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Executive Abstract

EXECUTIVE ABSTRACT

s directed by Sectio 733 of the National Defense Authorization Act (NDAA) for fiscal
@8SIFN) Hnndp> GKS {SONBIGFNER 2F 5S¥SyasS Saidlo
relating to prevention of suicide by members of the Armed Faéces¢ KS 5 SLJ NI Y Sy
Defense (DoD) Task Foroe the Prevention of Suicide by Members of the Armed Forces
(hereafter referred to as the Task Force) veasated and comprisedf sevenDoDand seven
non-DoD professionals with expertise in national suicide prevention policy, military personnel
policy, esearch 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, detailinghe research, results, and recommendations from a yleag review of

data, studies, programs, and discussions warvice Members, their families, and their
caregiversThe 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 icrtb&tion ofthe report (a compilation of each
is located in the appendices)

A Review of existing scientific literature

A Presentations from subjechatter experts

A Public information (including participation from family members of suicide victims)
A Panel discussions (including suicide attempt survivors)

A Information gathered from eyeen field visits to military installations.

The report explains the evolution of suicide preventiprograms within each of thee8/ices
and atthe enterprise level withirboD Also included are a series of powerful personal vignettes
of ServiceMembers anl their families who are living with the loss of a loved one to suicide

The Task Force arrived 48 findings and @ associated recommendationghich are discussed

in Section 7 of the body of the full report. A complete list of the recommendations sanbal
found at the end of the Executive Summary. The findings fall into four primary Focus Areas:
Organization and Leadershig/ellness Enhancement and Trainidgcess tpand Delivery af
Quality Cargand Surveillancelnvestigations, and Researchhe findings in each Focus Area
drive a set of Strategic Initiativeand for each Strategic Initiatiyéhere are a set of targeted,
actionable recommendations.The Task Forcealso provided a set of Foundational
Recommendationghat aggregate severalf the targeted recommendationsof whichthe Task
Forcebelievesare critical to asuccessfuDoDstrategy The Foundational Recommendations are
listedon page ES and can be found i&ection 7of the full report.
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EXECUTIVE SUMMARY

TASKFORCBEVISIONSTATEMENT
A military force fit in mind, body, and spirit that wins the battl
against suicide and stands

Background

Section 733 oflte National Defense Authorization Act (NDAA) for fiscal year 2009 directed the

{ SONBGIFNE 2F 5SF¥SyasS (G2 aSadlofAakK gAGKAY GKS
YIEGGSNAR NBfFGAYy3a G2 LINS@SYGA2Yy 2F adzadheRS o8&
Secretary (of Defense) a report containing recommendations regarding a comprehensive policy
RSaA3IySR (2 LINBOSYyld &adzAaOARS o6& YSYOSNBR 2F (f
Defense(DoD) Task Force on the Prevention of Suicide by Members ofAiheed Forces

(hereafter referred to as the Task Foreegs established, comprising seven DoD and seven non
DoDprofessionals with expertise in national suicide prevention policy, military personnel policy,
research in the field of suicide prevention, a 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 asdawirs for the group. Major General Philip Volpe,

initially the Deputy Commander of Joint Task Force, National Capital Region Medical (JTF

/ FlaSRUE YR fFGSNI GKS /2YYFIYRAYy3a DSYSNIf 2
Command, was appointed as the military-dwair of the Task Force. Ms. Bonnie Carroll,

Director ofthe Tragedy Assistance Program for Survivors (TAPS), was elected as the civilian co
chair.

The first step in reaching this visi@athe production of this report, a culmination of reviews of
data, studies, and programs; discussions v@tivice Members,families, and care providers;

and analyses of site visitsformation, research, and expert opinion. In this report, the Task
Force members have presented their findings and best consensus recommendations for
effective suicide prevention fogervice Membeas 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 sese 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 Iragi Freedom (OIF) agrtn

Enduring Freedom (OEF), two®fdzNJ b I A 2y Qa (I0R, YAS®.aThe pbygicalfahdh O &
psychological demands on both the deployed and-deployed warriors are enormouf the

5 years from 2005 to 2009, more than 1,100 members of the ArmedeBdook their own

lives, an average of 1 suicide every 36 hours. In that same period, the suicide rates among




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

Marines andSoldierssharply increased; the rate in the Army more than doubled. Numerous
commissions, task forces, and research reports haved@dSy 1 SR (G KS GKARRSY
¢ | N3he 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 operatiomaequirements have risen significantly, anganning

levels across thé&ervices remain too low to meet the evércreasing demandThis current
imbalanceplaces strain not only on those deploying, but equally on those who remain in
garrison. In the judgmenof the Task Force, the cumulative effects of all these factors are
contributing significantly to the increase in the incidence of suieide without effective action

will persist well beyond the duration of the current operations and deployments. Hsnglit
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 effogdeby the militaryServices. Theervices

have substantially increased tindocus 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 ti&rvices in attempting to address thisoming

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 drivers¢héces to @ploy 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 Faliseovered wide variations in the
implementation of many initiatives, many progranisat overlapped creating unnecessary
inefficiencies, and prevention opportunitieghat were missed because of gaps between
programs. Furthermore, many programs were miderstood 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 theograms been centrallgieveloped bythe Office of the
Secretary of DefenseOSD. The Task Force concluded that curresrvice effortswould
benefit from a comprehensive suicide prevention strategy, coordinated throughout Dbi3.
strategy should includadditional leader accountability to foster a command climate promoting
Service Member webeing and fithess. 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. Spefically, the Defense Advanced Research Projects AGe&HDARPA) Bio
Revolution programslevelop and leverage advances in all areas of biological and medical
sciences to improve DoD capabiliti@eard, 2008)In the past 15 years, in a similar fashion, the
military S NIDA O0Sa KIFI @S GF1Sy + tSFRAY3I NRd&n&makey (GKS
recently hare coordinated with other federal agencies to advance this work.

ES2



Executive Summary

Suicide prevention presents a significant challenge to the country at large. Unfortunately, those
who could provide the most help in understanding why people die bydaiiare 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 insight well. They describe myriad factors that
contributed to their inability to find another stratyy 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 preventithat we do know is that there is no single
common cause, butratié) R21T Sya 2F (1y2éy FLOG2NER G(KIFG AyO
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
designedto reduce risk and increase protective factors. These solutions should be directed
G26FNR | OKAS@AYy3 (GKS ¢Fal C2NOSQa QAraangy 27
sustaining a military force fit in mind, body and spifihere musbe 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.

FindingsandRecommended Strategic Initiatives

The Task Force commends the ArmedcEs for the suicide prevention initiatives it has
undertaken andknows of no other employer that has focused as much attention and resources

on suicide preventionHoweverthe Task Force found that the current vast expansion of suicide
prevention initiaives across thé&ervices was developed rapidly and separately by ezchice

for immediate execution. These initiatives could benefit from reengineering to improve suicide
prevention efforts. The rapidstablisiment ofthese initiatives resulted in a laci the cohesion

and coordination that normally would have come through a focused strategic planning process.
CdINIKSNXY2NB>X GKS S5SLINIYSyidQa 2NBFYATFGA2Y |
optimized. It lacks a designated policy office in OSD,néisédor policy standardization and
centralized surveillance. The Task Force also found that multiple deploymentdoagd
deployments have taken a toll on the force aitgifamilies, eroding the webeing(fithess)and

resilience of the force. This assenent is based on a review of ea88 NIJA OS Q& & dzh
prevention programs as well &rvice and DoD policies, research data, additional data sought
specifically by the Task Force, public testimony from experts and advocates, and site vi8its to 1
military installations throughout the continental United States. The Task Force heard from well

over 2,000 individuals. Servisddembers (junior enlisted, neanommissioned officers [NCO], and

officers), family members, commanders, behavioral health professionaigyc and military
community support services personnel were given the opportunity to provide their input.

The Task Foe arrived a#9 findings and 8 targetedrecommendationsvhich are discussed in
Section 7of the body of this reportA list of these@commendations can also be found at the
end of the Executive Summary. The findings fall into four primary Focus. Anegization and
LeadershipWellness Enhancement and Trainidgcess tpand Delivery afQuality Careand
Surveillancelnvestigatiors, and Research
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The findings in each Focus Area drive a set of Strategic Initiawelsfor each Strategic
Initiative, there are a set of actionableecommendations. We havalso provided a set of
Foundational Recommendationthat generally aggregate eseral of the more targeted
recommendations angvhichare critical to the success of the broader set of recommendations

Focus Ared.: Organization and Leadership

Overview: The Task Force believes that suicide prevention begins with a comprehensive
strategy that has the support of leaders at every levidie strategy willassistthe office of the
Undersecretary of Defense for Personal and Readiness(P&R)develop a coherent policy
Effective organizational structure is essential to develop enterpsisie policy as well as
procedural standardization anolversight To enhance suicide prevention efforts, and maintain
a lasting impact, DoD must organize appropriately, in conjunction withSHmeices. Suicide
prevention is a leadership responsibility frothe most senior leaders down to froiine
supervisors (firstine leaders). Distressefervice Members must be led to the best available
ohelping agerd through a positive and supportive command climat#eculture of total fitness,
should allowearly 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 FindingsAlthough the Services are adapting thangingsuicide prevention
demands,the absence of an adequately staffed and resourced OSD policy office on suicide
prevention leads to significant challenges to unity of effort. Similahg Service suicide
prevention program offices are nsufficientlystaffedandresourcedio meet the demandThe
Services provide numerous morale, quality of life, counsglingervention, health and
community services on installationand within units. Despite their availability, @anmunity
support services, medical treatment facilitiesdannitf S RSNAKA LI I NS 2FaSy ¢
installatiors, leading to poorly integrated approache®r effective suicide prevention
particularly for those Serce Memters at high risk Command climate surveys, which are
utilized by commandergalthough inconsistentlyare notwell designedto assess behavioral
health risk in the unit.In generalcommandersare not providedhe tools they needo: detect,
measure,and track unitlevel suicide risk factorsdentify individuals who are high risknd
inform local prevention activities. Military cultural normsehile beneficial for survival and
mission accomplishment on a battlefieldan sometimesstifle responsible hehseeking
behavior; the effect is a less fit force more vulnerable to suicide. Messagesstroraleaders
regarding suicide, suicide prevention, resilience, health\Madrior readiness frequently do not
sufficiently supportsuicide prevention effds: Srategiccommunicationsare often not focused
on positive prevention messages atltus there are missedpportunities to encourage help
seeking and overcome stigmaThe Task Force also foundthat occasionallyleadership
environments(usually at the juniosupervisoryand sometimes at the migjrade level resulted

in discriminatory and humiliating treatment ofervice Members who responsiblyosight
professional services for emotional, psychological, moral, ethical, or spiritual matteich not
only deters hé seeking but also reinforcéise stigma
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Detailed findings ath discussion can be found in Section 7 of the report beginning on4&age
Strategic Initiatives:

1.A. Create, restructure, and resource suicide prevention offices at OSC&thies,
instalations, 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 Jifg 2 N I f A-beSkingx K S f LJ
OSKI @A2NEZEé YR adzLJJ2 NI 525 adzi OARS LINB¢

1.D. Reduce stigma and overcome military cultusald leadershigoarriers to seeking
help.

1.E. Standardize suicide prevention policies and procedures

These Strategic lmatives drive 25 targeted recommendations that can be found in Section 7 of
the full report and are listed at the end ofifExecutive Summary

Focus Area 2: Wieéss Enhancement and Training

Overview: Military life, particularly in wartime, is inherelyt stressful on individuals and
presents a unique challenge to maintaining wellness. Efforts to enhanceb&mli, mental
fitness, resiliency, and the development of life skillsSemvice Members will have significant
impact on preventing suicide. Thessforts must include all areas of fitness: physical,
psychological, family, social, spiritual, financial, vocational, and emotionél and thesrvices
must continue to expend substantial effort to mitigate stressors by supporting programs that
strengthen protective factorsin these domains Stress on the forcenust be reduced.In
addition, kills-based training is imperative to preventing suicide. When individuals exhibit signs
of distress, peers, leaders, and family members must be able to recognizdatiger and
respond with appropriate support, including referral to intervention services. This focus area
addresses the need to meet the issue of overall Wwelhg and resiliency, not just by reducing
stress, but also by providing the programs and tragnmecessary to maintain and enhance both
mental and physical health of Service Members and their families

Summary of FindingsHeightened operational tempo, repeated deployments and insufficient
guantity and quality ofiwell time have had cunulative ftiguingeffect onService Members

and a degradation of the overall fithess and readiness of the f@eevice Members have been
incredibly resilient and have met the challenges of functioning at maximum throttle year after
year, but they need more thaan occasional pit stgpil KS& ySSR |y a2FF ast
recover, restore and renew their weleing.Furthermore, sicide prevention training programs
throughout the forcehave had less than optimagffectivenessbecausethey lack a strategic
approachand do not provide enoughkkillsbased trainingThe Task Force found evidence that
the Services have recently strengthened their emphasis on prevention and early intervention
through such efforts as resiliency training, comprehensive fithess and opeahtgsness
control, but there is still insufficient time devoted to enhancingritical life skillsas well as
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comprehensive fithessin addition, &mily membersgenerally do not receive adequate
education and training in suicide preventiamd they, above & f = I NBR $ KSO (02SNki¢
subtle behavioral changes associated with suicidal. Mken trainingis offered to family
members and friends, many obstacles prevent wider attendaifibere ispositive acceptance

by Service Members of embedding behaviotahealth providers in operational unitsvhich

needs to be further exploited.

Detailed findings and discussion can be found in Section 7 of the report beginning ofi5page
Strategic Initiatives:

2.A. Enhance welbeing, mental fitness, life skills, anesiliency
2.B. Reduce stress on the force and on military families

2.C. Transformsuicide preventiortraining of Service Members, leaders, and families
to enhance skills

These Strategic Initiatives drive 10 targeted recommendations that can be fol8ettion 7 of
the full report and are listed at the end ofifExecutive Summary

Focus Area 3: Access, and Delivery pQuality Care

Overview: An effective, multifaceted suicide prevention program must provide access te high
quality professional serees across the entirbealth andwellness continuum. These services
include assessment, diagnosis, counseling, and treatment. Services must be syncheomized
GKSNB FLIIINBLNAREFGSS adGrkyRFNRATI SR . SOFdaasS 27
behavor, 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 competémes$ipenders, crisis
hotline workers, and emergency department personnel, as well as chaplains, primary care
cliniciansand behavioral health cliniciansXill-based training programs that build essential
competencies must be tailored for the various pregenal 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 critidddis focus area addresses the need

to provide carethat is both accessible and of high quality $ervice Members and their
dependents.

Summary of FindingsAlthough there has been sonmexpansionin the numberof behavioral
health providers in all of the Servicesnely access to quality bekioral healtltare for Service
Members ontinues tobe a challengeMuch of the challenge can be attributed to the fact that
DoD medical treatment facilities suffilom the samewholesale shortagef behavioralhealth
careprovidersas foundacross American the civiian sector.In addition, eéspite the expansion
of non-clinical support services, adequate coordination is inconsistemingboth the support
services and among the providefurthermore, 8rviceMembers in the Reserve Components
faceadditionalchallenggswhenthey loseeasyaccess to myriathstallationbased support and
healthcare servicebecause theService Membersre generally not physically collocated with
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military installations ServiceMembers and their families are often unaware of theailabé
resources for suicideelated problems.There isinsufficient communicationamong clinical
providers, support services personnel, and commandevkich impedes the delivery of
effective care continuity, and management of transitionBhe Health InsuramcPortability and
Accountability Act(HIPAA is often misunderstood and oventerpreted, thus creating
additional, seHinduced obstacles to sharing information that may y®et suicide, especially

for at-risk Service Memberdn addition the current DoDelectronic medical documentation
platforms do not allow easy and systematic tracking of the care provided torisiglsuicidal
ServiceMembers.d { dzA OA RS 6 G OKE A& dzyI32OSNYSRzang2d &0
those conducting suicide watchreanot trained.Furthemore, there is insufficient trainingf
behavioral health, primary care amemergencymedical personnelas well as chaplaingn
evidencebased assessment, management, and treatment serviceSdice Members with
suiciderelated behaviors. Due to the variety of numeroushotline services for crisis
intervention, there is confusion as to which to utilimewhat circumstancesAdditionally, the
qguality of many hotline services is suspect because there does not appear to be universal
standards, oversight and accountabilitptegration of behavioral health servicesanprimary

care settingswhich could potentiallyproduce benefits in overcoming stigma and providing
necessary servicess underutilized Across DoD, after a tragedy 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 ad build resiliency, and tgrevent potential suicidal
behaviors as well as other destructive behaviétdditionally, &mily members noted that they
became highhdistressed when suicide investigatiowere conducted ly officers with little or

no family laison training.

Detailed findings and discussion can be foim&ection 7 of the report beginniran page45s.
Strategic Initiatives:

3.A  Ensure available and reliable access to ftjghlity behavioral healthcare

3.B Leverage andcoordinate military canmunity-based services, as well as local
civilian community services (especially witlspect to the Reserve Component)

3.C. Ensure continuity of behavioral healthcare, especially during times of transition,
to ensure seamlessnes$ healthcaredeliveryand care management

3.D. Standardize effective crisis intervention services and hotlines

3E 9yadzaNBE |ff GKStftLAYy3I LINPFSaarzylfaég I NB
evidencebased care for the assessment, management, and treatment of suicidal
behaviors

3.FE Develop effectivepostvention programs to support familiesirvice Members,
and unit leaders after a suicide
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These Strategic Initiatives drivé fargeted recommendations that can be found in Section 7 of
the full report and are listed at thend of ths Executive Summary

Focus Area 4: Surveillandnvestigations, and Research

Overview: The Task Force strongly believes that welhstructed surveillance is necessary to
inform and shape future suicide prevention programs. For surveillande teffective, it must

be standardized, centrally driven, and reported from tBervicelevel to DoD in a timely,
consistent, and reliable manner. Surveillance should be continuous and sustained.
Investigations into individual suicides and suicidal belravio 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 byStheces to
determine the effectiveness of thatrpgram in improing outcomes. Research must continue

to advance the science of suicidology to learn more about suicide and effective prevention
techniques

Summary of FindingsDoD does not have raeffective standardized pproach to suicide
surveillancewith the current configuration of th®epartment of Defense Suicide Event Report
(DoDSERand it issuboptimizedfor informing the improvement of Service suicide prevention
programs The inabilityof the DoDSER to access the current Defense Medical $amgell
System (DMSS) furthedegradesits potential as areaktime, effective, surveillance toal
Moreover, the investigation ofboth suicide attempts andcompleted suicides is not
standardized hindering the ability tomodify surveillance tools (i.e., DobR) Furthermore,
investigations are usually completed to either determine the cause of d@attifficult casep

or to determine if criminahctivity was involved in the death: Investigatioase generally not
done toimprovesuicide prevention programar prevent future suicide. Program evaluation is

not uniformly incorporatedthus the effectiveness of many programs cannot be determined.
Because a gold standard has not been established for evaluation, the Task Force was unable to
G 3 NJ Rrdce suicié programs. In addition, given currently available datee 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 suicidolbgye isa gap in
knowledge, specifically evidendmsed knowledge, with respect to suicidal behaviors and
suicide prevention practices

Detailed findings andiscussiorcan be foundn Section 7 of the report beginniran page45s.
Strategic Initiatives:

4.A. Conduct comprehensive surveillance atnat identifying individuals atsk and
informing prevention efforts

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

4.C Ensure all initiatives and programs have a program evaluation component

ES8
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4D. Support and incorporate ongoing research to inform evidebased suicide
preventionpractices.

These Strategic Initiatives drive targetedrecommendations that can be found in Section 7 of
the full report and are listed at the end ofifExecutive Summary

Foundational Recommendations:

These Foundational Recommndations are derived from the6/targeted recommendations
developed by the Taskorce They are considered critically important to the success of
developing a comprehensive DoD suicide prevention model.

1. / NBIF 4GS I da{ dzA GACRS 5tANBGS\V2(yAs2 (P&R) Bhs{arkdardizd (0 K A Y
policies and procedures with spectto resilieny, 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 nonDoD experts to assess pregs. Furthermore, this office will provide
guidance from which theServices 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 pos& command climate that promotes the wlking, total
FAGYySaazr | yR aKSBriideMeinBets ] MsigdficantFous dnkd&vildwing
better tools to assist commanders in suicide prevention must be undertaken.

3. Reduce stress on the force. Thep&c& 2 LISNI A2y a Ay (2RI &Qa YA
of ServiceMembers to be restored to themptimal state of readiness. There is a supply
and demand mismatch that creates a cumulative negative impact on the force. Reduce
stress by ensuring the quatitiand quality of dwell time allows for individual restoration
as the force is reconstituted over and over agaihis will allowService Members to
reestablish relationships and connectedness. If necessary, either grow the size of the
force to ensure addional uniformed endstrength to meet the demand or reduce the
mission demand.

