner of death determinations may arise when civilian authorities perform the autopsy 
and the AFME classifies the manner of death as suicide. In these instances, what the civilian 
medical examiner or coroner determined as manner of death and what the AFME establishes as 
manner of death may conflict. This conflict may occur in cases of Russian Roulette, when an 
individual believes the weapon is empty and places it to his or her head and fires it, but the 
weapon is actually loaded. Other cases in which determining the manner of death is 
complicated involve what appear to be intentional automobile accidents. Many civilian medical 
examiners determine the manner of death in such cases to be accidental, whereas AFME will 
usually determine the manner of death as suicide. Occasionally, toxicology will reveal that the 
decedent was intoxicated by either drugs or alcohol, which may further complicate determining 

FINDING: Autopsy data that local civilian authorities collect is often unavailable to the 
Armed Forces Medical Examiner (AFME) and delays a timely manner of death 
determination. 
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the manner of death. Risk-taking behavior by the decedent poses challenges when classifying 
the manner of death. Actions involving inherently dangerous behaviors carry a high risk of 
ŘŜŀǘƘ ŀƴŘ ƛƳǇƭȅ άǎǳō-ƛƴǘŜƴǘέ ǘƻ Řƻ ǎŜƭŦ-harm or accept the risk of serious injury or death, and 
ŎƻƴƴƻǘŜ ŀƴ ŀŎŎŜǇǘŀƴŎŜ ƻŦ Ǉƻǎǎƛōƭȅ Ŧŀǘŀƭ ƻǳǘŎƻƳŜΦ !ǘǘŜƳǇǘƛƴƎ ǘƻ ŘŜǘŜǊƳƛƴŜ ǘƘŜ ŘŜŎŜŘŜƴǘΩǎ 
state of mind and intent are extremely difficult. Classification of such deaths as suicide provides 
a consistent approach and reflects the most common practice (AFME Briefing, 1 October 2009). 
hŎŎŀǎƛƻƴŀƭƭȅΣ ǘƘŜ ƳŀƴƴŜǊ ƻŦ ŘŜŀǘƘ ƛƴ ŀ ŎƻƳǇƭŜȄ ŎŀǎŜ Ƴŀȅ ōŜ ŎƭŀǎǎƛŦƛŜŘ ŀǎ άǳƴŘŜǘŜǊƳƛƴŜŘΦέ ¢Ƙƛǎ 
classification is used when the information pointing to one manner of death is no more 
compelling than one or more other competing manners of death in consideration of all 
available information. The final arbiter in such cases is the AFME. 

In accordance with DoDI 5154.30 (2003), autopsies must be completed within 60 days of 
receipt at AFME. Autopsy reports may require up to 6 months for completion because of 
pending pathology reports, but completion is often delayed pending receipt of information 
from civilian authorities, which usually go well beyond 6 months. 

Problems arise if AFME requires additional information from civilian investigation (criminal or 
ME) authorities when performing the autopsy in a case where the death occurred outside a 
military base or federal jurisdiction. This is particularly common in cases that appear to be a 
straightforward suicide in which the civilian criminal investigation is closed quickly and further 
information that AFME might need from the civilian criminal authority is gone. 

AFME requires a variety of information to complete autopsy reports, some of which is often 
missing or absent (not required) in civilian autopsy reports. Occasionally, AFME can obtain the 
information needed from the civilian ME, but in other cases, civilian authorities will not release 
any information to the AFME without a subpoena. These factors depend entirely on the civilian 
jurisdiction regulations of the state in which the death occurred.  In addition, there is a much 
ƘƛƎƘŜǊ ǳǎŜ ƻŦ άǳƴŘŜǘŜǊƳƛƴŜŘέ ŀǎ ŀ ƳŀƴƴŜǊ ƻŦ ŘŜŀǘƘ ƛƴ ŎƛǾƛƭƛŀƴ ŀǳǘƻǇǎƛŜǎΦ 

Data that AFME collects from autopsy cases with the confirmed cause of death as suicide is 
provided on request directly to the Service Suicide Prevention Program Managers (SPPM). 
SPPMs work weekly with the AFME directly to ensure accurate accounting of the suicides and 
consistency of information regarding pending and confirmed suicides.  

Because of the consistent, reliable standards that AFIP and AFME employ, autopsies performed 
by AFME produce high-quality and quantity of data. Autopsies conducted outside the federal 
ŀǳǘƘƻǊƛǘȅ ƻŦŦŜǊ ŀ άƳƛȄŜŘ ōŀƎέ ƻŦ ǉǳŀƭƛǘȅ ŀƴŘ ǉǳŀƴǘƛǘȅ ƻŦ Řŀǘŀ ŎŀǇǘǳǊŜŘ ŀƴŘ ƻōǘŀƛƴƛƴƎ ǘƘŜ Řŀǘŀ 
can be problematic. Most Service Members autopsies, with respect to suicide, are done in the 
civilian community. 
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RECOMMENDATION: 

Recommend legislation to create procedures that facilitate the timely transfer and sharing 
of civilian autopsy findings on Service Members (Active Duty, Reserve Component, 
National Guard) with the Armed Forces Medical Examinerôs Office. Evaluate the 
appropriateness and necessity of access to other civilian findings to improve the tracking 
of members of the Armed Forces at-risk.  

 
 
7.4.3 Ensure that all initiatives and programs have a program evaluation component 

DISCUSSION: The Services should be commended for spending significant time and money 
developing new initiatives for suicide prevention. In particular, in recent years, they have 
dramatically increased the pace and quantity of such resources and initiatives. The Task Force, 
although gratified to see the energy put forth to prevent suicides, found that with few 
exceptions, the Services do not evaluate these programs to determine whether they affect 
suicidal behavior or play a meaningful role in a carefully considered strategic approach to 
suicide prevention. Hence, there is no way of knowing whether such programs should be 
strengthened, discontinued, or continued in a modified manner. The lack of program evaluation 
contributes to a lack of knowledge about the effectiveness of any individual initiative and 
contributes to inefficient use of DoD resources, effort, and time. More importantly, ongoing 
evidenced-based improvements in suicide prevention programs are not feasible without such 
program evaluation.  

RECOMMENDATION: 

Every suicide prevention program initiated by DoD or the Services must contain a program 
evaluation component. 

 
 
7.4.4 Support and incorporate ongoing research to inform evidence-based suicide 

prevention practices. 

DISCUSSION: In recent years, the need for research programs on the topic of military suicide 
prevention has become more evident. The U.S. Army Research and Materiel Command has 

FINDING: Currently, no unified, strategic, and comprehensive DoD plan exists for 
research in the area of military suicide prevention. 
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FINDING:The Services do not routinely evaluate their suicide prevention programs to 
determine their effectiveness in helping to reduce suicidial behaviors 














































































































































