4. Focus efforts orgerviceMember weltbeing, total fitness (of the mind, body, and spirit),
and development of life skills and resiliency to increase protective factors andatecr
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 helpeeking behavior and normalizes the caretioé
ohidden wounds incurred byServiceMembers.

6. Strengthen strategic messaging to enhance positive communications that generate the
behaviors and outcomes desired rather than highlighting the negative messaging about
G§2RI &8 Q& Thk fodus o yle3shgingd must migrate from speakitgysabout the
GGNY 3SReé¢ 2F adzAOARS |YyR (KS rmeducisiglhyg, d¢ 0SS
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encourage helgseeking, portrayconcerned leadership, and inspire hope by showing
that help really works.

7. Develop skilkbased training in all aspects of tnag regarding suicide prevention. The
current awareness and education efforts about suicide prevention are adequate, but
skillsbased training is deficient, especially among buddies, family membersl|irfgst
supervisors, clergy, and behavioral healthrgmnel.

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 bothActive andReserveComponent Service Members. Community health
and access to quality, competent services are essential to suicide prevention.

10.Ensure continuityand the managemenbf quality behavioral healthcare, especially
while in transition periods, tdacilitate a seamless transfer of awareness, management,
and treatment asService Members change locationgransitons need to be actively
managedand tools must be developed to actively manage them.

11.Mature and expand the DoDSER to serve as the maireilance 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 populatidor 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 pesltires 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 incorpteaevidencedbased solutions.
Focused research in suicide prevention for Service Memiseessential to identifying
best practices, decreasing variation pnevention practices, andn achieving desired
outcomes.

ConcludingRemarks

Considerable effort h& been expended by DoD, tHgervices, and innumerable caring and
dedicated individuals across the world in supportSfvice Members and their familiesThe
findings and recommendations herein are intended to guide DoD in its efforts to enhance the
work dready being done while ensuring a more fit and ready force for meeting the demands of
serving in the militarylt is our belief that implementation of the Task Force recommendations
and strategic initiatives will save livesdwill further propel DoD aa nationd leader in suicide
prevention.
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All Recommendatiothsstedby Focus Area and Strategic Initiative

RECOMMENDATIONS

Focus Area 1: Organization and Leadership (25 Recommendations) ‘

Strategic Initiative

Create, restructure, and resource suicide prevention offices at OSD, the

1A: Services, installations, and unit level to achieve unity of effort (Section 7.1.1).
Recommendation | Build, staff and resource a central OSD Suicide Prevention Office that can
1

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

Direct unit-level suicide prevention program officers to facilitate the

6 implementation of Service policies.
Strategic Initiative | Equip and empower leaders (provide them tools) to establish a culture that
1B: fosters prevention as well as early recognition and intervention (Section 7.1.2).
Recommendation | Strengthen and reinvigorate the fundamentals of military garrison leadership at
7

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 fithess 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 abikd.it
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

Di sseminate and enf or c ehatfprohebit mrejutiace] er a
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 fithess and
operational readiness. Support these policies by holding leaders and

supervisors accountable and by sustained communications campaigns.

Strategic Initiative | Develop strategicco mmuni cati ons t hat pr o-seeking |
1C: behavior s, 6 and support DoD s (Seaiand.23).pr e\

Recommendation | pevelop and implement sustainable training programs for PAOs serving Service
13

leaders, senior leaders, and installation commanders in crafting health-
promoting messages that support the goals and objectives of the Services 6
suicide prevention and health promotion programs; avoid counterproductive or
dangerous messages whenever making statements or discussing suicide-
related information or statistics.

Recommendation

Instruct PAOs to disseminate nationally recognized recommendations for

14 reporting on suicide as they interact with news media on the subject of suicide.
Recommendation | pevelop and disseminate communication guidelines to commanders for use in
15 the wake of a local suicide event.
Strategic Initiative | Reduce stigma and overcome military cultural and leadership barriers to seeking
1D: help (Section 7.1.4).
Recommendation | pevelop an aggressive Stigma Reduction Campaign Plan, communications
16

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 fithess
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 fromuseoft he t er m fAmalingering
suicide-related behaviors. Ensure DoD and Service suicide prevention policies

and guidelines eliminate using the w¢
Strategic Initiative | Standardize Suicide Prevention Policies and Procedures (Section 7.1.5).
1E:
Recommendation | jmplement DoD and Service guidance for commanders and military recruit
23

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

Strategic Initiative
2A:

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

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.

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

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

2B:
Recommendation | Balance uniformed end-strength with operational requirements by either
28 increasing military end-strength or decreasing operational commitments.
Recommendation | provide sufficient, high-quality dwell time for redeploying Service Members in
29

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 (TDMpootrexmemded ofige:

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

Transform suicide prevention training of Service Members, leaders, and families

2C: to enhance skills (Section 7.2.3).
Recomn;gndation 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

Focus Area 3:
Strategic Initiative

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

Access to , and Delivery of , Quality Care (31 Recommendation s)
Ensure available and reliable access to high-quality behavioral healthcare

3A: (Section 7.3.1).
Recommendation | implement policies that optimize access to care for all Service Members which
36

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 Membngs. s6 com

Recommendation

Develop interdisciplinary treatment plans for Service Members at risk for suicidal

38 behavior.
Recommendation | |mplement coordination of care plans across longitudinal lines (e.g., permanent
39

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

Optimize and coordinate community-based services to leverage their capabilities

41 to enhance protective factors for Service Members.
R mmendation . . . L
eco 42 Heils 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.




Executive Summary

RECOMMENDATIONS

Recommendation
43

Encourage Service Members to have annual face-to-facei ¢ o n f e rwithn ¢ ¢
chaplains for the purpose of resolving questions of guilt and to obtain referrals to
appropriate caregivers for other conc¢
expertise and experience.

Recommendation

Develop a comprehensive policy to promote systematic and regular

44 communication among clinical and non-clinical providers.
Strategic Initiative | Ensure continuity of behavioral healthcare, especially during times of transition,
3C: to ensure seamlessness of healthcare delivery and care management (Section

7.3.3).

Recommendation

Manage care across transition points and monitor Service Members identified as

45 being at risk for suicide.
Recommendation | Assess Military OneSource capabilities to ensure a seamless transition of care
46

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

Promote easy access to evidence-based treatments and community support

48 services for post-deployment Reserve Component Service Members.
Recommendation | Ensure all Reserve Component Service Members receive face-to-face
49

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 interdi scisgemphasizingy f
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

Takestepst o make fAmental fitnessd commen
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, aswellasiij ust i n timeod trai
training). If units have a suicide prevention coordinator, the management of
these rare instances could fall to tf}
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 #fAhelping professional so ar
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

Dedicate sufficient mental health resources to military health facilities to allow for

60 timely mental health assessment and treatment.
Recommendation | Train all military healthcare providers (including behavioral health providers) and
61

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

Develop effective postvention programs to support families, Service Members,

3F: and unit leaders after a suicide (Section 7.3.6).
Recommendation | |ncorporate postvention programs targetedatt he decedent 8s m
62

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
aftera f al | en cdeathrinecdnedt er 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 naotification 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 emaotional 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

Strategic Initiative

Focus Area 4: Surveillance, Investigations, and Research

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.

(10 Recommendations)
Conduct comprehensive surveillance aimed at identifying individuals at-risk and

4A: informing prevention efforts (Section 7.4.1).
Recommendation | Structure DoD to implement surveillance efforts in a standardized manner, with
67

a core focus on informing and improving suicide prevention activities. The
DoDSER must be matured, expanded, and refocused to fulfill this surveillance
role.

Recommendation

Standardize DoDSER surveillance throughout the DoD, including specification

68 of qualifications of surveyor and required training.
Recomrggndation 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

Standardize investigations of suicides and suicide attempts to identify target

4B: areas for prevention policies, procedures, and programs (Section 7.4.2).
Recommendation | Standardize the suicide investigation process across DoD with the sole focus
70

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

Recommendation | Recommend legislation to create procedures that facilitate the timely transfer
74 and sharing of civilian autopsy findings on Service Members (Active Duty,

Reserve Component, National Guard) with the Armed Forces Medical

Ex ami ner OEvalu@d theiagpmpriateness and necessity of access to

other civilian findings to improve the tracking of members of the Armed Forces

at-risk.

Strategic Initiative | Ensure that all initiatives and programs have a program evaluation component
4C: (Section 7.4.3).

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

Strategic Initiative | Support and incorporate ongoing research to inform evidence-based suicide
4D: prevention practices (Section 7.4.4).

Recommendation | Create a unified, strategic, and comprehensive DoD plan for research in military
76 suicide prevention: (1) ensuring that

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 Forceawmld like to dedicate this report to alervice Members whodied bysuicide

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 wasteeibplace 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 coyneitgss
who provided invaluable information and assist® throughout our datagathering phase
Without their dedication and commitmenthis report would not have been possible.

Personal Stories of Suicide

Every life is valuable. The following vignettes, although a small sampling, provide valuable
insight tounderstandng 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.oAlthe following vignettes andthe
photographs contained in this repodre 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 thodeoviost their lves to suicide.

Age: 22
Rank/Occupatiorspecialist/Aviation Mechanic
Service Branch: Army

As one of six sibling#his Soldier proudly joined the Army as part of a long standing family
legacyof serviceincluding his fathe & O dzNNBSah (ROTR dnsiétor. IH& was an Army

helicopter mechanic. He and his oldest brother were deployed to different parts of Iraq within

days of each other. When heturned from his deploymenthe was significantly troubled. He

needed help but did not seek it. Others did nmetognize that he was troubled and needed
professional assistance. He spiraled dewnd and tookK A & 2 ¢y fAFSd a1 S FSt i
get the psychtmgical help he needed from thailitary for fear it would jeopardize his future

career in the Arm¥ €isfakher said. "The [Armylvants itsSoldiersto be mentally healthy but

it's very hard for theSoldiergo get the help they need," he added.

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

This Marinewas a very alented 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 countryn July, 2009he was diagnosed with Bipolar
Disorderand went to his Sergeant for help because he was concerned about howi#tgaosis

was going to affect his service. Accordingwinesses his Sergeant berated him openly and
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When he was found in his barracks, a wedirn suicide hotline card was found lying on his bed.

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

This Sailor was challenged by juggling his cangéer 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 tareport to his siperiors in his dresslibes for an inspection. Instead, he returned
home and shot himself in his vehicle outside the hdime he shared with his wife and teenage
stepdaughter.

Age: 23

Rank/Occupation: Specidtggiecial Electronics

Service Branch: Army tNmal Guard

This Soldier was a decorated member of the Army National Guard. He served some very
personally challenging months in Irag where he witnessed the death of several of his buddies as
well as others he did not know. When he returned home afterdeployment, 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 loviugsthee

party type of person when he left fordq; 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, "H#urned with absolutely no support systems and
struggled because he was sepa@tfromthe only people who knew what he had been
through, and we aparents had nadea how to help him."

Age: 32

Rank/Occupation: Staff Sergeant/Security Forces

Branch of Service: Air Force

This Airman servetionorablyin the Air Force for 14 yeaend received numerous accolades
throughout hiscareep | Ada FTNASYR&a |yR FStf2g ! AN¥Sy RSao
gl a tglea t221Ay3 2dzii F2NJ KAa FStt26 ! ANYSY
f SFRSNIWeé | A& T YA éeréd fronb RIMEINSalRe Stieks DisordeiSandavezdF T
overwhelmed by his impending deploymerttis fourth to Iraq. He died by suicide in the
basement of his own home with his family upstairs.

Age: 19

Rank/Occupatiorivate First Clagsbmbat 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. Sheddler 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 toanother installation for hefirst duty assignmentA month after arrivingshe was
deployed tolrag. Although the policy in Irag was that fem&eldierswould 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 friemldq a sexual assault victim) died bycgie in Iraqg.

The Privatedid 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 Brarh: Marine Corps Reserve

This Marine was a Cobglot. He was fita model Marine,and the one that everyone else
would rely on the one that others wanted to be like. He was highly respectetiibyMarines

and feared letting any of them down. He hadiery successfulour in Iraq where he flew 75
missions. With exposure to numerous traumatic events during higelbmilitary career, he
sufferedfrom both depressiorand anxiety. When his depression worsened following e,

felt that he was no longer Waable 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"felvould be theend of his career
becatse everyone would see higlifferently.” He died by haging andis survived by his wife

and two young sons. At the funeral, a fellow Marine said, "Superman finally hit some
Kryptonite."

Additional vignettexan be foundn Section 7 bthe Report.
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Background, Organization, and Adies

1. BACK&ROUM, ORGANIZATION, AND ACTIVITIES
OF THE TASK FORCE

1.1 Congressional Charter and Task Force Membership

Charter

Section 733 of theNational Defense Authorizatrion Acfor fiscal year 2009 (FY09 NDAA)
RANBOGSR GKS {SONBGIl NE 2PepartBantof Befensé 2task fbréel | 6 f A
G2 SEIFYAYS YIFIGGSNE NBtFiGAy3a (2 LINB@Syilrazy 27
response to this directive, the Department of Defense Task Force on the Prevention of Suicide

by Members of the Armed Forces (Tds#rce) 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 Secretargo$®ef

I NBLER2NI O2yiGlFrAyAy3d aNBO2YYSyYyRIFGA2ya NBIIF NRAY
ddzA OARS 0@ YSYo0SNE Legidative Krifuade dlySediion C3B NiHe & 2609

NDAA can be found in Appendix Pae full set of requirements for theeport, as well as the

section(s) in which they are addressed, is listed below.

Section(s) where
NDAA Requirements Matrix Addressed

1. Not later than 12 months after the date on which all members of the task force have been appointed, the Section 7; App B
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.

2. Task force shall take into consideration completed and ongoing efforts by the military departments to 1.3; 1.4; Section 3;
improve the efficacy of suicide prevention programs. App B; D-F

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

(A) Methods to identify trends and common causal factors in suicides by members of the Armed Forces. 7.4.1; 7.4.2; AppB
(B) Methods to establish or update suicide education and prevention programs conducted by each military 7.1; 7.2.3; 7.4
department based on identified trends and causal factors. 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; AppB

(D) An assessment of suicide incidence by military occupation to include identification of military occupations 6.2, App B; App G
with a high incidence of suicide.

(E) The appropriate type and method of investigation to determine the causes and factors surrounding each 7.4.2; AppB
suicide by a member of the Armed Forces.

(F) The qualifications of the individual appointed to conduct an investigation of a suicide by a member of the 7.4.2; App B
Armed Forces.

G) The required information to be determined by an investigation in order to determine the causes and 7.4.1; 7.4.2; AppB
factors surrounding suicides by members of the Armed Forces.

(H) The appropriate reporting requirements following an investigation conducted on a suicide by a member of | 7.1.1; 7.4.2; App B
the Armed Forces.

(I) The appropriate official or executive agent within the military department and Department of Defense to 7.1.1; 7.4.2; App B
receive and analyze reports on investigations of suicides by members of the Armed Forces.

(J) The appropriate use of the information gathered during investigations of suicides by members of the 7.4.1; 7.4.2; AppB
Armed Forces.

(K) Methods for protecting confidentiality of information contained in reports of investigations of suicides by 7.4.2; AppB
members of the Armed Forces.

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

The Task Force is composed saiven @D and seven norDoD professionals, with specific
expertise in national suicide prevention policy, military personnel policy, research in the field of
suicde prevention, clinical care in mental health, and military pastoral care, as well as a family
member representative and representation from ea8arvice Major General Philip Volpe was
appointed as the military cohair, and Ms. Bonnie Carroll was electslthe civilian ca&hair.

The full list of Task Force members is shown below:

Alan Berman, PhIBBPP

Executive Director American Association of Su

President, InternafibAssociation for Suicide
Prevention

David Jobes, PhIABPP

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 CamdBlational Naval
Medical Center

Janet Kemp, RN, PhD

National 8cide Prevention Coordinator
VA, Office of Mental Health Service
Canandaigua, NY

Bonnie CarrglMajor, USAFR (ret)
National Director
Tragedy Assistance Paots for Survivors (TAPS

David Litts, OBColonel, USAF (ret)

Director, Science and Policy

National Suicide Prevention Resource (
(SPRC)

Robert Glenn CertaidbMin

Colonel, USAFR (ret)

Rector

St. PeteBt. Paul Episcopal Church

Richard McKeon, PhD, MPH

Acting Branch Chief, Suicide Prevention

Substance Abuse and Mental Health Se
Administration (SAMHSA)

CMSgt Jeffory Gabrelcik, USAF

Chief, Air Force Review Boards

Deputy Secretary AF Manpower & Reserve Aff
(M&RA)

MGySgt Peter ProiettdSMC
Senior Enlisted Advisor

Safety Division

Headquarters, U.S. Marine Corps

SgtMaj Ronald GreddSMC

Senior Enlisted Advisor
Headquarters and Service Battalion
Headquarters, U.S. Marine Corps

MG Philip Volp®dOMC, USA

Fellow, American Academy of Family
Physicians

Commanding General

Western Regional Medical Command

Marjan Ghahramounlou Holloway, PhD

Assistant Profes

Department of Medical and Clinical Psychology
Psychiatry

Uniformed Services University of the Health S

CDR Aaron Werbel, RRIIBN

Suicide Prevention Program Manates fc
U.S. Marine Corps

Headquarters, U.S. Marine Corps

Appendi contains biographies for Task Force members. The Task Force would also like to thank CMSgt T

Mclintosh 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

Background, Organization, and Adies

Initial Task &rce operations beginning 7 August 2009 were supported byORE8Executive
Secretary, CDR Bdnd Feeks, USN, and then with a ftithe Task Force Executive Secretary,
Col Janne McPherson, USAF, effective 12 November 2009. Program management support to
the Task Force was provided by Booz Allen Hamilton beginnigg $aptember 2009.

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

A Review of existing scientific literature

A Presentations from subjeehatter experts

A Public information (including participation from family members of suicide victims)
A Panel discussions (including suicide attempt survivors)

A Information gathered from eyesn field visits to military installations.

Following a general orientation to existidgta onServiceMembersuicide and on th&ervic& Q

suicide prevention programs through formal meetings and briefings Tas&Force focused on
gatheringinformaton¥ N2 Y SELISNI & Ay (GKS FTASEtRZ + NBOASSH
participation. Ater considerable collaboration, discussion, analysis, and validation of the data,

the Task Force formed its initial impressions and deduced general conclusionsnEyelsl

visits, i.e., site visits, allowed the Task Force to confirm or reject indgialesions 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 repas 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 twanenthly faceto-face meetings both open

(for public informaton) andpreparatory(for administration). Appendi contains a complete

list of the Task Force meetings with dates and locations. Appétbxtains a complete list of
speakers for each Task Force public meeting. During Task Force meetings, membees recei
informational briefings from thé&ervice and from military and civilian subject matter experts.
Topics included, but were not limited to, Ddi¥rvicesuicide data and prevention programs,
ongoing research in suicidology, surviving family member imijemiology, 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 Affaif¥ A)and the United States Coast GugtdSCG)

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 sessisrso 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 survivorsSafvice 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 possibl

1.4 Sites Visited

Delegations of the Task Force formally visit€dniilitary installations over the course of the
year. Each site visit was typicallyo days long. The delegations met and spoke with a variety of
groups separately, including junior enlidtanembers (including recruits and traineespn-
commissioned officersNCO} commissioned officers of varying ranks (including installation
and unit leaders at all levelshehavioralhealth clinicians, emergency room clinicians, and
primary care clini@ins; installation support servicggersonne] first responders, and chaplains;
and family members. Appendi contains a complete list of site visit locations and dates.
Furthermore, information from informal site visits and experiences by individual mesnbe
about suicide and suicide prevention efforts were included during deliberations.

1.5 Writing Groups

The Task Force divided itself into three writing groupessk Force members were assigned to
work on multiple groups and had either a primary or a secondesponsibility 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 Guidirg Principles

The Task Force is an independent body create@dmgressional mandate as established within

the FY9 NDAA. It operated separately from tHgervice but sought to obtain information

related to the Servicd Q OdzNNBy (i & dzA OA R olicieBpBeduies, anfl LINE =
regulations. However, Task Force members were careful to &ardcenfluence so that they

could openly consider all possible findings and recommendations. Task Force meetings were

held in open and transparent sessions andoaféd the public the opportunity to provide

comments and gain access to Task Force members. The public could also submit comments to

the Task Force viamail.

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

. Suicide prevention begins with leadership and requires engagement fromcatisfaf
the military community.

. Suicide prevention requires lorigrm, sustained commitment using a comprehensive
public health approach.

. ServiceMember wellness and fithess (mind, body, and spirit) is essential to mission
accomplishment (and suicide preven).

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

. The recommendations should be consistent with the culture of the Armed Forces and

capitalize on the strengths of th&rmed Forces.
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2. INTRODUCTION
2.1 Overview

world. They benefit from theServicd Q & dzA OA RS LINB @Sy GA2y STF2N.
for comparison throughout the United S&s. DoD is one of the only employers in the

United States that tracks suicigelated behaviorsmandates suicide awarenesslucation and

training programs andattempts to comprehensively benefit from a multidimensional approach

using line leadership, ladthcare capabilities, religious personnel, and community services. The

U.S. Armed Forces Yanow been engaged in one of the longest continuous armed conflicts in

2 dzNJ b I G A 2 ¢ @aénting doanmnignsid highlighted by frequent interruptions of lifelong

goals and frequent separations from loved ongget our Service Members continue to meet

their mission with passion, commitment, devotion to duty, and success.

I KA & b ISeivice2nye &nd women constitute the most resilient fighting force in the

This Task Force recognizes that DoD leads the Nation in many ways in suicide prevention
efforts. ¢ KS ¢ I & feco@mendbbssare 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 othe 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 occuis alldemographic, sockgultural, or economic grougp 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 atéyngintereg in preventing its
occurence.

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 tim&gveral aspects make
understanding and preventinguide particularly challengingubone of the most challenging
aspects is the multitude of factors thanderlie and precede the evendust as the proverbial

tip of the iceberg belies the enormous mabgneath the surface, suicide is the visible
manifestation of a much larger set of physical, mentald spiritual stressa To prevent
suicide we must address the part of the iceberg that lurks beneath the surface.
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SUICIDE-RELATEGRBERAVIORS. 1

L SR

RISK FACTORS

Occupational/Command Challenges
Financial/Legal Pressures & Stress
Physical/Medical lliness or Pain
Social Withdrawal & Isolation
Marital/Relationship Issues
Loss, Shame, Guilt & Anger

Psychological Injury
Emotional Distress
Substance Abuse
Mental Disorders
Spiritual Conflict

Etc.
RESILIENCY STIGMA

Diagran®-1. The Challenge of Preventing Suicide

The o0T/! Po6 of the | ceber gucdldarblaed behavibrand gaiactbfa
suicide The enormous mass belthe surfaceepresents the much larger set of complexhmgpgical,
physical, spiritual, emotiongd/ationship environmental, occupational and social stres3twsimpact oi
the stressors are I nf | yandstigm within tha emeronimaidgrewernt (
suicide and sustain suicigeevention efforts, we mugboaddresshe stressas which lurkbeneath the

surface as well as build resifiency and decrease stigma.

Other challenges understandingsuiciderelatedbehaviorsinclude, but are not limited to

A Those from whom we canelst learn about suicide are those who have died by suicide,
hence are unavailable for study.

A 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 oiffieu.

A 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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A Suicide is a statistically lobaserate event, which makes its reliable prediction difficult;
program evaluation efforts often focused on proxy measures.

A Given the scope and impact of suicidal behavior, sophisticated empirical research on
understanding and ultimately preventing suicide f@en remarkably limited.

A Although there are some data about what may prevent suicide, we have yet to develop a
broad array of evidencbased public health and clinigaleventionapproaches.

A Suicide is a very controversial topic, with moral, religiousi therty, 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 waatl die in war,
terrorist activities, and homicides, combined.

The rate of suicide in the United States tends to be in the-randje 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 UnitateStn 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 thstl45 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 Federatidforid Health Organization, 2010Research

on the causes of theskigh rates has been limited in these countridsis suspected that the

high rates areassociated withthe psychological instability caused by political, social, and
economic crises combination with the elevated rates ohemployment The high prevalece

of dcohol dependencalso seems to be a significant fac{érasnov & Voitsekh, 2009).

The World Health Organizatiod/HO and the International Association for Suicide Prevention
(IASP) are actively engaged in promoting suicide prevention actiaitteshd 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 thatinded 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 bthe countries of the world. Where these strategies exist, they share a
number ofapproaches icrommonas follows:
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Promoting awareness of suicide as a preventable public health problem

Enhancing access behavioralhealth and substance abuse services

Reducing stigma associated witlehavioralhealth problems

Improving detection and treatment of mental disorders associated with risk of suicide
Reducing access to lethal means

LYLX SYSY(GAy3a GNIAYyAYy3I (2 AicMicik@athient Githdséd I A JS NI
with risk for suicide

Improving and enhancing the reach of crisis intervention services

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

Improving continuity of care

A Enhancing sensitivity towarmhd 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 34,00@8mericans died by suicide, outnumbering homicide deaths by almost
210 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 higheste demographic gups], suicide
among the agesof 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 arestaggering.

Until recently, eéspite the tragic toll in lives lost and families bereayeahd the enormous
impact onthe healthcare systemthere has been a minimahational focus on suicide and
suicide prevention. Responding to the anguished pleas of family members who had lost a loved
one to sucide, 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 priorityCongresscalled 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 confere in Reno, Nevada, in fall 1998,
assembled researchers, cliniciargovernment officials, survik® 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 Garal'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 thata 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 recommendatiomsl int

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 behaviotee 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 thothe 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;fangirofit organizations, and

others have initiated programsnd campaigns to addss suicide risks. Eve8ate now has
coordinated suicide prevention plans and initiatives that are implemented at the state level.

DoD and eacBervicebranch of the military (along witthe VA) are to be commended for being
amongtheF ANR G 2NBIYyATIGA2Yya Ay GKS !'yAGSR {GlFGSa
Beyond embracing this focus, these organizations have made considemablesustained

efforts to reduce suicide and suicidal behaviors for tihegpectivepopulations.

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 effostsre still needed to
YSFYAYy3IFdz £t & | FFS CelatedicKaBengygsl iPA 82 y DA (1 E 82F ONBH A RSy
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 dmiiésy 1996,
Admiral Jeremy Boorda, the Chief of Naval Operations, took his own life in the wake of
allegations regarding #h legitimacy of two of his wartime medals. His suicide served as a
Gol 1SdzLd OF f f ¢hat SuRidelc&nDccf atfardy feveNddthin the organizatidedia
attention added a sense of urgency, and ti&ervice began to develop formal suicide
preventon 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 evidef@sed suicide preventionrpgrams. 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
internationaly. 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 stataded
behaviors, a number of additional layers of complexgguire consideration.

Two current examples of militargpecific factordnclude the impact omultiple deployments

and the use of Internebased communication with familyhile deployed.Multiple efforts to
enhance our understanding of military suicide have been launched.|IA#eTask 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 Retedaask Group. Nationally, the DoD
Suicide Prevention and Risk Reduction Committee (SPARRC) has been formed to actively
address military suicide related topics. Thepartment of Defense Quicide Event Reporting
(DoDSERyystem was initiated in 2008 to trsuicide and suicideelated behaviors among all
military ServiceMembers.
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3. EVOLUTION OF SERVICE SUICIDE
PREVENTION PROGRAMS

3.1 Department of Defense

spreviously noted G KS ! o{ ® { dzZNHS2y DSYSNIt Ay wmddc
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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 asesult of a White House conference held in July 199%

SPARRC is composed of both military ¥Adnembers and has been recognized throughout the

525 a | aY2RSft ¢ T2 8Bérvide DADL ancdodhiradgerigs. 1 Y2y 3 (KS

The SPARRC established sal/@ork 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
caled 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 Suiide Rate Standardization Work Group was established to standardize the analysis of
Servicesuicide data (including attempts), and allow for direct comparison acrosSéhecs.

By mid2006, a policy memorandum was approved as formal DoD policy, stanuayduicide
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 includedthe empirical article titled
oRebuilding the Tower of Babel: A Revised Nomenclature for the Study of Suicide and Suicidal
Behaviors Part 2: SuicigeSt I i SR LRSI GA2yasx /[ 2YYSierén, 0 A2y &
CSNXYEFYS {FYRREFEXZ hQ/ A NMNEONM dfomesclatuve? oyl NiEher H 11 T 0
standardize suicide data across tl8ervice, ensuring that common definitions for terms

relating to suicide were being used. However, the Centers for Disease Control and Prevention
(CDCwere already working on standarding 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 th 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 nomendaature
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 thigme that this report was puldhed DoD, VA, CDC, and
SAMHSA rthall agreed to adopt the same nomenclature for suieidiated behaviors.

On 1 January 2008, the DoDSER developed by the SPARRC and its collaborators over the course
of 2007 was implemented in each of t&ervice and rephced separaté&ervicespecific forms.
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EachServicestill collecs 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), buthe DoDSER provides common data points for the majority of
information gathered in suicideslated cases across tigervics. The DoDSER form populates
the DoDSER database, which houses the suicide data repository for the DoD at the National
Center for Tedhealth and Technology (T2). A tasking memorandum t&S#ice ensures that

the control and release o$ervicelevel suicide data remains with th®ervice and must be
modified or released by th8erviceappointed DoDSER Program Manager. The DefengerSen

of Excellence for Psychological Headtid Traumatic Brain Injury (DCoE) generates an annual
report from this database for théssistant Secretary of Defense for Health AffaSIHA)),

with approval and input by each of th8ervice. The first yeafor which this report was
generated from the DoDSER was 2008; prior years were generated with separate input from
each of theServics.

In November 2007, DCoE was established, based on the recommendations of tli2@DD6

DoD Task Force on Mental Headthd the Secretary of Defense to establish eServicecenter

of excellencewith 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
beghnning 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.

Annual conference is formally
sponsored by both the DoD and the VA

Civilian agencies (SAMHSA and CDC)
Rebuilding the Tower of Babel added as adjunct SPARRC members

SPARRC Suicide Rate Standardization Dublihed DoD Task Force on Suicide Prevention
created work group created DoDSER work group created created
1999 2002 2005 2006 2007'® 2008 » 2000 |

DoDSER form implemented

Suicide prevention at the DoD
level (Oct.) and the annual
conference (May) move to DCoE

1st Annual Military Suicide Suicide Nomenclature
Prevention Conference work group created

Suicide rate and reporting
standardization policy implemented

Diagran8-1. DoD Suicide Preventidimeline

The following chartts depict the total numberand ratesof suicideby Service Component for
calendaryears 20012009.
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Diagran8-2: All Service Suicides 20032009

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 Statesry

Army suicide stastics from the midl970s relied largely on line of duty (LOD) investigations,

0KS LYRA@GARdzrE tIFO0ASyd S5FGF {@adSYy 2F GKS I N
hFFAOS /[l adzZd fide LyF2N¥YIGA2Yy {@adSYz dziz2Liae
Pahology, 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 Soldierstook their lives. Using miglear strength data produced an annualide suicide

rate of 14.3 per 100,00C0or 1977 and 15.4¢er 100,000or 1978 (Datel, 1981).

The Army's suicide prevention program began in 1984. The 1980s (F¥8%p&xw 836
Soldierslose their lives by suicide, with the most common means being fronslgatnand
hanging, 522 and 104, respectivé€l3AO, 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. IN02@e Army GL, 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 offeomm 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 itsidde prevention program to focus on five major
strategies:

1. Developing lifecoping skills

2. Encouraging hekseeking behaviors

3. Raising awareness and vigilance to suicide prevention
4. Integrating suicide prevention programs

5. Conducting suicide surveillanaed analysis.

2KAfS GKSNB A& | YSRAOFf O2YLRYySyid G2 &dzA OARS
leadership and fosters a community approach, involving chaplains, family support centers, the
chain of command, and each individual Soldier to heédgmiify 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 levé8ecause 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 Amude 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 20GBe@resent. 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 Il
report in 2005 stated that suicide prevention traigi 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 showe8oldiesQ O2y FARSY OS Ay GKS | RSljdz2 0 27
they were receiving had declined.

Historically, suicide prevention training targeted junior enlist&bldiers because this
population was believed to be most -ask. As demonstrated by Diagm 33, the Army
demographic profile of suicide victims tend to be male (86%), ag4l§ears old (46%),
Caucasian/white (74.6%) and married (53.49tagram 3.4 shows thaf @ll Army suicides from
CY 2005 to CY 200%.2% had received one or more beharal health diagnose®1.6% had
mood disordersand14.9% had a anxiety disorder (not PTSDhis illustrates the need to train
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all Soldiersin suicide prevention and for senior leaders to recogniEeneed to attend suicide
awareness training.

The Ave Qa &dzAOARS NI GS KlFIa O2yGdAydzSR (2 OfAYo
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. Sinch nnp X GKS | N¥ & Q
rate has exceeded that of the U.S. civilian population.

Number of Suicide Cases

Male 572 (94.4) 86.0
Female 34 (5.6) 14.0
Age(Years) Mean 28 25
1824 271 (44.7) 46.0

2534 199 (32.8) 33.2

3560 136 (22.4) 20.8

RaceEthnicity Caucasian/White 450 (74.3) 74.6
AfricanrAmerican 81 (13.4) 15.7

Hispani@and Other 75 (12.4) 9.7

Marital Status Single 263 (43.4) 39.1
Married 316 (52.1) 53.4

Dlvo/r\tl:vt-:i-g(/svee%arated 27 (4.5) 75

y 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

DiagranB-3: Army Suicides, CY 200809, Demographic Characteristics of Army Suicide Cases

Number of Suicide Cases

Any BH Diagnosis 295 (48.7)
Adjustment Disorder 157 (25.9)
Mood Disorder 131 (21.6)
Substance Related 110 (18.2)
Any Anxiety Disorder (n&tTSD) 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

DiagranB8-4: Army Suicides, CY 2626809, 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.
GGt SYAYR Aa REFNRERAVVESMIIEKSENBYBAIK G2 FI1 0SS i
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,

theA NJ 0 dzZRRAS&> |yR (K2a$S (KSeé fSIFR®Peé Ly wnnt 0
entire Service and it continues to be developed and expanded to fill gaps in other training and
include evidencéased skills. While the training stems from the Arntyis 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 Ass&ssk and Resilience SarviceMembers

(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 rik 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 strengthsSoldiersand their families, thereby
improving their resiliene 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 ofSalllliers 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 Preventiof @S NSy OS> (GKS Ay iGSNI OGA QD
CNRYyGé 461 a AYUINRRAdZOSR® ¢KS @OARS2 gl a RSOSE 2L
Laboratory, Lincoln University, and WILL Interactive. The video was rolled outwAdmas a

tool to help trainSoldiersin suicide prevention. The Army had also developed another suicide
LINE@SYGA2yY @ARS2 LINA2N) (2 a.-B-Shylder, NoKSsldieC N2 y § >
{GlyRa ! f2ySoé

In March 2009 during a montlong éstanddowné for suicide prevention training, therfy

established its own Suicide Prevention Task Force. The Task Force was created to address the
rising suicide rate amongoldiers and began by examining the most recent Army suicides, in an
attempt to find commonalities and/or trends that could be addsed. One of the primary goals

of the Army Task Forceisttoy' £t 8T S I yR a&aSada GKS ! Nyeaga OdzNT
and determine which are most effective. The findings of the Task Force will be used to inform
future changes in Army regulation®licies, and programs.

Diagram 35 depicts the total number and rate of Army suicides for calendar years-2009.
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(Source: Mortality Surveillance Division, Armed Forces Medical Examiner System, AFIP, 2010)
DiagranB-5: Army Suicides 2084009

3.3 United State®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 formaliz€®6 when all
Servica initiated suicide prevention programs following suicide rates that had reached record
KAIKaA AY mMphpp® !'5a . 22NRIFIQa &ddzAOARS Ay al &
center in the USN. Viewed as a Sailor readiness concern, suicide preventiplfagexsat 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 @®PNIEB5, 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 resilien@eldressing 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 baselinéate and progress in program effectiveness, are all critical to
'{bQa SINIe& LINBgSyluAzy aGNIiS3a3ed LYy HanrdE GKS
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 suicidetaadentify

trends and lessons learned, and the Center for Naval Analyses (CNA) conducted an analysis of
career factors associated with Navy suicides.

Policy

CKS ! {bQa FTANRG 20SNI NOKAYy3I &dzA OARS LINB@SYyGAz2
articulates a 1point action plan:
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Annual training
A command Suicide Prevention Coordinator
Messages of concern

Commandevel suicide prevention and crisis intervention plan

o~ W NP

Local medical, religious, and family services, along with health promotiosrsiance
abuse services to support leaders in their plans

6. Plans for identification, referral, access to treatment, and follgnfor atrisk personnel
7.¢6NIAYAYy3 GKIFIGO AG Aa SOSNE YS ®ivedMemberRdzi & § 2
8. Suicide prevetion part of life skills/health promotion education

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

10. Postsuicide data collection, surveillance, and analysis.

Policy revision published in August 2009 as OPNAVINST 1720.4A focuslee 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 traitongivilian 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,paiatective factors
provided in live briefings, videos, and compub&sed 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 ahUSN General Military Training (GMT), the video
G{ dzA OARS t NB@SyiAz2yyYy | aSaal 3S -o-pErvacilftateflIIA @2 NJ
interactive PowerPoint brief with discussion and role play, and Front Line Supervisor Training
facilitated handson leader training. Workshop training for command Suicide Prevention
Coordinators started in November 2008 and has been conducted at locations worldWée.,
Navyconducted a 2.5lay training conferencén June 201Gor more than 200 upper echelon
and instdlation level suicide prevention coordinators, providing participants the tools to train
and mentor Suicide Prevention Coordinators in their subordinate and tenant commands.

Communications

Yearround communications efforts through multiple media are a latsategy 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 pestedistributed, along

with tri-fold brochures. In 2009 a poster contestabled 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 faiodysed trifold
brochure was distribted 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 Sigde Incident Report (DONSIR)pported 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; Hourdfiiton, 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 losigrm 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) iprove suicide prevention by identifying and modifying militapecific risk
factors for suicideTheDONSIRrovided the DON with longitudinal data that can be compared
across the USN and théSMC. This report also conformed2006 guidelines establishdxy the
ASD(HAggarding 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 establishiedselines for suicide ratemd suicide event characteristics that can be

used to track trends over timelt evaluatedmilitary-specific correlates of suicide that are not
FRRNBaaSR Ay GKS OAGAt ALY I Ol RS ¥pedkic fisk fac®i ( dzNB
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 activeduty personnel. Also, U.S. military governance, compared withaciyithay

better facilitate the implementation and monitoring of policies and procedures to address risk
factors and suicide prevention.

The DONSIRIso served to inform the development of the DoDSER that replaced DONSIR in
January 2008. In addition to comapéd-suicide events, DoDSER collects data on suicide
attempts. And, in addition to activduty DON personnel, DoDSER applies to Army, Air Force,

and Coast Guard personnel. DoDSER represents the first standardizegvigesuicide data
registry and owey" dzOK G2 5hb{Lw RS@St2LISyld |yR dzasS 20
2008 launch.

Diagram 36 reflects Navy suicide demographics from 128®9 from both the DONSIR and
DODSER reports.
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Profile of Sailor Historic Statistical Findings

Deaths vs. End Strength Suicide Rate / 100K (12009) 41.5
Statistically significant differences in rates
Aviale 95% 85%
ACaucasian 69% 61% Avien > Women
AEnlisted 91% 85% Aenlisted > Officers
40% 37%
Aage 124 580/0 540/0 No significant differences by age group, length o
Aviarried * ° ° ; ;
service, or enlisted pay grade

OResults Refl ecHf

Factors and Stressors Profile of Event

APsychiatric history 29% Ain residence (63%)
Aprior self injury 18% Ain United States (91%)
i 0,
ARelationship problem 59% %et:og Erearm (2561‘;')
ADiscipline/ Legal problems ~ 35% etho .anglng (29
AFinancial problems 16% Anlicohol likely used (35%)

APhysical health problems 31%
FOIF/OEF deployment hist* 8%

* 2008009 data only

Diagran8-6: Summay of 1992009 Navy Findingd9992007 DONSIR / 2ai®)9 DODSER
Diagram 37 depicts the total number and rate of Navy suicides for calendar years ZmiEL
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Diagran8-7: Navy Suicides 2082009

3.4 United StateAir 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 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 prevenfiy & | YSRAOIf A&aadzS 42 | O2YYIlI YRSN
Fy TANXIYQa fAFSO
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Surveillance
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with those who committed suicide: relationship, legal, afidancial troubles. Data also
demonstrated that twethirds 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 culturarms that promote and protect
responsible helgeeking 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 selinjuries (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 hezdthgtra
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 woultieisiata 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 the data collection system for all suicide dea#tnd 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, astated in Dagram 38, there were273 ADAF suicides from CY-©809

with 67% having experienced relationship problems, 39% having legal problems, and 25% had
financial problems.

There were 273 ADAF suicides
from CYO3CY09

Actions/Services to address risk
factors:

67% had relationship problems

97 additional Mental Health (MH)

39% had legal problems providers hired

25% had financial problems

0 . .
19% had deployed in previous Targeted suicide prevention training

year for high risk career fields
26% were engaged in mental
health care

— Financial and personal counseling v
55% of CYBBY09 AF suicides Airmen and Family Readiness
deployed

Diagran8-8: Air Force Suicide Riskdtars
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Program and Policy
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subsequent development of 11 elements key to successful accomplishment of that program.

The program was strongly supported by Chief offQtathe 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 Fordevel publications. AFPAM 440, The Air Force Suicide Prevention
Program, provides aaverview of each of the 11 program elements:

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

2. Addressing Suicide Prevention Through Professional Military EducaS8aitide
prevention education is included in all formal military training.

3. Guidelines for @mmanders: Use of Mental Health Servic€dommanders receive
training on how and when to useehavioral healthcare services and their role in
encouraging early helpeeking behavior.

4. Community Preventive Servic&Sommunity prevention efforts carry more pact than
treating individual patients one at a time.

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

6. Investigative Interview Policihe period following an arresir investigative interview is
a highrisk time for suicide. Following any investigative interview, the investigator is
NBIljdZANBR (2 aKIFIYyR 2FF¢ GKS AYRAGARdzZrf RAN
supervisor.

7. Traumatic Stress Response (forme@ytical Incident Stress Management)rauma
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 incides.

8. Integrated Delivery System (IDS) and Community Action Information Board (8AIB):
the Air Force, Major Command, and base levels, the CAIB and IDS provide a forum for
the crossorganizational review and resolution of individual, family, installationd a
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 Progrdamatients atrisk for suicide are afforded
increased confidentiality when seen by ntah health providers (Limited Privilege
Suicide Prevention Program). In addition, Limited Patiesychotherapist Privilege was
established in 1999, limiting the release of patient information to legal authorities
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during Uniform Code of Military Justiceqaeedings (see AFI 449, Mental Health and
Military Law, for additional details).

10.IDS Consultation Assessment Tool (formeBghavioral Health Survey)The IDS
Consultation Assessment Tool was released in December 2005. This tool, administered
upon therequest 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 S&icide Event Reporinformation 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 Iniatives

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 @finaians Guide to
Managing Suicidal Behavior, and establishment of a training program to ensure that providers
have access to evidendmsed approaches to treating patients with suicidal ideation. The Air
Force also developed a more advanced traininggpam for supervisors designed to enhance
GKSANI FoAfAGE G2 F2a04SNI I 62N)] SYBANRYYSYyd Ay
are postured to identify and respond appropriately to warning signs of suicide and other life
problems. This Frontlan Supervisor Training was first fielded in 2088d 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 8achicecould then adapt to its

unique culture. Examples of this sharingiitl8 (G KS | R2LJGA2y 2F GKS ! AN
for Managing Personnel in Distress, by the Marine Corps; and the Air Force building on the
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which was used as the basof a recent Alwide standdown 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 incrgasediehg
behaviors; establishing a program for limited access to informatioprotect those who might

be atrisk of suicide because of pending criminal investigation; and encouraging all Air Force
members to care and watch out for one another. Air Fosueeides did decrease in the years
following the implementation of the program. An article on the impact of the program by Dr.
Kerry Knoxand colleaguesvas published in December 2003 in tBatish Medical Journahnd

an evaluation of the program forsitpublic health implications worldwide was published in the
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American Journal of Public HealthMay 2010 Overall, the program has been lauded as very
effective and successful, and other suicide prevention prograbwth military and civilian
have incorpoated some of its elements, and used it as a model.

Diagram 2 depicts the total number and rate of Air Force suicides for calendar years 2001
20009.
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Diagran8-9: Air Force Suicides 2@2D09

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, W&k, & Coben1997). 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, 199; 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, Werb& 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 assel#sirgaspecific
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 Service to adapt and endorse use of DolBRSPiagram 310 displaysthe
demographics of Marines who died by suicide in CY2009 as well as the current suspected
suicides and the number of suspectedcsties and suicidal attempts throughuly 2010.
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2010 Month Suspected Suicide Gender 52 Male 0 Female
L SERES A E 41 Caucasion| 4 African American
Janary 7 23 Race 5 Hispanic 1 Am. Indiqn/
February 2 21 Alaska Native
March 3 15 1 Asian
April 2 19 Age 40 (1824) 5 (2529)
May 7 19 6 (3039) 1 (4650)
June 1 12 Marital 25 (Single) 24 (Married)
July 6 7 Status 3 (Divorced)
August 27 (E1E3) 20 (E4E5)
September Paygrade 3 (EBE9) 1 (WOCWO05)
October 1 (0%:010) .
November Method 31 Gunshot 17 Hangmg
December 3 Laceration 1 Suffocation

DiagranB-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 {frcent 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 Beimg 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 integrabp& SMC 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, Ma@oeps (HQMC) produced the first
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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 mprehensive 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 &lth 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, gidance 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 Manu#&1700.29 Marine Corps Semper Friogram Manual,
P3040.4E Marmm Corps Casualty Procedures Manual, MCRPGMarine 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 ofwitineseveral elements:

A Awareness education and health promotion

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

A Leadership Training torpvide leaders at alevels with information and skills to enhance
risk identification and early intervention with-gisk personnel

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

A Counseling and Treatmei provide services and programs that support the resolution
of personal, family, and mental health issues that underlieidal behavior

A Postvention Services tagvide sensitive family support and debriefing services for units
affected by the suicide of a member

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

A Regularly scheduleahspectionsto ensure the full impleentation 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 311 identifiesthe top risk factors and stressors associated with USMC suilmdése
years 199-2007.
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Top Risk Factors / Identified in 19992007 Top Associated Identified in 19992007
| WarningSigns _ Suicides @ Stressors Suicides
1. Negative Emotional 1. Relationship 0
State 1% Problems/Loss 23%
2. Work Related 50%
2. Mental Health History 40% Problems
: 3. Pendlng Disciplinary 43%
3. Changes in Mood or| 34% Action
Behavior 4. Physical lliness 33%
4. Self Destructive/ 28% _ _ .
Aggressive Behavior 5. FinanciaProblems 13%

Diagran8-11 Marine Corp3$op Risk Factors and Associated Stressors, 1999 to 2007

Current Initiatives

The USMC has actively participated on the DoD SPARRC since its inception and erhbraced t
sharing of best practices for eaServic@ a8 dzy A lj dz8 Odzf G dzNBd® hy S SEL YLI
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more accurately reflect USMC culture and ethos. This resulted in a dyn&ehcsite that

became, within just 3 months of its release, the second most visited site on the Marine Corps
Community Services portal after employment opporties. 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, -faegght training
devebped 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 suicida privates to sergeants. Early success with this program @ombistent positive
feedback from NCOs led to the current development of targeted training for younger Marines,
staff NCOgand officers. The USMC is also developing more initiatives to reach family members.

Research is an ongoing concern, and the USMartsering with the Army and th&lational
Institute for Mental Health NIMH) to assess suicide and resilience in -gear longitudinal
study.

The USMC established the Combat and Operational Stress Control Program and Operational
Stress Control and Reads®e (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 ExecutifetySaoard, a bannual
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, doimesblence, substance abuse, and sexual
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assault. A current initiative of the EFPB iSlarine 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 dagned for the USMC culture and will empltyrmer Marines to provide
Marines (former and current, active, and reserve), family members, and significant others with
access to behavioral healthcare.

Diagram 312 depicts the total number and rate of Marin@r@s suicides for calendar years
2001-2009.

60 60

Marine Corps Suicide Numbers By Ye i S S fele B

o
o

50

40 /

30

N\

Rate per 100,000 population
w
o

IS
o

Number of Suicides

N
o

20

-
o

10

\M
0 0

2001 2002 2003 2004 2005 2006 2007 2008 2009 2001 2002 2003 2004 2005 2006 2007 2008 2009

Calendar Year Calendar Year

(Source: Mortality Surveillance Division, Armed Forces Medical Examiner System, AFIP, 2010)
Diagran8-12 Marine Corps Suicides 262009

3.6 United States Coa&uard

The U.S. Coast Guard (USCGQG) 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. Sixfive percent of their care is praded 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 providatirough 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. Nealy all behavioralhealthcare for USCG members and their families is received
outside of Coast Guard clinics. The USCG relies heavily on Employee Assistance Program (EAP)
LINE A RSNBE B N¥TEBRIOASR2 M2t gAYy IE 2N O2dzyaSt Ay 3

For the calendr 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 313 depicts the total number and rate of Coast Guard suicides fendat

years 20032009.
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program are to empower all members and civilian empleyde recognize and react
appropriately to the signs of suicidal behavior, reduce the stigma associated with getting
psychological help, and protect those who responsibly desdkavioralhealthcare. The USCG

program has seven elements:

A Command Climate
A Crigs Response
A Limit on Command Access to Mental Healthcare Information

A
A
A Notification and Handsff in Criminal Investigations
A Postvention

A

A Reporting

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

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 respding to persons cordered atrisk. The new policy also
FGaSyLlia G2 AYLIX SYSy(d GKS IfokmiEnagigglicki& Behavigr. Y SR A
Providing quality assurance to ensure compliance with these 18 requirements will be
particularly challenging because almdbe ! { / D Q& beSayidralHéathcare is delivered

outside the USCG. Howeveensuring that the care provided to USCG members meets
NBIjdzANBYSyida Aa (GKS NBaLRyaroAftAGe 2F GKS ! {
concept of operations that all USC@dical 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 suibel&uicide Prevention
Program Manager completes the form after all related investigations are completed. The form
YANNRBNE (GKS 525{9w FT2NXO® 9@Syildzrttes Al A&
possible.
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The USCG Suicide Prevention Progranmadar 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 ifthe 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 dafzee,

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 Haeeoption to provide this
training face to face.

For the first time in 2008, the USCG participated in the triennial DoD Survey of Redxdied
Behaviors Among Active Duty Military PersonBallowis a sampling of relevant USCG findings:

DoD Survey of Health-Related Behaviors: Coast Guard

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

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

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

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

A 12 percent me t criteriai $bpredis®erasusepsesymho
data collected for depression, anxiety, and PTSD.

A 2.8 percent answer ed positively when asked
suicide within the past year. o

A 17 percent answered positively when asked whether they had attempted suicide within the
past year.

A 11 percent believed that their career would
health counseling through the military.

DiagranB8-14 Relevant USCG Hings

The USCG Suicide Prevention Program Manager will monitor Heealtted Behavior findings
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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 tsyphological needs of members.
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The USCG is in the beginning stages of determining the courses of action needed to implement
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Program, that will empower supervisors to @@ A OS dGAy i NHzAA GBS S RSN
NEO23ayAT Ay3d (KS aAradya 2F adaNBaa o6dzi 6SAy3a @Aid
Ay G KS 3NB Syeady. Ay dtfectvd)EE& 0BG/ Program will further USCG suicide
prevention efforts and deeasethe need for CISM interventions.
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4.VISION

TASKFORCEVISIONSTATEMENT
A military force fit in mind, body, and spirit that wins the battle age
suicide and stands readytoansweh e Nat i on o ¢

5. STRATEGY

0 prevent suicide by Service Members, it is absolutely essential to implemtea
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 succgsse Diagram ). All Servicesuicide
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 currenServiceprograms and identified gaps, the Task Fadmntified 18 strategies
for DoD to adopt to enhance suicide

prevention efforts.Each of thel8 strategies Organiation

were placed in 1 of the 4 focus areas. Th and
Leadership

recommendations are based ofindings.
While some recommendations are specific tc
a particular strategypthers covered several . :
: s Access to, and Developing a Surveillance,
strategies within a focus area; and some eve [T Comprehensive Investigations,
. . Quality Care Suicide Prevention and Research
covered strategies in several focus areas. Tt Strategy
four major focus areas emerged not only as .
model of a comprehensive suicide preventior . Wellness
Enhancement
program, but they alsp beF:ame a way for the B and Training
Task Frme to organize its strategies and Focus Area
recommendations in the report. It is
important to note that each of the focus

areas both informs and builds orone Diagran®-1: Developing a Comprehensive Suicide
another. Prevention Strategy

Focus Area

Focus Area Focus Area
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Diagranb-2: Total Fitness

Focus Area 1: Orgiaation 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 generdté'om OSD. Command attention and review at
the highest level will ensure that every other level of supervision and care pays careful
attention to the weltbeing of members of the Armed Forces, that suicidal thoughts and
behaviors are reduced, and that siderisksare minimized.

Organization Effective organizational structure is essential to develop enterprigie policy as

well as program standardization amalersight To enhance suicide prevention efforts and
maintain a lasting impact, DoD must organappropriately, in conjunction with th®ervics, 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, andtsategic communication.

LeadershipEffective leadership involvement, from the most senior leaders to the most junior
first-line/front-line/first-time supervisors (junior leaders) of owdervice Members, remains
critical to suicide prevention. Officers @NCOs are, in many ways, the primary agents with the
ability to reduce the stressors that lead to suidididarough a positive and supportive command
climate and by establishing a culture of intervention before a member becomes suicidal.
TroubledServiceMembers must be led to the best availaldbelping agerd to prevent suicide

or suiciderelated behaviors free from stigmatization.
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Effective DoD organization and leadership is a key line of defense in our figlevientsuicide
in members of the Armed Fees.

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 enharibe well-being, resiliency, life skilland

mental fithess 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 afgple surrounding
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vulnerabilities, risks, and behaviors, and trained to ensure $aevice Member gets timely

access to intervention services.

Wellness Maintaining welless 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, financiional and
emotionalwell-being are protective factors against suicidgee Diagram-3). A comprehensive
suicidepreventionstrategy involves reducingnd mitigating risk factors while at the same time
enhancing protective factorsTherefore, DoD andhe Service 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.

Chronic Pain Resilience
Guilt, Anger, Shame Total Fitness
Exposure to Trauma Connectedness
Sense of Hopelessness Sense of Purpose
Relationship Problems Sense of Belonging
Negative Command Climate Loving Relationship
Legal and Discipline Problems Stable Environment
PTS/PTSD/Adjustment Disorder Respected and Valued

RISK FACTORS PROTECTIVE FACTOR!

Diagran®-3. RiskFactorsand Protective Factors in Suicide Prevention

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

Training Training is imperate/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, filse 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: Acces$o, and Delivery of, Quality Care

Any effective suicide prevention program must make qualipfessional intervention,
counseling, diagnosis, and treatment accessible. The Task Force strongly believes that
intervention services must bevell-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 4gualidf

care is essential to preméing suicide.

Access to Quality CarAccess 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, trainenergency 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 Carélhe delivery of guéy care, both medical and nemedical, 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 nowlinicians (such as first respondehotline 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 rectival
enhance information sharing will ensure greater effectiveness and are vital to preventing
potential suicide victims from falling through the cracks.

A third line of defensén suicide preventiols ready access to higjuality care.

Focus Area 4: 3weillance, 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 dnanalysis that addresseisk factors and trends, and assists in
identifying decision points for targeted interventions. Wedinstructed surveillance that ideally
leads to a predictive model can inform and shape future suicide prevention programs and
efforts as well as improve public health effortsivestigations must be standardized in order
inform surveillance efforts. Program evaluation must be incorporated to measure program
effectiveness. Knowledge gaps must be closed with research.

SurveillanceFor surveillance to be effective it must be standardized centrally driven, and
data must bereported in a timely, consistent, and reliable manner. Surveillance should be
continuous and sustained. The information must be centrally analyzed so it caotdu @n
appropriately. Surveillanceata can be used to modify and enhance policy, programs, and
communications. It can identify commands that h&ssvice Members at higher risk and can
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be used as an indicator for the possibility of a negative commanttgi (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 stigmanéh attribution associated with those surrounding a suicide
victim, suicide investigations (once criminality is ruled out) should focus solely on identifying
contributing and norcontributing factors important to suicide prevention.

Research:Research musontinue to advance the science sificidologyin order to learn more

about suiciderelated behaviors and effective prevention techniques. Research must be
accomplished to determine best practices as well as develop evidence based clinical practice
guiddines in order to decrease variations in suicide prevention practices. Research efforts
should be based on requirements identifibg knowledge gaps. Research must be resourced
and prioritized to faus efforts for maximal impaat achieving better outcormse

Vigilant surveillance thorough and informative investigations program evaluation, and
researchform a fourth andfinal line of defense in a comprehensive suicide prevention
program
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6. ASSESSMENT
6.1 ServiceSuidde Data and Statistics

he diagrambelow cdetails 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 confimed 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 Rese3eevice Members
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Total/Year | 160
Regular
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(Source: Mortality Surveillance Divisjgkrmed Forces Medical Examiner System, AFIP, 2010)
Diagrant-1. Count and Crude Suicide Rates Among Active Duty and Reserve Service Members

Suicide in the U.S. military has consistetiien reported as &eading cause of mortality over

the past decad¢DMDC, 2010)A brief description of the 2008 DoDSER daalim, Reger,
Luxton, Skopp, & Lee, 2009; Reger, Luxton, Skopp, Lee & @aOM), presented athe
November 2009neeting of the Task Force is noted heto provide a perspective on the most
recently documented U.S. military suicidés Diagran®-2 demonstratesa higher prevalence

of military suicide is reported for males (18.2 per 100,000), Caucasians (17.4 per 100,000),
divorced Service Members (27.6per 100,000), those under age 25 (20.1 per 100,000), E1
through E4 ranks (20.1 per 100,000), and members &itBED (29.1 per 100,00Q)Gahm,
Reger, Luxton, Skopp, & Lee, 2009; Reger, Luxton, Skopp, Lee & Gahm, 2009
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Male

Female 5.4

o~ Average DoD Rate=16.3

There were less
than 20 females
therefore the rate
is not considered
stable

p < .05 for grey bars
compared to
respective DoD
demographic groups

CATEGORIES

Married

Never Married

Regular

Reserve/National Guard  14.4 |
10 15

Rate per 100,000 5

Component

20 25 30

Diagrant-2: MilitaryDemographics
(Source: Gahm, et.al. 2009)

Additionally, arossServics, the most frequent method of suicide was seiflicted gun shot
wounds usingnon-military firearmswhich accounted for 41 percent of all suicideslilitary
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 hasteocumented for 30 percent of
2008 suicides. One of every four (23 perce®érvice Membes 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 piagror clinic within 30 days prior to deatiGahm,
Reger, Luxton, Skopp, & Lee, 2009; Reger, Luxton, Skopp, Lee & Gahm, 2009).

6.2 An Assessmertf Service Suiciderevention Programs

The Service clearly have a long and committed history of recognizing iie 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 eféodf eachService because they, along with the

+!1' X NB IY2y3a (GKS bliAzyQa €SIFIRSNA Ay (KAAZ
Servics have implemented programs that address each of the four focus areas identified by
the Task Force as key tdet 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 consié@red collectively, constitute the lines of defense in which the Task Force organized its
recommendations for preventing suicides.

While the Service are addressing many areas in their individual efforts, these efforts need to
be better coordinated within ad across theServicea. Many programs are staralone
undertakings or only loosely tied into other similar programs on the installations. Better
coordination would enhance the lines of defense availableStovice Members and their
families.ServiceMemberand family awareness of these programs and services is inconsistent.
Even if the necessary services, prograamsl skills training are available, moving between them
or leveraging the strengths of each to form a cohesive whole is lacking. If one imagiciee
prevention as a net, with ropes tied together at certain crpsits, the lack of coordinated
efforts across and within military installations results in ropes that are too short to meet one
Fy20KSNXIF ySi gA0RrviceRémbeis adfliNg dzZ3 K ¢ KA OK

TheServica require a coordinated DoD approach to suicide prevention that employs the most
effective skillsbasedtraining available to strengthen both individuals and families. In addition,
guality care should be accessible not only in th€Rd, but proactively offered in the workplace
and in local communitiesFinally, should &ervice 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 fute 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 auwciderisk attributable specificallto 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 supportredationship 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:

A The low rate of suicid in any specific career field makdstermining statistically valid
rates of suicidein a career field challengind.ess thanstatistically valid data make
comparisons between career fields almost impossible.
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A The definition of career fieldshanges over the yearscareer fields come and gor are
merged into, or diverged from, existing career fields. Therefore, the denomirmitire
rate calculation (i.e., the total population in a career field) may vary from year to year,
nullifying comparison data.

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

A Data on some high intest career fieldssuch as recruihg and instructing reflectthe
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 additiorSoldierswho view their leadership positively pa&rienced a greater sense

of unit cohesion and morale (MHAT VI, 2009). Numerous efforts are underway to continue to
dzy RSNBRUGIFIYR (GKS NBEtS |y AYRAGARIzZ £ Qa OF NBSNJ
prevention.
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7. FINDINGANDRECOMMENDATIONS

Openng Statement by the Task Force

The numbers and rates &rviceMembersuicides 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 thermnt 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 acceptabtanow, not ever

The Task Force acknowtgss the significant efforts made by the milite@srvices in the area of
suicide prevention. Th&ervice have substantially increased their focus and investments in
suicide prevention over the years to meet current requirements. This is evident at theshig
levels of leadership in the militaripepartments. This Task Force witnessed commitment,
creativity, and compassion by uniformed and civilian employees acrossS#reics in
attempting to address thilomingcrisis.

The Task Force also believes thenarkable effortsmade by the Servicemre not permeating
consistently throughout theServices and are not reaching the levels necessary to prevent
suicide in all cases. Furthermore, the Task Force believes that c@nemte efforts can benefit
from a comprehensive suicide prevention strategy, coordinated throughout DoD with
additional leader accountability, to foster a command climate that promotes Selamaber
wellness and fitness in mind, in body and in spirit. Command climates must continuevtive

to ensure the positive and engaged support of evEeywiceMemberin distressand view this
support as a vital part of mission readiness and mission success.

General Observations

1. Suicide is preventable. : : Co
firhe most important ingredient is

. . : . leadership: gessive, focused,
2. TheServices are heavily engaged in suicide e e

prevention. & Chairman, Joint Chiefs of ¢

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 Srvice suicide prevention efforts.
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6. There is a relationship between increased operations tempo, deployments and
separationswith 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 ratéag to
other risk factors makes perfectly good sense.
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8. Suicide hasnultiple, complexiskfactors: Suicide prevention must have multi
dimensionabpproaches and solutions.

9. There mt 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 49 findings and76 associated recommendations. They fall into four
primary focus areas thamerged 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, basedon currentService programs and identified gaps, the Task Force identified 18
strategies for DoD to adopb enhance suicide prevention efforts. These strategies are listed by
focus area in Section 7.2.

OrganizatiomandLeadershig7.1)

A 7.1.1 Create, estructure and resource suicide prevention offices at OSD,3brvics,
installations, and unit level to achieve unity of effort.

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

A 7.1.3 Develop strategic communications that promote lif€2 N¥ I t AT S aKSft LJ
OSKIF@A2NERZ¢ YR &adzLJLl2NIi 525 adzhi OARS LINBGSy

A 7.1.4 Reduce stigma and overcome military cultumatl leadershipbarriers to seeking
help.

A 7.1.5 Standardize suicide prevention policies and procedures.

Wellness EnhancemamdTraining(7.2)
A 7.2.1 Enhance welbeing, mental fitness, life skills, and resiliency.
A 7.2.2 Reduce stress on the force and on military families.
A 7.2.3 Transformsuicide prerentiontraining of ServiceMembers, leaders, and families to
enhance skills.
Access toand Delivery of, Quality Cére3)
A 7.3.1 Ensure available and reliable access to-aighlity behavioral healthcare.

A 7.3.2 Leverage andoordinatemilitary communitybased services, as well as local civilian
community services (especially withspectto the Reserve Component).

A 7.3.3 Ensure continuity of behavioral healthcare, especially during times of transition, to
ensure seamlessnes$ healthcareand care manageent.

A 7.3.4 Standardize effective crisis intervention services and hotlines.
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evidencebased care for the assessment, management, and treatmersuitiderelated
behaviors

A 7.3.6 Develop effectivgpostventionprograms to support familiesserviceMembers, and
units leadersafter a suicide.

Surveillane, Investigations, and Reseafti)

A 7.4.1 Conduct comprehensive surveillance aimet identifying individuals atisk and
informing prevention efforts.

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

A 7.4.3 Ensurehat all initiatives and programs have a program evaluation component.

A 7.4.4 Support and incorporate ongoing research to inform evidemaesed suicide
preventionpractices

Foundational Recommendations

As the Task Force conducted its wottke membersarrived at unanimous agreement that
successful suicide prevention had to beuctured using a public health model with defined
focus areas, each containing strategies inherent to a comprehensive syceention
approach.

The Task Force considered® findings and76 recommendations to be report worthyln
addition, theTaskForce developed 13 foundational recommendations that aggregated several
of the targeed recommendations. These lihderscoresuccess oéll the recommendations.
Without implementation of these critical actions, the other recommendations are destined for
failure. The 13 foundational recommendations are

1. /I NBFGS + 6{dAOARS t NBOSY (A ABRR toBthnlafilze 5 A OA &

policies and procedures wittespectto resiliency, mental fithess, life skills, and suicide
prevention The office will proviee standardization, integration of best practices, and

general oversight, serve as a change agent, and establish an ongoing external review

group of nonDoD experts to assess progregsirthermore, this office will provide
guidance from which th&ervics @an 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 thelvedtg,
G2a0Ft  FAGYSalayy 3¢y Refic&idshthdNa Si§nificant focus on
developing better tools to assist commanders in suicide prevention must be
undertaken.
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3. Reduce stress on the forcé KS LI OS 2F 2L SNl GA2ya Ay
ability of ServiceMembers to be restored to theiroptimal 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 sfiow
individual restoration as the force isconstituted over and over agaifhis will allow
Service Members to reestablish relationships and connectednéfssecessary, either
grow the size of the force to ensure additionaliformed end-strength to meet the
demand or reduce the mission demand.

4. Focus efforts onservice Member well-being, total fithess (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 Compteensive Stigma Reduction Campaign Plan that attacks the issue on
multiple fronts to encourage helpeeking behavior and normalizes the carettud
ohidden wounds incurred byServiceMembers.

6. Strengthen strategic messaging to enhance positive communicatibat generate
the behaviors and outcomes desired rather than highlighting the negative messaging
I 6 2dzi G 2RI &Tha focOsKof rhebsSging Bustdmigrate from speaking solely
Fo2dzi GKS N} 3ISReé¢ 2F adzi OARS hhtyeBuces K S
stigma, encourages help seeking, portrays concerned leadership, and inspires hope by
showing that help really works.

7. Develop skilldbased training in all aspects of training regarding suicide prevention.
The current svareness and educatioefforts about suicide preventiomre adequate,
but skillsbased training is deficient, especially among buddies, family members, first
line supervisors, clergy, and behavioral health personnel.

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

9. Coordinate and leverage the strengths of installation and local community support
services for bottActive andReserveComponentServiceMembers. Community health
and accesto quality, competent services are essential to suicide prevention.

10. Ensure continuityand the managemenof quality behavioral healthcare, especially
while in transition periods, tofacilitate a seamless transfer of awareness,
management, and treatment aService Members change locationslransitions must
be actively managed; and tools must be developed to actively manage them.

11. Mature and expand the DoDSHEiRserveas the main surveillance method to inform
future suicide prevention efforts. Further stand@d data collection processes.
Robust surveillance will produce data that allows us to anticipate and avoid future
occurrences of that event before the individual or populat{on unit) reaches a crisis
point.

G2F

al «



Findings and Recommendations

12. Standardize suicide investigations and expahdir 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 stadized 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 evidenbaded
solutions.Focused research in suicide prevention &arvice Members is essential to
identifying best practices, decreasing variation in prevention practices, and in
achieving desired outcomes.

Considerable effort has been expended by DoD, $svices, and innumerable caring and
dedicated individuals acroghe world in support ofService Members and their familiesThe
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
servirg in the militaryltisi K S ¢ I & HelielGiatNdiperfeitation of theecommendations

and strategic initiativesn this reportwill save lives and will furthgeropel DoD as a national
leader in suicide prevention.

7.1 OrganizatiomandLeadership

7.1.1 Creae, estructure andesourcesuicidepreventioroffices at OSD, the
Servicesinstallations, andnit level toachieveunity ofeffort

FINDINGThe absence of an adequately staffed and resourced OSD policy offic
suicide prevention leads to significant challenges to the unity of effort. Service
not bending from the guidance of a Depavindergtrategic approach.

DoDLevel Suicide Prevention Program Office

DISCUSSIOMNAdaptive adjustments to new requirements have occurred at thenice,
installation, and command levels, but have suffered at the @l because of the lack of a
suicide prevention policy office with ftiime staffing. Strategic planning, one of the most
critical aspects of program management, routinely occurs at BeD 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 ofugide 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 AS[HA) and moved in 2008 to the DCoE. While this move was wAsiBDHealth
Affairs, it incongrously moved Doflevel suicide prevention efforts to a position further
removed from the policymaking centers at a time when ®Berviceprograms were moving
closer to them. In addition, structural inconsistency adds a level of challenge to unity of effort
as exemplified by three of the foi8ervicelevel program offices residing within manpower and
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personnel staff directorates while the fourth remains in t@#ice of theSurgeonGeneral The
SPARRC also remains within Health Affairs and medical community.

The SPARRC chair is a Public Health Service officer on assignment to DCoE, andtifoer part
contract staff members support the committee (J. Hawkins, personal communication, 18 June
2010). Membership on the SPARRC is a collateral duty for all membergravtask saturated

by their fulktime billets but are regularly tasked as action officers for the SPARRC because of
the absence of fullime dedicated staff focused solely on suicide prevention.

The SPARRC has made tremendous progress givéimitesl resources supporting its charge.
Despite the lack of staff and funding, the committee created a standardized rate calculation and
reporting policy, and a standardized whsed reporting and surveillance tool, and is in the
process of finalizing standaréid nomenclature and developing the firsver DoBlevel 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 tiendees (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 exapte, 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 tBervice in suicide prevention. This
paucity of policy guidance trickles down and affects dmwel suicide pevention. 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
concepualized, theoretically sound suicide preventieffortsd ¢ KS 5SLJ NI YSy G Qa
sharing best practices an@ervicelevel success is through the SPARRE Task Force found
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Service Members in Distress, fronline 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 collaboratf recent years has likely
reduced efficiencies that could be gained frahe effective adoption of programs acrofise

Servica. A staffed OSD office is necessary to analyze and recommend best practices and assist
the Servics in collaborative develapent and adoption of effective tools. OSD is also needed

to obtain resources from which th®ervice can benefit.

DoD programs that employ a hierarchical and collaborative structure permeating the military
system from OSD down, and with eashrviceinvolved, 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 PrevariResponse Office (SAPRO)
under the Deputy Undersecretag ¥ 5S¥SyasS o6tflyaod {!twh a&a&aSN
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accountability and oversight for sexual assault policy, provides guidance to the DoD
components, and facilitates the resolution of issues common tondifary Services and joint

02 YY I ySRRROD,0). SAPRO objectives are to enhance and improve prevention through:
1) training and education programg) treatment and support of victimsand 3) system
accountability SAPRO, 20)0 The SARR program benefits from structural penetration
throughout theDepartment and theServics, ensuring centralized guidance, futthe staff, and
sufficientresourcing to meet its mission.

l y2GUKSNI SEIFIYLES A& GKS ! Q& / Sy SNiegafcerrdf OSt £ S
office of suicide prevention witla full-time staff that disseminates directives to standardize

care strategies, event reporting, and community outreach with strategic and consistent national
messagingThe entral office fulltime 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
VAprovides specialized training and has published a manual to erstanelardiation of the

Suicide Prevention Coordinator (SPC) positions

One possible staffing model for a DédYel office resourced to effectively develop and manage

a strategic suicide prevention effort would include the following-tialle personnel: goolicy
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 oordinating the receipt, analysis, and
reporting of DoBlevel suicide surveillance data; using analysis of surveillance data to formulate
suicide prevention program recommendations through policy changes; implementing standard
program evaluation processeso produce outcomeoriented suicide prevention; and
conducting collaborative risk reductipmesiliency analyses and making recommendations.
Organizationally, this office would be best placed within the Office of the Under Secretary of
Defense for Personh@nd Readiness to parallel the military and

civilian leadership of suicide prevention in ti®ervice, with AUsual ly thos
medical, religious, personnel, and wellness/fitness programs, . succes Sa miloit:r;fﬁie'r

other offices in support of primary prevention services.

RECOMMENDATION:

Buildstaff 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 thatyrafer Secre
Defense for Personnel and Readiness and be granted the coordinating authority that
enables strategic suicide prevention oversight from OSD, &g dmel down

to the unit level.
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Servicelevel Suicide Prevention Program Office

FINDINGTheService suicide prevention program offices are not staffed or reso
sufficiently to successfully manage the current level of requirements in respon
suicidal behavior.

DISCUSION:Over the last few years, th8ervice have each responded to increasing suicide
rates by fortifying their suicide prevention program offices. Six years ago, each Sethes
had one Suicide Prevention Program Manager (SPPM) and that was theurstaffing. At
that time, none of the SPPMs were resourced tinlle for suicide prevention but were required
to divide their time between suicide prevention and other behavioral heedthted prevention
programs such as combat operational stress aointiamily advocacy, health promotions, and
general psychological health issues.

Recently, all fouService have increased staffing levels within their suicide prevention affice
The Army has a fulime civilian SPPM and a ftilne civilian senior angst. The Army plans to
expand its office within the nexew months by adding five futime civilians to support the

Army Suicide Prevention Program and the Army Campaign Plan for Health Promotion (W.
Morales, personal communication, 17 June 2010). Inlitaah, 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, personammunication, 18 June 2010). The USMC staff expanded from
one SPPM (a Navy clinical psychologist) to include thregirhél 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 fisne executive assistant (M. Kindt,
personal communicationl7 June 2010). Navy suicide prevention is led by the SPPM (a Navy
clinical psychologist) with responsibility for both suicide prevention and operalistress
control programs. Navy suicide prevention training and outreach were supported by one full
time mobilized reservist until the end of July 2010 (B. Chavez, pdrsomanunication, 18 June
2010).

Briefings from multipleéServicerepresentatives ad site visits to installations suggested to the
Task Force that while resourciriias increased over previous years, the resource leadl
Service suicide prevention programoffices remain insufficient to meet the increased
requirements and demands resingy from the current level of suicidelated activities. The
Task Force found that th®8ervicelevel offices have competing time demandsither focusing

on unitlevel needs or on responding to higher headquarters and DoD requests for information,
but not both. EaclServicelevel office suffers from a lack of consistent and standard resourcing
at both the installation an&ervicdevel.
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RECOMMENDATION

Prioritizeesource®adequately staff, fund, and organize the headeueaisigrsde
preventioafiices within each Servimesuccessfully meet all current requirements.

Age: 23

RankOccupationSpecialist/Infantry

Service Branch: U.S. Army

Thi Soldier joined the Army in 2002 to serve his Nation and defend his country. He deployed to |
part of the initial invasion in spring 2003. After deploying to Iraq for a second time in 2005, he be
increasingly sullen and depressed while deployeS. ¢ NP GS (2 KA& Y23GKSNJ
GKAY1Ay3 L R2y Qi S@Sy stydG G2 02YS ol 01 A
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Stress Disorder (PTSD) and attended counseling. In poetry written shortly before his death he wr
Gt KeaAaAoltte L FY M2VSIKESBDHt I & WKENT AlYINAS
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He died by seifflicted gunshot wound.

Installation and Major Command Level Suicide Prevention Programs

FINDINGInstallation and major command suicide prevention program coordine
not present on a consistent basis, which has led to diminished effectiveness ¢
suicide prevention programs

DISCUSSIOS$ome of theServicas currently require fultime civilian program coordinators at
installations andnajor commands while otheBervice do not require these positions. The Task
Force found motivated and dedicated installatimvel coordinators engaged in proactive
suicide prevention activities during site visits. Because of the lack of standardizexhcgiid
from Servicelevel program management, however, the effectiveness of suicide prevention
activities at those installations often depesadion the creativity of the individual appointed,

and these activities were not always consistent with 8ervic€ a@verall program intent. Some
coordinators were also marginalized because of a lack of consistent placement of their offices
in relationto the installation or senictevel commander.

The DoD Task Force on Mental Health (2007) recommended implementatimstafiation
S5ANBOG2NAE F2N) t aeOK2f23A0Ftf 1 SHEGK G2 aSNBS
psychological health with the authority to convene meetings of all resources on the installation
that support psychological health. During site visitee 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 forimplementation of that recommendation and furtheuggestshat every
installation and major command have a ftithe civilian suicide prevention program
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coordinator to act as the consultant for that commander to ensure tBaticelevel suicide
prevention strategy is consistently conveyed and implemented within installateord major
command; and facilitates unlevel programs.

RECOMMENDATION

Services should requirgifod civilian suicide prevention coordinators at all installations
identifiedy major commands. Major commands must facilitate the consistent
implementationSgfrvice 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 stide prevention policy, and Service policy and programs

InstdlationLevel Suicide Prevention Coalition

DISCUSSIONheServicas are to be commended on the large number of support services that
exist under the management of various agencies and orgaairatin any given installation. In
addition to the services offered by clinical mental health providers at MTFs or deployment
health centers, services are also provided 3ayvice Member and family counseling centers,
religious programs, family advocacy grams, substance abuse prevention and treatment
programs, personal financial management offices, and numerous others.

The DoD Task Force on Mental Heayfte (i S&iousi degrees of segregation for these
programs and no consistent plan for collaborationpiomoting the psychological health of
ServiceMembed YR GKSANI FIFYAftASag o05SLI NIYSyd 27
2007, pg 53). During site visits, the current Task Fals® notedthis situation continues today

and that support agencies renmailargely independent and confusing in the eyes of the
individualServiceMemberas well as family members.

The current Task Force found examples of wonderful attempts at -paifisation and
coordination of services by each of tkervice and at instadlitions 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
higherlevel CAIBs, which function to bg 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 it all
installations. The Armgendsa Composite Risk Assessment Report to each unit commander on
each installatioron a regular basjswvhich covers behavioral health risks involvingStddiers

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 consisigligation and
optimization of these regulatory bodies was undisciplined and poadtilized. 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 Service would benefit from installatiofbased suicide prevention coalitions that can
effectively address coordinated care f&rvice Members and problem highisk behavior
issues. They can also inform higher headquarters suicide prevention progffases about
issues that requir&ervicelevel policy revisions.

RECOMMENDATION

andmajor command suicide prevention efforts and irfemvisdbeel prgram
office. This coalition should also function to coordinate support services through
collaboration on overarching social/behavioral risk problems on the installation.

ﬁ Sufficiently resource suicide prevention sdtiaditistrategically integrate installation

Medical Treatment Facility Suicide Prevention

DISCUSSIONhe Task Force found excelleexamples of fultime suicide prevention program
coordinators at some MTFs. However, they were not consistently employed acrosS&aate
or throughout DoD. Coordinators at an MTF function as both clinical casege@ntor those
identified as atrisk for suicide and as administrative coordinators of suicide prevention

LINE AN Y NBIdZANBYSyilad ¢KS =+ SYLJX 28& &dzh OARY

medical facilities and often has two different individuals, one focused on case management and
the other on administrative procedure¥he need to standardize the completion of the DODSER
by trained individuals may also be best accomplished by-MiBEd suicide prevention program
coordinators, who can also function as the medical representative to ataliationbased
coalition that removes the stovepipes in community services.

RECOMMENDATION

Require futime suicide prevention program coordinators at each MTF (or regionalized
when covering severaHmuspital MTFS) to facilitate the standargieeteimtation of
Serviceuicide prevention strategy on behalf of the MTF commander and ensure the
adherence to standardized policies and practices.

UnitLevel Prevention Programs

FINDINGmplementationSgfrvice suicide preventi@agm@mms suffers at thelewndl
because of the lack of consistent requirements for assigned suicide preventiol

DISCUSSIONT he Servics inconsistently require unievel collateral dutyofficers 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 additibare is alack of clarity regarding
what type ofindividualis best suited tdill the position. The Task Force discovered a variety of
personnel filling undevel suicide prevention program officer positianBom personnel
specialists, to medical officers and enlisted, to chaplain officers and enlisted, to senior enlisted
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and junor officerg all tasked with the same duties but wittariabletraining, experiences, and
approaches. This confusion is the result of the paucity of policy guidance from higher levels. The
Task Force heard that sever8ervice were implementing clearer andiore consistent
guidance but current policy is sparse in this area.

RECOMMENDATION

Direct unievel suicide prevention program officers to facilitate the implementation of
Servicgolicies.

Age: 23

RankOccupationSecond Lieutenaddjuntant General
Service Branch: U.S. Army

This Soldier took his own life while stationed in Europe in his first essigmafter being commissioned
All communications from him prior to his death indicate that the soaftress in his life was thiew
assignment and the transitioih involved.According to his family, he had experienced a poor commz
climate with no strong leadership to respect or follodde was the product of Army traininget was
reprimanded for not knowing his job bettedismoK SNJ al ARXGa& a2y 2edaafing S
from collegeHe scored at the top of his Officer Candidates School class and was an honor grad i
Adjutant General Basic Officer Leadership Course, receiving numerous awards during tExesipite
this level of achievement, he expressed to his family that he felt unprepared for, and overwhelme
KA& ol2ANg| ol YAf & alFARZ alAa RSFGK Aax G2 dza:z

7.1.2 Equip and empower leaders (provide them tools) to asi@lslidture that
fosters prevention as well as early recognition and intervention.

FINDINGCompeting priorities have degraded the fundamentalsbfaadership,
resulting in lost opportunities for suicide prevention.

DISCUSSIONmallunit leadership iritically important as it is here we sélee direct effect of
leadership throughoutthe supervisory structure via interaction and emgsnent with unit
personnel In a few commands and among some specialty groups interviewed by the Task
Force, smalunit leadership, declplate leadership, and other similar terms were being used to
refocus attention on the fundamentals of mentoring and ingr for Service Members. This
renewed emphasis was not found consistently across installatitm&rviews at many
installations indicagd that supervisors up and down the chain were so focused on mission
NBIljdZA NBYSy (Ga Iy R diy@d DY LSth Adzh iR/ NG tind Quas left for
FGOGSYRAY3 G2 (GKS aKdzYl yé¢ St S Bépghisars rapbried tBely R S NA K
did not have time to spend oren-one with subordinates either because they supervised too
many individuals to maksuchpradical 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
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cases, inteactions 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 andemequirements

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 emphasttong mentoring praees should be
universal across th8ervics. 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 smalinit leadership shold include incorporation of structured
mentorship tools that closely follow the principles of evidei@sed approaches. New social
media should support more flexibility in matching mentors with protégdwing effective
relationships over geographic bgers. Many suggested thafervice Members should have

input into selecting their mentor whenever possibland that longterm relationships
maintained through electronic communicatismediawould be of substantial value.

Gt NRGARS | &dNHDG Because S0 manyservice Membgrs are ;ingle and
are seekindielp remain valuable to geographically separated from family and friends that are
the unit and continue to have a sense best able to detect signs of suicide risk and to provide the
2T LJzZN1J2 & S ®¢ sense of social support and belongingness that protect

T civilian psychologist| one from suicidal behaviors, the role of an involved

supervisor ad chain of command is critical in providing

these protective functions. During site visits, the Task Fom® told over and over agathat
thosein supervisory roles are overwhelmed with too many subordinates and are thus unable to
support them at the lgels necessary for personal involvemehhereappears to benadequate
time for effective interaction between leaders and their subordinat&hesame is true during
deployment, as well.

RECOMMENDATIONS

Strengthen and reinvigorate the fundamenligdsyofarrison leadership at the unit

level with a focus on supersigmrdinate interactions and mentoring. Ensure that front
line supervisor training is mandatory, occurs prior to assuming a supervisory role, and
includes critical sllliilding imterpersonal relationships.

X

Schools, develops leaders with the interpersonal and leadership skills required to fulfill
their leadership and mentoring respmssibg well as proastite welbeing and
total fitness of tBerviceMembes under their charge.

Maintain a sufficiently smaHliinergupervistirsubordinate ratio to ensure the person
centered leadership functions can occur.

. Ensure that professional military education, ranging from basic training to Senior Service
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FINDINGCommanders either lack the necessary tools or do not effectively us
tools to detect, measure, and tratdvehguicide risk factors and infmain lo
prevention activities.

DISCUSSIONEommand climate surveys are currently used across #evics to assess the
effectiveness of leadership and the morale of a unit. At the present time, &achicehas
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 tdetplaiment
Opportunity (EO) or Inspector General (IG) complaints. The primary goal of naateli
FaaSaayYSyid A& ledderkihRitdanRiglersiaikdihg ofzgirdas db éoncern as well

as areas in which the unit is excelling. Ea tool to be effective, it must use validated scales
that are sensitive enough to detect meaningful changesr time. At this time, there is no
F2NX¥IE SOARSYOS G2 &adzllll2NIL GKAA G22tQa STFSO
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, 2@®) the judidoususe of command climate surveys could strengthea d@redibility of
leaders in the Armed Forcesecond, command climate surveys could be augmented with
guestions or scales regarding behavioral risk and protective factors associated with suicide to
give commanders important information about their specifiiy A § Q& NBf F GA TS N &
could address thefrequency of binge or problem drinking, interpersonal violence, gambling,
financial stress, anger outbursts, relationship difficulties, and other important risk factors for
suicidal behaviors. Commandecould use the results of these surveys to tailor prevention
efforts among their unit members before ftblown negative outcomase.g., police reports of
family violence, alcoheaklated incidents, and criminal activity, or financial crisé®come
evidert. These prevention efforts couldlso include measures to enhance life skills and
interpersonal relationshipsand education geared towardpreventof alcohol and drug abuse,
sexual assauland harassment, gambling, and other risky behaviors.

RECOMMEMIIONS

Add validated behavioral risk questions to unit climate surveys to help commanders detect
‘ﬁ relative elevations in behavioral risk across their military units and respond with
appropriate preventive measures. Mandate the use of unit clirsateeysd risk

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 co¢
the Service andla¢ installation, while also allowing for the identification of positive and
negative trends with reference to risk behaviors by members in that unit.
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FINDINGSome leadership environments result in discriminatory and humiliat
treatment of Service Members who responsibly seek professional services fi
emotional, psychological, moral, ethical, omsattétzl

DISCUSSIOISite visits revealed widespread reports in some military branches and specialties
of disgiminatory treatment of Service Members who had made appointments to see mental
health professionals or chaplains for assistance with personal, psychological, emotional, or
spiritual concerns. ThesgrviceMembers reported being singled out and publiclyrhiliated,

often in front of their entire units. Th@askForce 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 wansinifestations of stigma. Although the
Army has recently disseminated policy (AR -680 Army

Health Promotion) prohibiting such behaviors, the Te @Ve should never underestimate the

Force did not find any instances 8bidiersin the field gng;ftgfi\p%s'gve :_E’J?\‘ljgsé"g ‘;fnﬁ -

being aware of the policy. In addition, the fe\ T senior military leader
headquartersbasedServiceMembers whowere aware of

this policy pointed out that sanctions against the behaviors did not carry the same level of
punishment asfor those who committed sexual harassment or other offenses of similar
magnitude, and were, thefore, largely ineffective.

RECOMMENDATION

Di sseminate and enforce A zedisaimbaton,er anceo f
andpublic humiliation towardividuals who are responsibly addressing emotional,
psychological, relational, spjriind behavioral issassvell as towards theseking
help to increase their psychological fithess and operational readiness. Support these
policiedy holding leaders angervisors accountable asdd$ined communications

campaigns.

7.1.3 Develogstrategicco mmu ni cati ons that pseekingot e | |
behaviors, 6 and support DoD suicide

FINDINGVlessages from senior leaders regarding suicide, suicide preventior
resilience, health, and readiness frequently do not sufficigntdpdsppugtimes
significantly detract iauicide prevention efforts. The news media commonly
on suicide imayshat contribute to suicide risk.

DISCUSSIOMealth communications science strongly suggests that each strategy employed in
a public health effort must be supped by a weldeveloped communications campaign using
principles supported by health communication research (U.S. Department of Health and Human
Services, National Institute of Health, and National Cancer InstiR@0p). Messages that
leaders transmitrangingfrom Service Chiefs to the unit commandgshould be aligned closely
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with and enhance communications campaign goals. Overall, the Task Force found that the
Servicd Q O2YYdzyAOFIGA2y A | o2dzi &adzA OARSXET Ay Of dzRA Y 3
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 Shkevics

themselves At times, they violate evidenecbased best practices in suieidprevention
communication (SPR2010.

The Task Force observed that sen®erviceleaders and their public affairs offices often
transmit public messages about the incidence of suicides, suicide rates, factors involved in
suicide events, research irdtives, 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 arSengce Members
thanthed NBIFffe& NS FyR GKIFIG Fy GaSLIARSYAO: 2F &«
These communicationalso unknowingly transmit the message that t8ervice know neither
why suicides are occurringor what to do about the problem. Statements withostifficient
context may lead a distressed or vulneralService Member(i 2 02 y Of dzZRS G KIF G G F
response to symptoms of deploymeMBf i SR RA&GNB’aa Aa G2 GF1S
(Cialdinj 2007 has shown that people are highly motivated to bedav conformity with most
of their peers. Therefore, messages that leaders transmit should make it clear thatshe
majorityt nearly 100 percertt of ServiceMembers who feel distressed after a deployment find
more effective ways to cope than by ending ithkves. These messages should tout the huge
numbers ofServiceMembers (in the tens of thousands) who are responsibly seeking care and
treatment for symptoms of PTSD (e.g., nightmares, sleep disturbances, irritability, anger,
depression, hypevigilance,and anxiety), alcohol abuse, prescription drug abuse, relationship
problems, guilt, and other existential problerrend that those who end their lives are a tiny
minority. It should be made clear to the audience timatrmal reactions to deployment stress
do not include suicidal behaviors; rather, suicidal behaviorsreneer normal. Furthermore,
messages crafted for senior leaders should follow other principles of health communications
(i.e., target specific messages to specific -populations with clearbehaviorallyoriented
YSaal3a3Saovd C2NI AyaidlyoOoSz NIXGKSNI GKFy | adlkasSy
statements should tell leaders at specific levels exactlv
what behaviors are expected from them (e.g., beil 6The day soldiers stop bringing you
supportive and respectful foService Members who seek Neirproblems is the day you have
help responsibly to manage psychological, emotional, & stopped leading them. They have

either lost confidence that you can
spiritual issues) and what behaviors will not be tolerat help them or concluded that you do

(e.g., discrimination and humiliation of responsible he not care. Either case is a failure of
seekers). f S RSNAKA LIDE
T Colin Powell

AlthoughPublic Affairs Officer@AO)cannd 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 increasesitidas, thereportersare 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
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that whenever militaryPAOs 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 messagesdke.,
about their own experiences with depression, PTSD symptoms, relationship problems, or other
personal crisesand how they were able to access assistance from peers, supervisors, friends,
or professionals to respond), the power of those messages asee immeasurablyihe Task
Force encourags those types of personalized messages, with the caveat that they do not
violate evidencenformed principles of safe and effective suicide prevention messages as
outlined inSafe and Effective Messaging for SlecPreventior(SPRC2010) At various levels

of command, leaders are concerned that talking about suicide too mahhavedetrimental
effects, and in the worst case scenario, contridtd suicidal behavior. This may indeed be the
case. Reports of supésors giving perfunctory warnings against killing oneself duringday3
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 t
be having a negative effect, resulting in a range of responses from twgitmnce 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 besitered a very serious
subject. Instead, leaders should focus their comments on health, wellness, mental fitness,
resiliency, performance enhancement, and péepeer support and thereby contrib& to a
change in cultural values and norms that will iedity 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 tragmamgrfor PAOs senBagyice leaders,

senior leaders, and installation commanders in crafpngnhet@lidn messages that
support the goals and objectives of thesS&rwicke prevention and health promotion
programs; avoid counterproductivegaradas messages whenever making statements
or discussing suicrdéated 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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Age: 19

Rank/Occupatiodirman First Class/Combat Communications

Service Brach: U.S. Air Force

CKA& !''ANXIY SytAaGdSR Ay GKS ' ANJ C2NOS I Y2y
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he relayed to his family thdte believed wholeheartedly in the good that the U.S. militegagdoing in
Afghanistan, but that the horrors of war were overwhelming to him personally. On May 3, 201(
Airman shot himself in Khyber, Afghanistan OO0 2 NRA Y 3 (2 KA &evdl beYesfiolsible
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7.1.4 Reduce stigma and overcome military cultumédlleadershiparriers to
seeking help

FINDINGIrhose who seek or need behavioral healthcare are commonly stign
and discriminated against, reinforcing the pervasive belief in the military that
behavioral healthcare is career ending #@mosthatho seek it are constitutionally
weak. These prevalent behaviors in the military culture seriously undermine
prevention efforts. Some policies that have been disseminated to reduce sti¢
not achieved their objectives.

DISCUSSIONKccess tahe highes 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 arsis, and in the worst case, leading to a suicisyvice 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 consequencetolthélye

¢Fral C2NDS GKIFIG (KSe ¢g2dzf R | 92AR 0SKI@K2Nrf K
a person who cannot be relied on in a pincbr worse, one who uses the cloak of illness to
malinger and avoid dutyor deployment. Service Members repeatedy described seeking

behavioal healthcare as a last resartaction they chose only when they deemed the
consequences of not seeking care (e.g., their spouse leaving with the children or the fear of
GI2Ay3 ONIXT @0 (G2 0S 02 Nhd&ed it Whrk/Rathét han@ieyingS |j dzSy
a behavioralhealthcare clinic, many expressed their preference for ttleaplaincy because of

the added confidentialityand/or the more acceptable primary care setting.

Research about stigma indicates that it manifesself in many ways and through various
constructs. The roots of stigma are anchored in stereotypgsneralizations that are perceived

to be accepted by the population at largét dzOK | a3 GLIS2LX S SgAGK YSydl
ONJ T & ServiceylBnbérs whoseekbehavioralkK S I f { K O NXheseMBreosy &t dod é

their damage when individuals begin to agree with the stereotypes and develop prejudicial

views toward a&erviceMemberbased on his or her current circumstance (e.g., seeking help for

an emotiond, relationship, psychological, or spiritual problem). In the military, as referenced
F62@S> (KSaS LINB2dzZRAOAIf GK2dzZAKGa Y wsddhin Ay Of dz
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erodes trustit erodes fithessand erodes readiness

The Task Force recognizes that the military system is filled with discriminatory regulasinds

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 tha®ervice Members experience would not disqualify them
from service, regardless of whether those problems are related toaimeral stressors. This is
especially true if they seelissistanceearly in the developmental trajectory of a problem.
Nonetheless, and contradictory to the experiencebehavioralhealthcareproviders most of

the Service Members with whom the Task Forapokeduring site visitdelieved that seeking
behavioralhealthcare is career endindlthough commandlirected mental health evaluations

do frequently lead to the end of a military career, the overwhelming majority of mental health
providers interviewedeported that selfsoughtbehavioal healthcare nearly always enhartte
ServiceMemberd Q A y i S NLJIS NE& 2mpioved tHeBjdblperfaraficednhd tha career
potentia.Ono/ f @ | avYl f f -NATYS2MEE (ii@aesRIFE detridcdthtd a Service
MembeiQ& O NB S NI

Stigma in any of its three manifestations (stereotype
LINE2dzRAOSZ | yR RA&ONR Y-Beghing
0 SKI @A 2 NXead ltoyakRthalolitgome Although stigma
related to mental health and helpeeking for emotinal, 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.

aGAaYE (Affaodé
T surviving spouse

NEa gA

To date, theServic& Q enhpts &t reducing stigma associated with mental health have not been
fruitful because of the pervasive beliefeinforced with personal experientethat having a
mental, psychological, emotional, or relational problem leads to marginalization by peers,
careea 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 treatntetihe exclusions in Question 21 on SF
86 (Questionnaire for National SedyrPositions). The Task Force agreed that these exclusions
are critical to opening doors for responsible hesleking, given the prevalence of occupational
exposure to psychological, spiritual, moral, and ethical injuries from combat. Unfortunately, the
Task Force found that very fe@ervice Members were aware of the exclusiomsd those few

who were did not have confidence that the policy would protect them in practiceedtme
clear to the Task Force that until mdStrviceMembers with security clearages are aware of

the policy and have confidence that it will be enforced (i.e., they see examples of flfoive
Members protected by its provisions), it will have minimal effect in promoting access to
behavioralhealthcareservices and the overall meaxitand psylological fithess 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 peeptions of the effects mental health treatment usually has on a
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who have voluntarily sought help not only did not experience negative effects but also found
their careers and relationships benefited). SASA has developed &tigmaReduction Initiative

kit (http://download.ncadi.samhsa.gov/ken/pdf/SMAGEL76/Developig a Stigma Reduction.pdf

that can provide guidance on developing such a campaign. Wright and colleagues (2009)
examined organizational constructsuch as positive leadership and unit cohesiand found

they also have a role in reducing the perceptiofistigma astirelates 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 expéx The need foa stigma reductiortampaign will have ended when

f SFRSNAR 4 Ittt tS@gSta KIFE@S al SNB (2t SN} yOS¢

psychological, emotional, or spiritual fitnessSfviceMembesrs.
RECOMMENDATIONS:.
. Develop aaggressive 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 tha@ssischaplains, 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 welbeing, connectedness, agdhmogical and spiritual fitne3site

Membes. Use welilanned, mujtear communications campaigns at the DoD and
Servicéevels, employing the best of health commss@atioa as part of that effort.

Target a specific congmtrof the comnications campaign to ensuré&tinatce
ﬁ Membes wio hold security clearancestardental health provideh® see theare
N aware of policies that exclude reporting certain oiste@mcakhealthcare on the
SF86.

FINDINGSome riitary cultural norms establish unachievable performance
expectations for Service Members and stifle resporsablertglfhe effect is a
less fit force more vulnerable to suicide.

DISCUSSIOMith many of the noms and values prevalent in military culeualsocomes a set

of unrealistic, even unachievable, expectations for those wearing the uniform. For instance,
physical, mental, psychological, and spiritual fithess and strength are highly valued. It follows
that ServiceMembers who develop and maintain a high level of overall fithess are themselves

highly valued by their peers, their leaders, and the military community overall. The expectation

LJ


http://download.ncadi.samhsa.gov/ken/pdf/SMA06-4176/Developing_a_Stigma_Reduction.pdf

Findings and Recommendations

is that a fully fitServiceMember somdimesreferredi 2 | &-uLl NEFdedll Reéver need

KSft L) RSIfAY3a 6AGK LINRoOofSYa Ay Fyeé 2F (KS aa?z
ethical, mental, spiritual, or relational. The military culture has a very low tolerance for any
LISNOSAGBSR 4SSl 1ySaRSHPRANEe OYSY G IAiA ke wd SINBYy &4 S|j dz
temporary, may result in theService Member being viewed as less than adequate and
marginalizedfrom the remainder of the unit (OTSG, 200®sychological or emotional
dweaknesses are most apt to resalin 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 perfectlprcteat members of these

more elite career fields are expected to be sufficiently strong in mind, body, and spirit so as to
completetheir military careers (frequently decades of life) without any personal setbacks other

than occasional physical ailmentSertainly, none would experience a single situation that

would require outside professional help or require a temporary break from their-theghand
YATAGIENE 62N)] SYyGANRYYSY(dl NBadzZ GAy3a FTNBY |y
acculturation praess produces a cadre of people with unrealistic life expectations who are very

highly resistant to seeking help of any kindspecially behavioral healthcara and that

resistance is evemore pronouncedor men (FelkerHawkins, Dobie, Gutierrez, & Mclrall

The T SNRB RSTAQASINE YISyt (S NI AyliHSpermmitd Skiviae MEibdsyt® & a €
openly discriminate against fello@ervice Mmbers, a practice that undermines a fundamental
military tenet- watching out for2 y Sh@Qdilies. A much better culturaiorm, 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,
OKNRdzZaAK2dzi 2y SQa A TFEscandri®B S + NDTEXX5X 2| f ||
use the services of psychologists to improve their ment &Y @A RS 2% I NA

. . . . . nothing wrong with going down.
psychological, and emotional functions, which in tur LOOs AGFaAy3d RS
contributes to improved performance in competition. Similar! T Muhammed Ali
Service Members should be encouraged to seek and acCepe
mental heall K LINRPFSaaAirzylta FyR Of SNH& Ay GKAa aoO2l
to happen ifsuchservices were framed as an approach to enhancing performeatber than
to remedying a deficit. Furthermore, access to and early use of these prafatservices
could be expected to prevent the kinds of crises that render one unqualified to fulfill military
duties, whether temporarily or permanently.

Taking steps thatvill eradicate non-productive normsand values,and overcome essential

norms that may be counterproductie in suicide preventionmust be a central element of the
Servicd &adzi OA RS LINE @S yniudt Bpécifically Nddiesh#ltans écebpatodsT 2 NI &
requiring special duty qualificationsuch as, intelligence, communications, &tion, special
operations, security forces, nuclear suretyd others requiringequiring highlevel clearances

or persomal reliability. Efforts to change these cultural norms must be backed up with policies

and staffing to allow members to take tempoyarrelief from duty without negative
repercussions on others who must pick up the slack. This standard is currently established in
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I NYe wlky3aSN dzyaAdasz 6KAOK IINB YIYYySR Fd wmmn L
reduces the pressure on individuals wheed 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 imigtitand certamilitarypcaipationapecialties,
to support developing and maintaining comprehensive fitness by all members.

most effecti@erviceMembes will occasionally experieiffteutties 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.

f Infuse curricula for all levels of military specialty training with expectations that even the

Age:40

Rank/Occupatioriirst Sergeant/Infantry

Service Branchl.S. Army

This Soldier served honorably for oo decades and ddoyed to Iragas a First SergeantWhile
outon a meetand-greet patrol in Irag, he suddenly stepped outhis vehicle and swore loudlife
then shot himself with his M4 and died. At first, féBow Soldiersscrambled to find the sniper who
they belized must have firedtha K2 i @ 2 KSy GKS& NBIFIfAT SR GKS
CANRG {SNESIyGz¢é KAad RNAGSNE o6K2 gAlySaasSR
felt completely shocked as he had no history of mentalthéssues. However, as lgarents and wife
accumulated documentation from thivestigation into hisdeath, it became clear that the Firs
{ S NB Sléagleisidgdemands)is physical injuries, antlis hidden psychological wounds all collidg
with the urrealisticstoicism of a very dedicateSoldier. He left behinkis wife and two sons.

FINDINGFr equent wuse of the t ertondescmba | i
suicde el at ed behaviors that are judg
may adversely contribute to military cultural barriers to care and the overall ¢
associated with suigidated behaviors.

DISCUSSION ¢ KS &G SNXY a Y f-atahding Nidtofydre psystibgical and rhilgayy3
literaturee DSNBR 2Y YR C2E 6HnAnAc L inBrfichdl prdlitiol of falteypa S NA v 3
grossly exaggerated physical or psychological symptoms, motivated by external incentives such

as avoiding military duty, avoiding work,agling criminal prosecution, or obtaining drugsb

Language used inng culture has direct implications on social issues such as prejudice,
discrimination, and stigma. Althoughe® ¥ a Y I f AYISNRA Yy 3¢ Y I @ilitadyS & NN.
situations, the Taskdfce views usage of the term in the context of describing suicitbted

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
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differentiate between those who have suicide intention and those who may report suicide
AyiSyidazy F2N) SEGSNYyIt AyOSyirogSao ¢2 2dzR3S
malingering is professionally insensitive, at times misinformed, and aséd on any reliable
GOASYUGATAO SOARSYOS® 1 eLRGKSGAOLIffes S@Sy AT
malingering, the behavior may reflect ineffective coping skills and/or personality issues that
need to be addressed appropriately in thentext of behavioral healthcare.

The primary concern in continuing the military practice of using this term to describe the
behavior of certainrService Membesrs is related to the further promotion of stigma associated

with suicide and seeking of care hjistressed individuals. Until the military scientific
community has clearly established assessment procedures for reliably identifying malingering in
GKS OFrasS 2F ad4dzAOARS AydSyidz GKS ¢Fal C2NOSQa
military leadership from the usg of this term in discourse about military suicidelated
behaviors.

RECOMMENDATION

Discouragand refrainframeeo f t he term Amaling-eringodo i n &
related behavioEsisure DoBndServicesuicidg@reventiopolicies and guidelines

el iminate using the word fAmalingeringo.

7.1.5 Standardize Suicide Rention Policies and Procedures

FINDINGCurrent DoD gance on how to best manage and respond to suicida
behaviors during recruit training is insufficient relative to the need.

DISCUSSIOMEven though the incidence of suicide during basic training is extremely rare, the
prevalence of suicideelated behaviorappears 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 beenroutinely collected and tracked for élervics. However, anecdotal reports indicate

that some recruits may view suicigelated behaviors as a mechanism of escape, coping,

and/or relief from the daily pressures of basic training. During installationvisies, the Task

C2NDS fSINYSR (KIG a2YS O2YYl yYRSNE -OKINRE 33pS
playing the suicide card) more frequently as a means of getting out of their military
commitment. Several also mentioned that suicide appeans,nmore than ever before, as an
2LIA2Y AY &2 YRS a\yb ONyAdadasQ & RN LJ

Given the common occurrence of either verbalization of suicide intent and/or stieldeed

behaviors during basic traininghe Task Forcéelieves that attention to this issue irthe
O2yGSEUG 2F 525048 oOoNRIFRSNJ I LILINRBIF OK (2 &adzA OARS
suicide and suicideeclated behaviors is complex. If suiciddated behaviors occurring in the
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context of basic training are either not addressed or inadequatdtressed, this may result in
a professional trajectory for th&erviceMemberQ a e ofizmilar coping behaviors (i.e., reliance
on suiciderelated behaviors as a method of dealing with perceived military stressors).

Furthermore, the verbalization and/ohteat of suiciderelated behaviors places a significant
pressure and burden on militamgcruit instructors who are not trained behavioral healthcare
providers and therefore cannot make informed decisions about the absengeesence of
suicide risk andhe 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 Serviceshould addres the problem of suicideelated behaviors in recruits by developing
clear guidance for commanders and militagcruit instructors. This guidance shouspecify
how to best respond, track, and follow up with recruits who demonstrate suiatied
behavors during basic training-ormal guidance wilhot only help maximize the care provided
to recruits during basic trainingout also assist leadership and military instructors in the
important job they perform in training our future military force. Indivals tasked with the
creation of this guidance camonitor responsa and manage strategiet® prevent potential
unintended reinforcement of suicideslated behaviors in our young recruits.

RECOMMENDATION

ImplemerdoD an&ervicguidancéor commandeaad militamgcruitnstructors that
addresses the management of sulgEted behaviors during basic training.

FINDINGA significant number of suicides among Service Members occur in t
of an investigation or allegation of alaimoitneer serious offense.

DISCUSSIOMegal problems are an associatésk factor in manyServiceMember suicidesas

indicated in Diagam 7-1. In many instances, these deaths occur in the context of commanders,
AYy@SAaGA3IFrG2NARTI 2NJ RSTFSyasS O2dzyasSta oSAy3a gl N
step to help build protective factors around him or her. For those notifleely are under
investigation but not yet arrested, command authorities must be notified immediately so they

can ensure that theservice Member has the necessary support and resources to remain safe

from seltharm. For those charged, a supervised, pergppersan 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 shudd occur from authority to authority, essentially
YEAYUGlrAyAy3a | adzAOARS agl GOKE dzy At | NRa|l | &
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.
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(Source: Gahm, et. al., 2009)
Diagraniv-1: Legal Disciplinary andAdministratie Issues

RECOMMENDATION

Develop and implement a\ldB policy requiring immediate command notification and
chain of cafer chain of custyétyr individualghobecome aware they are being
investigated for a criminal or other seriousioffeagggly aftehey confess to a
crime, and/sporafter they are arrested and taken into custody.

FINDIN@&Current DoD guidance regarding the removal and subissgeeuit re
weapons to Service Members who are recognized to [si@idesksafot
sufficiently clear.

DISCUSSIONEmpirical literature suggests that removal of access to lethal means for those
deemed to be at acute risk may seras a robust suicide prevention strategy. Guns are the
primary method of gicide amongService Members. Most suicides that occur in theater are
completed with theService weapon and ammunition issued as part of the combat load. Extra

care must be given talentify ServiceMembers at elevated risk for suicide so that their access

to lethal means is controlled immediately 2 G KS SEGSyYy(d LR aarsaicdsd ¢KS
weapon and ammunition is a highly sensitive issue and &olice Member can beexpedted

to have a different reaction. For instance, although dBevice Member might experience
O2yaARSNIYofS RA&AGUNBaaA YR &dzoaSldsSyd Fy3asSN |
additional level of humiliation, embarrassment, and fear within his nnjtitanit. Decisions

made by providers and commanders abodénial of access to lethal mear(er removal of a

weapon) for those recognized to be at imminent risk for suicjdend subsequent return of
privileges to be armednust be collaborative and thoughitily executed.
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RECOMMENDATION

Establish clear Daint and Servgaidance for removal and subsegissueef
military weapon and ammunitiSarfoceMembes recognized to beisk for suicide.
The guidance should emphasize a collaliesativamproach to the decmmking
process and specify documentation requirements.

Age:40

Rank/Occupatioi@unnery Sergeant/Rifleman

Service Branch: U.Blarines

Just a month before he took his own life, thimrMe helped stop one of his own Marines frg
O2YYAUGlGAYy3d &dZAOARS® | S &l @Srém liadwhére raokeNdan/18 gedpl
AY KAA& dzyAl 6SNB {(Aff SR AyOfdzRAYy3I (GKS 0O2)Y
anythingé 2 KsKeyfried to talk about his behavioral changeseeping more, not showerimghe
AYAAAGSRE aLQY | Dhizys¢liR Mis wif@efieves Ahgt She éstignhaSsurréudzijn
behavioral healthcare played a major role in keeping her husband frekingethe help he needed.

7.2 WdIness Enhancement and Training

7.2.1 Enhance webeing, mental fitness, life skills, and resiliency

FINDINGT here is insufficient emphasiaiomg and other approaches to enhanc
critical life skills and build mental, emotional, and spiritual fitness.

DISCUSSIOMastery of an array of life skills has been shown repéigtéo protect individuals

from suicidal behaviors. The IOM repoReducing Suicide: A National Imperati{z902),
concluded that life skills can be taught and therefore teaching them constitutes an important
and valuable suicide prevention strategy. Feogs 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 whicpositive 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, Ciccheiti Bedker, 2000; Ritchie, Schiaer,

Bradey, & Forsten, 2008).

The Service 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, iiny; these programshave had on the suicide rate in the military,
partially because of a neabsence of rigorougrogramevaluation.




Findings and Recommendations

60 M Yes
51 = No
Don’t Know|

Percent of Suicides
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L Relationship . Relationship

+ 32% of suicides had a failed “intimate relationship” within 30 days
of the suicide

+ 5% of suicides had failed "other relationships* within 30 days to the
suicide

(Source: Gahm, et. al., 2009)
Diagranv-2: Relationship History

Financial crisis and relanhship problems are precipitating factors in large proportion of Service
Member suicides. DiagramZ shows that 65% of Service Members who completed a suicide
had a fakd relationship of some kind prior to their death (Gahm, at, 2009; Reger, et.al.
2009).A strategically sound suicide prevention prograhould address suicide risk reduction
issues (e.g., marital and relationship counseling, substance abuse programs, financial
counseling) and strengthen protective factors (e.g., resilience, samalectedness, emotional
regulation) with awareness and emergency intervention traimmgdules

For example, the Air Force program established in the-18@0s was shown through rigorous
evaluation to have been effective in substantially reducing suiGtks, 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 Forea _ _
leadership and emphasized interventions to reduce r 9Resilience is the inner strength, that

. certain something that enables some
factors and strengtln protective factors long before ,onie 10 thrive through hardshipi K |
Service Membea Q@ LINB Ot SYa RSOUSt poiatade G2 ddNy tSad® ¢K
vibrancy of this constellation of programs, howeve strengthened by and even ]
seems to have waned over the years amdsunable to UNI ya¥2N¥VSR o0eé | k

achieve the eayl results over the longer term. T Wounded Warrior Project

The Task Forcdid find evidence that theServices 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 enhantefmen

Service Member strengths and life skills provides ttgervice Member with a set of skills/he

can leverage when faced with life stressors. These programs should help &akee

Membedd NBf I A GBSt & Y2NB dadz OA RS ionKigited: the sfils s | 2
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
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Army installation at which incoming perseel 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 oeffost, with free childcare and meals provided.
Additionally, he Air Forcemandates 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 mandatorybaseinprocessingRight Startpriefings and where they also receive training in

basic life skills such as financial manageme&hey also receivéenformation on other important
opportunities and programs offered by the Airman and Family Readiness Center, base
education center, and othesupport organizationsFTAChelps provides eah new airman a
standardized transition from their regimented training environment to life on an operational
baseand gives them training on a basic set of life skills and a myriad of information on how to
obtain other assistance when needefihe Task Fo& 06 St AS@Sa GKIF G dGKAa
training effort, using statef-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,
shouldbepartd (G KS 5SLI NIYSYyiQad O2YLINBKSYaaA@dS adz OAF

RECOMMENDATION

Improve access aod promote utilizatiostateoftheart training in critical life skills
(e.g., financial management, communication, marriage and family aelgionships,
management, and conflict resolution).

FINDINGService Members &mthaviorddealth providers report overwhelmingly
positive experiences with embedded mental health prosrdéoal opits;
however, the practice is underutilized.

DISCUSSIOMental health professionals have been embedded successfully in Army combat
units, including Ranger units and special operations units, for several (feasome, decades)

with anecdotal evidenc¢hat they helpSoldiersretain functionality in stressful environments.
These embedded professionals act as consultants to commaader®ll axoaches td®rvice
Members in order to improve Service Membermsychological and emotional fitness, and
expedie ther return to duty when exposed tdraumatic events. They not only improve the
psychological health of individuals and units but also help reduce stigma associated with
behavioralhealthcare. Embedded behavioral health professionals provide earlyarigon for
ServiceMembers through informal hallway chats, preventing early symptoms of psychological
distress or interpersonal problems from becoming-hlbwn crises or illnesses. The Task Force
found universal and eager acceptance of this approachregrhe representatives of a wide
GFNASGe 2F dzyAdas odzi SalLISOAlLffe o0& YSYOoSNE
policy barriers tobehavioral healthcare (e.g., security forces, units with large portions of
members on PRP status, aviators asphce operations controllers, submariners, military
intelligence). Embedding professionals in operational units holds great promise, both as a
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means to reducing stigma and of increasing the psychological fitness, resiliency, and readiness
of the force. Theservices shouldurther study this practicdéo determine the range of effective
staffing ratios. Currently, no datxist to guide staffing ratios.

RECOMMENDATION

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

7.2.2 Reducestress on théorce and omlitary Families

FINDINGHeightened operations tempo, repeated deployments, and insufficie
guantity and quality of dwell time since 2001 have had an adverse effect on
wellbeing of deploying anddepioying Service Members and their families.

DISCUSSIONfo meet current operational requirements with the existing estgength,
members of the military have @S R NB LIS 6 SR O02Yo6l G RSLX 28YSyila
times in between. This practice has added significant stress to the deploying.fohee3ask

Force also found that members of naleploying units often have experienced significant stress
assaiated with continuously heightened epationstempo at home. Based on all inputs, the
Task Force concluded that the current estdength is not sufficient to meet operational
requirementsand maintain the welbeing of the force if DoD canndind ways tointernally
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 suptgkdemand imbalance is foundational to any
suicide prevention measure the Department considers.

wdzd f AGe 2F RgsStt | The current Ie;ngth qf deployme;nE varids/ §ervicg At )
build marital relationships or move LINbaSyuxz UKS @SN 3Is tSy3uK 27
them forward during 14 months of in theater is 12 or more months; for the Marineéto 12
dwell time when my husband is a months; for the Navy, 6 to 12 months; and for the Air
guestinne K2 dza Sl.tq’s Force, 4 to 12 months. Multiple deployments place
t MIBAYSPOUSE ] hsiderable stress on th&rvice Member and are
disruptive to the family as th&ervice Member regularly
deploys and then réntegrates. Thdatest Mental Health Advisory Teaxl (USFORA & OTSG
2009) reportsService Members on their third or fourth deployment experience a greater
degree of psychological problems and acute stress. Mar@adice Members in that same
group report significanyl more marital problems compared with tho§ervice Members who
are onlyon their first or second deployment.

Dwell time refers to the time&erviceMembers spend in garrison between deploymeniaell
time provides a ServiceMembertime away from the stres ofa combat environmentensures
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reset and training timeand provides an opportunity to reonnect with their family and
comm_unlty. T_he quantity and quality of dwell_tlme hgs be P T——
associated with levels of mental and emotional distress Al Ges Gem
specifically, tle shorter and poorer the dwell time betweel T Army soldier
deployments, the higher the levels of symptoms of depress

and PTSD (USF@R& OTS&rmy, 2009). Quality dwell time requires th&rvice Member
have an adequate amount of -garrison time (off time and personktime) to rebuild
relationships reconnect with family and friendgnd recover from the psychological stress of
deployment to restore their physical, emotional, and spiritual weding. Competing military
requirements often compromise the quality aiwell time. Services have added missions,
training, and operational requirements that must be completed during dwell time without
making adjustments to @viously existing requirements.

There are two different types of dwell time 6Changing leadership soon after returning fror

individual and unit. Indidual dwell time refers to a deployment, especially the commander, is lik

time Service Members have before they al LdziGAy3 | FTNBaK NARSN

required to deploy again. Unit dwell time is th t Non-Commissioned Officer

time the entire unit has before it is required to

RSLX 28 F3AFAYy® 5SSttt GAYS |conhettonith tHeib tiddliese® a SY 0 ¢
friends as well as rtegrate 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 benefiSarvice Memberwho 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 norah y 3 NNX & 2 y émonittS @St &
combat deployment.

RECOMMENDATIONS

.ﬁ Balanceniformedndstrength with operational requirements by either increasing military
endstrength or decreasing operational commitments

Provide sufficient, Figlalitydwell time for redeploying Service Members in keeping with

the most current military health research. Iritegdlppstent dwell time should ensure

an initial period (of at least several months) in which Service Members can restore their
welbeing,and houl d not include extendeadgotemporar
training for the next deployment.

Reduce operations tempo antbday work requirements on individuals and units to
sustainable levels that support the wellBersscdflembes and their famili€reate
white space in training schedules, especialgeplppstent periods.

Review wgarrison military training requirements with the goal of eliminating and/or
combining training, thereby reducing the time burden ocSemviteNerdbes.

1 bbb
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7.2.3 Transform suicide prevention training&fviceMembes, leaders, and
families to enhance skills

FINDINGService suicide prevention training programs have limited effectiver
to a lack of a strategic approach tbakdts suicide preventionrgaini

DISCUSSIONEnhancing wicide prevention education and training is universally considered a
core strategy for a comprehensive public hea#thicide prevention campaign. The military
Services clearly value the importance lobth education and trainingA vast array of training
programs have been developed and disseminated to address suicide prevention at multiple
levels across the Services. tAe installation level, most suicide prevention training programs
help Service Members identify individuals who are at acute risk of suicidagerstand the
variety of resourceavailable and get linked with a professional caregiver (usually a chapfain o
mental health professional). These progragenerallyconsist ofa shortawarenessmodule
that placesthe responsibility for prevention on fello&ervicesMemberswithout ensuring they
have the skills to do so. These training programs represent a gagamnhvestment of time
and money, yet the Task Force did not find any evidence thaseth@rogramshad been
evaluatedfor effectivenesslThe primary focus of most training programs has been to educate
and inform the audience of the warning signs and riskdes associated with suicide.

At the vast majority of site visit§erviceMembers statedthat suicide prevention training was
ineffective and even detrimental. MarfierviceMembers reported the training is too frequent

and redundant and is delivered ihnKS (@ LA OIf AGRSIOK o0& t26SNI 2A\
any, positive effect. Nearly eve§ervice Memberwho had more than a couple years time
Armed Forcestated that he or she was familiar with the warning signs of suicide. The Task
Force heard of@untless incidents in which evidence of warning signs resulted-iislkagervice
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 poaveatning

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 S#teicder took his

or her life, reinforcing the fact thatducationon warnirg signs alone is nat sufficient training
strategy.

The manner in which training fsequently deliveredis of concern. Immany units in which
computerbasedtraining was conducted annualty mini-briefings were giverbbefore every 3

day weekend and prioto leave periods the messages have become, in the wordsame
ServiceMembea = al 221 S®¢é . FaAaSR 2y NBASHNOK | 062dzi K
these practices may well legtrviceMembers 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 classroonstyle settings (thereby eliminating any possibility of interaction between the

trainer and trainees and among the trainees themselves), the #ffmress of the training is

further limited. The Task Force concluded that this narrow approach to teaching the warning
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signs of suicide in large group settings has heightened awareness of suicide risk and warning
signs; however, opportunities have beenssed for developing essentidhelp-seeking and
al al A ytHat aresngckskarydor effective suicide prevention

From another perspective, the Task Force was concerned that the education programs of the
Services lacked a focus on skills and behavioike 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 skidbaseal training; in other words, the behaviors needed (ranging from
selfinitiated helpseeking to asking others very intrusive, but caring, questions) are skills that

most people do not have. For tt8&S NIJA OSa Q &ddzA OARS LINB@Syitd 2y SR
be most effective, they must be based on an overarching strategy with éba&éd training

program that supports each component of that strategy. The strategy must first identify which
knowledge, skills, and attitudes must be present in individualSllifng 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
O2YyAARSNI A2y G(GKS mdid@ratigrimustai 3 2 ARBSYWA & & A HRE 2N
mission.

Service Members consistently reported that training platforms involving small interactive
groups were engaging, memorable, anad impact Part of the success of this type of training
was attributedto the incorporation of basic program evaluation tenets: (1) the program was
designed for its audien¢€2) the objectives and goals of the training wetearlydefined and

(3) the training was measureable.

The Task Force also observed that @eevicesdisseminate preventiomriented training that
shares many of the same components. These include trainingp@venting racial and gender
discrimination preventingsexual harassmenfpreventingalcohol abuse, angreventingfamily
violence. Coordinatinghe content of these programould potentially save many millions of
marthours without sacrificing effectiveness.

The curriculum development process must include rigorand formalevaluation and the
dissemination phase must include pemturesto further evaluate the effectiveness of training
and to ensure fidelity to the original curriculum design. Further evaluation should be conducted
to inform the frequencyrequired to keep knowledge, skills, and attitudes at desired levels
across the force. Only hyking a strategic approach of this kind of training can Ssevices
expect to achieve the magnitude of behavior change ttiesire

The Task Force noted two promising dikilsed trainingprogramsin the USMC: a carefully
developed, frontline NCO coues delivered in interactive small groups and a curriculum for
customer service staféntitled ¢Are you listening? These curricula were developed through
thoroughevaluation and reflect the USMC culture.
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RECOMMENDATION

Develop DoD aServicdevel comphnensive suicide prevention training strategies.
Develop and disseminate-etditeart training curricula addressing the specific
knowledge, skills, and attitudes required of gagukaiion in the military community.
Incorporate indusitgndard eduation practices throughout the gleealioand

dissemination phadéscus efforts skillsbased training.

FINDING-amily members of married and single Service Members do not get
receive servisponsored education and training in suicide prevention. When t
offered to family members and friends, many obstacles prevent wider attend

DISCUSSIOMN significant number ofervice Member suicides occur in the context of friends

and family members having recognized -@fithe-ordinary behaviors by their loved os@ the

days and weeks before the suicide eves.Diagram7-3 shows, 12%28) of Service Members
who died by suicide in 2008 communicated to their spousgmtential to harm themselves.
YS FILYAfE& YSYOSNE 4K2
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deployment changesand stress reactions. 3
When family membersdid recognize the
significance of distress, they often reportect
that they did not know whom to call for help.'§ 20

Often family members feel as though they arg 5L

left on their own to endure the personal pains
and struggles of their loved one in the Armeé 10
Forces, with no one tturn to. =

¢KS AYLRNIFYyOS 2F (KS?
increasingly being recognizenl $ervice suicide
prevention programs. Service Members
repeatedly stated that their health and well

being was intertwined with the health and wddeing of their famikes. Furthermore, recent
empirical literature has demonstrated a relationship between the effects of deploymamts
spous& and childre® mental health (Mansfield, etl, 2010; Lester, etal, 2010), making it

26

28

f 20SR 2y Sa
(KS aAIyATFAO

27

Chaplain ‘
M Other |
B Spouse
M Friend
m Mental Health Staff
Supervisor \

Diagranv-3: Communication Prior to Suicide

clear that military families themselves mesignificant education, training, supperand

services

G2 adz

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 Sstvice
MembeQa 3 NiBtedsyardl 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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systems. They often do not know whom to call in 8eviceMember@Q chain of command, an

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 tservicd Q & dzA OARS | ¢ NBy Saa
training and are usually unaware of resources available to sugpovice Members and their

families. This is especially true for ntmtal family members, such as parents and siblings of
singleServiceMembers 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
emergerty 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 strantjaboration on the efforts
across the entire government.

RECOMMENDATIONS

Targeaind traifamilies (including parents, siblings, significant others, andasext of kin)
asuicide prevention training strategy, and consider it an importariiggarvbédne c
forServicdMembes. 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 renmaitast with families during every phase of the
%‘ deployment cycle. Develop and dissemhudajel@yeent and reintegration education

and training programs germane to suicide prevention for family members.

Proactivelyesk opportunities to collaboratethetifederal agencies in their efforts to
support military families.

7.3 Access toand Delivery pQuality Care

7.3.1 Ensure available and reliable access to-dniglity behavioral healthcare.

FINDINGAccesso care for Service Members with behavioral health disorders
suicideelated behaviors is not yet optimally and uniformly provided across tr
healthcare system.

DISCUSSIOMccess to quality behavioral healthcare has been edpédngreatly through
expansion of direct care and partnerships with civilian healthcare systems TRICARBE/A,
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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 suicidelated behaviors require easy

access to careAdditionally, according to the 2008 DoDSER Annual Report (Gahm_26e08|
Reger.et.al. 2009) 49% of Service Members who committed suicide had accessed at least one
program or clinic within 30 days of their suiciddowever, larriers that prevent easy access

care may interfere with aService MembeiQa oAt AGE G2 nllBEe§A IS |
interventions. Accesi®-care problems include delays in obtaining a routine hebial health
appointment, lack of availability of evening and/or weekend hourtafs, and workrelated

demands that impede SrviceMembelQa | 0 Af AG& G2 FFO0OO0Saa |yR dzas$s

While the Services have greatly expanded the availability of behavibeallthcare within the
direct care systemthis expansiotas been highly variable across and within Seevices. The
DoD has funded the greatest expansion of initiatives in decades thratgytPsychological
Health and Traumatic Brain Injury (PH/TBI) pang Through this programthe DoD hasn
recent yeardunded a significant expansion of behavioral health services within the direct care
system, adding hundreds of behavioral health providers acroSsrilces.

There remain, however, many locationglwinadequate 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 dficulty recruiting and retaining qualified practitioners to staff their clinics, and
several are clearly working with skeleton crews.

In caseswhere MTFs have been more successiul hiring additional clinical staff, these
providers are not necessarilyell trained and familiar with the military healthcare model,
including issues such as the need for close collaboration with unit commanders for effective
systemsbased practice. The steep learning curve can often lead to provider frustration,
burnout, ard ultimately poorly coordinated care for the patient.

It is clear that across every installatitive Task Forceisited, behavioral health providers as
well as primary care and emergency providere strained by - e L

the demands placed upon them to mage bhrge numbers of g_sgégl.sﬁ Soq;,sésy SEE
patients at risk for suicide. That said, the dedication ar T military psychiatrist
professionalism of these care providers is evident, as is tl___

acknowledgement that they desire to provide more comprehensive andagelidinated care.

Access to behavioral hehltpractitioners who are fully qualified to perform comprehensive
suicide risk assessmentsaiisonot uniformly available in crisis situations. Although many MTFs
offer the capacity for 24/7 crisis coverage, many do, r@aoid mustinsteadrely on chaplains,
behavioral health technicians, or cliniciafimasters degre@repared) to evaluate suicidal
patients during or after normal duty hours. These providers do not uniformly have the support
of a doctorallevel licensed provider to supervise the evaluationtlod patient and are not
generallyclinicallyprivileged(credentialed)o perform suicide risk assessments. In these cases,
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the general medical officer, primary care provider, or emergency physician may be neither
trained nor familiar with current standasd of clinical risk determination, treatment, and
disposition.

6Having a single psychiatrist is not a
Behavioral health providers demonstrated wide variabili concern, until that same psychiatrist i
in the clinical competencies of suicide risk assessment RSLJX 2 & SR®¢
treatment. Contrary to conventional wisdom suicide ri T MTF mental health providei
management is notuniformly 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 defineddanniform standard in the community for suicide risk
assessment makes conformity to a higiality standard nearly impossible. Several good
models are availabled dzOK +Fa GKS ! ANJ C2NOSQa alyl3iay3a { dz
2005; Oordt, Jobes, Fseca & Schmidt,2009), and severabthers 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 dutyours. The standard of care in the civilian
community is highly variable Practitioners are largely unaware of military-specific
considerations (e.g., the importancg command consultation and other collateral contadts)
completinga thorough risk assement and treatment plan. Often, the default disposition is to
hospitalize the patient ira local civilian psychiatrizvard with little or no coordination with the
ServiceMemberQa dzy A (0 @

Most MTFghe Task Forceisited did track and manage referrals tdé civilian network very
aggressivelyand served as an effective conduit of information among the civilian hostital,
military MTF, and theServiceMemberQ &  dxjfikiciadly, all nineteen sites visited reported
strong community/manage@are-support ®ntractor support for Service Members needing
intervention services or inpatient psychiatric care.

RECOMMENDATIONS:

_ﬁ Implement policies that optimize access to c@ervardskmbes which are

) specifically designed for behavioral headihaaneitor access standactiselyor
compliance

Train all caregivers in the governing rules applicable to appropriate and necessary
information sharing among providers, outside agentibSeanceVembes 6

commands.

* Develomterdisciplinary treatiydan forServiceMembes atrisk for suicidal behavior.

i
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station, temporary change of station, deployment and redeployment transitions, temporary
duty with othenits, release from active duty, demobilization, confinement, hospitalization,
andextended leave periods)

2 Implement coordination of care plans across longitudinal lines (e.g., permanent change of

Establish multidisciplinary case management teams to ensure the highest quality of
ﬁ coordinated care by the team of commander, clinicalnuowdeginieal care
provider.

Age: 29

Rank/OccupatioRetty Officer Second Class/Helicopter Combat Support

Service BrancHJ.S. Navy

Following two tours in Iragthis Petty Officer struggled with anxiety and depression. Six weeks

ending his 6year enlistment and release from active duty, he decided to stop taking his medicati
depression. He was subsequently cleeckito a hospital for treatmerand thenreleased. He went intc
a downward spiral that no one saw comiagen after his inpatient stayn la state of desperation, he
ended his own life.

7.3.2 Leverage andoordinatamilitary communitipased services, as well as local
civilian community services (especialith respect tthe Reserve
Component)

FINDINGNhile oasenonclinical support services have been greatly expande
the services, too often they are not well coordinated to best support/protect ¢
Members and thi@imilies, and they too rarekgshBrmation with each other.

DISCUSSIONhe Task Force strongly asserts that suicide preveraial risk reduction araot
solely clinical or mental health issues. Tdarevarious DoBwide servicesthat have multiple
non-clinical opportunities to make an impact oand reducethe risk of suicide. For example,
military chaplains, family support taties, financial assistance agencies, and legal assistance
services are pervasive acrasdlitary installations. Thegerve a critical function to enhance the
well-being and preparedness of individuals and families in military communities, which may
directly and indirecthaffect mental fithess and suicide behaviors thereStaffat these support
services frequently interact witlgervice Members who may be in crisisr are at an elevated

risk for suicide.The Task Forceobserved that service providersodnot consistently
communicate with one another or th&rviceMembeiQd O2YYlI yR SEOSLII 6KS
mandated by regulation. Improving cressmmunication, coordination, and cooperation
between and amongchelping agencigs and & K St LJA y 3 wowldS gelily Sahance
comprehensive suicide risk reduction and improve our ability to intervene effectively.

Duringll KS ¢ | a §ite \izsEnth&rsobserved thatServicebehavioral health providers

too often had little to no time in their current work schedes to engage in proactive outreach
activities directed at increasing awareness related to psychological stressors and promoting
positive attitudes about the value of pursuing mental fithness and the merits of seeking
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behavioal healthcare when indicated.Haplains, social workers, community service agencies,
public affairs, etc., across the DoD system devote a reasonable percentage of thelmomosk

to outreach activities performed within military communities These activities are typically
geared toward nforming and educating military community members about various services
available for risk reduction and suicide interventiorhe Service might also consideusing
existing Reserve Centers, National Guard Centers, and Recruiting Stasorsnduits fo
information and availability of installation servicespecially with respect to the Reserve
Component

The Task Force believes that lives could be saved if Dolpranieers, both medical and nen
medical,and commanders work together to establish clastworks that facilitate effective
communication and processing of information about suicigalice Members. Based orthe

¢ al i XNSHe membersobserved that in the more effective settings, providers and
commanders held frequent meetingsith support services and personnel to discuss and
further improve their process of optimal communications about high Service Members.

These discussions were held regularly and were thoughtful and systematic in addressing the
needs of suicidagervice Members.

RECOMMENDATIONS

Optimize and coordinate comrbasiy servis¢o leverage their capabilities to
enhance protective factoiSeisticdvVembes.

ﬁ Promote and utilize coordinated community outreach and awareness activities provided by
cinicans and other installatiased care providersmprove access to care and reduce

stigma.

FINDIN@Current screening efforts are not effective in identifying ServicedMer
have significant moral and ethical problems resulting from their combat expe
resulting in a sensguwit and loss of sedrtithat places them at risk for suicide.

DISCUSSIONh the face ofthe considerablenecessityof having awarrior culture acrosghe
Serviceto destroy property and to take human lifgonduct combad, a fundamental need
exists to address and resolve the sense of guilt that comes from violating normative peacetime
moral codes. One way flfill this needisto further emphasize spirituaind moralfitness as a
means for developing a mofé, successil, and resilienfighting force.

Various forms of guilt may adversely affecBaviceMembelQa 02 Yol G SFFSOGAOSy
seltworth, relationships with others, and ability to cope with stressful situations. Guilt can be
associated with the commissioof 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 ServiceMembelQa O2 Yy G NRf @
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Guilt is fundamentally a spiritugind moralissue but curratly there is no routine focus on
ALANRGdZ E kK Y2NI f kK SGKAOIE KSFIEGK Fa LIFNIO 2F (K
CAlySaa /KSO1¢ o{C/ 0 0O2dz R 06S SY6SRRSR 2NJ f A
normalize the importance of spirituéitness as a shared priority f@rviceMembesrs.

Although the Global Assessment Tool used as part of Comprehensive Soldier Fitness in the U.S.
Army selfassesses spirituality as a domain, further spiritual assessment and care needs to be
accomplished inall the Service. 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

{ SNIBAOS YSY0OSNI¥aA o0dSQUAdREAS) dA & IFAMGY SR AF2NI S| NI @
resolution of problems associated with pestmbat guilt and shame.

RECOMMENDATION

Encourag8ervicdMembes to have annual facéaceftonferencewith baplains for
‘# the purpose of resolving questions of goilbbiadneferrals to appropriate caregivers

for other concerns beyandekpetimae chapl ai nds

FINDINGService providers do not consistently collaborate well wikinlioicadr
and nostlinical discipdis.

DISCUSSIOMellintended efforts to improve access to care too oftessult in fragmentation

of that care.The recent enhancement of access to care through progranth asMilitary
OneSource, Military Family Life Consultants (MFLC), community service agencies, and the
TRICARE network have undoubtedly provided valuablefiierio our Service Members and
families. Service Members who sught these servicespecificallynoted 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 cotesly found throughoutits site visits, expert presentations,
case reports, and discussions with leaddigat enhanced access to clinical asdmmunity
programs havénad some unintended consequenc&ghile access to less stigmatizing care has
improved, @ 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
documertation of care, coordination of interdisciplinary care suffers. Each program has its own
charter and business rules, and eawte benefits from the cloak of confidentiality, often citing
Health Insurance Portability and Accountability &¢tPAAand theirfiduciary relationship with

the individual client to avoid sharing information with other care providers without written
consent. Frankly, thisituation is both ablessing and a curse. It Is aesdingfrom the
perspective of theserviceMemberpatient, who perceives a benefit from the enhanced privacy
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gained and accurse from the perspective of commanders, who naturally seek total situational
awareness about thevell-being of those in their charge and fwhomthey are responsible

The inherent risk breduced communication resulting from improved access must be balanced

GAGK | aySSR G2 (y2é¢ Fo2dzi NAa]l FFHrOU2NB F2N

necessary byproduct of enhanced access or managed through more aggressive case
management ad coordination of care. The alternative would be to bring all care under the
umbrella of the MTF andreatea unified documentation platform that would inform clinicians

and commanders about the risks experienced by tigenvice Members. However,improving
visibility and communication may result ihe reluctance ofService Members to seek carat

all.

RECOMMENDATION

f Develop comprehensipelicy tpromote systematic and regular communication among
PAQ cClinical and natinical providers.

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

FINDINGT here is high potential for Service Members at risk for suicide to fall
the cracks in the continuum of care.

DISCUSSION:dzZNNBy (if 82 GKS YAfAGFNEB R2Sa yXarikl @S
Members identified as being atisk for suicide Although Military OneSource provides an
important behavioral health option to distressed and suicidaflvice Members who may
otherwise refuse to seek mental health servicd®e Task Force iaware of problems in the
transition period for ServiceMembers from Military OneSourcprovidersto military treatment
facilities. Problems in the transition of care may exacerbate the distress experienced by a
suicidalor at-risk Service Member. For examplethe Task Forcéeard of cases in which the
chain of care between Military OneSource and MTFs did not take into account issues involving
medical documentation, timeline of transitiomr a Service MembeiQa O2 YL Al yOS
transition plan of careFifteen percent of Army suicides occur afterathigrge 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 monitorindollow-up, and appropriate service®f those identiied as being

at risk for suicide §choenbaum, Heinssen, & Pearson, 20Ifjnsitions include transfers from
installation to installationbetween units of assignments, from civilian to militagttings and

for deploying and redeploying Service Membeaas, well as when discharged from inpatient
services.

37
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RECOMMENDATIONS

.ﬁ Manageare across transition paintgsnonitoBerviceMembes identified as being at
risk for suicide.

established feuicidabr atriskService Members who utilize their sérkises.
transitional care system needs to take intochattmngeisivolving medical
documentation, timeline of transition, and m&amiizaMgmbecompénce with the
transition plan.

*Assess Military OneSource capabilities to ensure a seamlesscaeasysterofis

Age: 28

RankOccupationSt&f Sergeant/Infantry

Branch of Service: U.S. Army

This Soldier was 28 yeaskl and had completed multiple deployments. He sufféreoh posttraumatic
stress disorder following his firdbur where he had experienced close combat. When he left his
because of transfer to another base, his ptvatimatic stress andlepressive symptoms worsened. Pr
to his suicide, he made two unsuccessful attempts. His mother safdlkbwing about her son; "He fel
most at home with his unit; he lovekdem and woked as hard as he could to be wortbfythem. He gave
his blood sweat, and tears; he gaveatl to them. | feel the Army let him down, and thetien he needed
them the most, they were not there foim."

FINDINGService MemberdheReserve Component lose important-reiktzgy
prdective factors during jpasbilization phases and lose access to myriad
installatichased support and healthcare service.

DISCUSSIONpon return from deployment or completion ahnual or weekend dutyReserve
Component personnel return to civilian employment and to their home. Th&mserve
Component Service Mmbers often live or work inraas hundreds of miles from their
colleagues, their unit headquarters, and military installations. In peace time, this separation had
minimal impact. Butin wartime, with mobilization and demobilization, thisolation and
separation may be deadlyespecidl in those experiencing po$taumatic stress Social
separation and lack of access to the many protective services provided to memb#rs of
Active Componentikely contributes taReserve Componemsiicide risk and may explain recent
data showing incresing suicide rates among peséployment National Giard and Reserve
Soldiers To this end, the Michigan National Guard has developed and tested asppport
program (Buddy 2 Budd§) designed to keefoldiersconnected with one another during the
postdeployment phase. Moreover, the program also employs a network of trained,
experienced veterans, nassociated witlthe unit, to act as peer counselors and to connect
Soldiersbelieved to be atisk with veterans services (including behavioral health). Sarch
innovative program holds significant promise for suicide prevention aniesgrveComponent

Service Memberst KS (F a1 FT2NOS gl a Ffaz2z AYLNSAaSR gAlr

helpline program which has significantly lowered suicide rates ametegans in that state.
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RECOMMENDATIONS

Develop, evaluate, and more widely dissemixiefgepe@nd other programs that
intentionally promote not only connectedness but also risk identification and response

among Reserve CompoS8enticdMembers.

Promote easy access to evidmasm treatments and community support services for
I~ postdeploymemeserve Compon8atvicevembers.

EnsureldReserve ComponsatvicdMembers receive facdacebehaviordlealth

I~ checks posteployment/pastmohitation and before being remobilitiedn
emphasis on connecting them with professional services dudegltherErgt
phase.

FINDINGVlany commanders express a genuine desire to know about the saf
Service Members under their command so thairbeyeaa effectively, as

neededhoweverthey are often left in the dark or not effestidasyhelpful
resources by DoD behavioral health providers because of issues related to |

confidentiality

DISCUSSIOMIthough the needto respect individual privacy and confidentiality rights is
recognized, in caseshere imminent suicide risk is determined, commanders may serve as a
key ally in suicide prevention efforts. Therefore, behavioral health providerssaongly
encouraged to disclose and discuss assessment and management strategies widnibe
MembelQ & mreaRder 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 heaittviders,
chaplains, and commandert® make a decision about the best course of action.

RECOMMENDATION

Provide guidance on how behavioral health providers and cehauldnetsrs
'_'i#_ communicate with each other to promote effective suicide retvestié@arvice

Membes.
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FINDINGThe general lack of communication between the DoD healthcare sy
providers, support services providers (e.g., chaplains, Family Advocacy Prog
commanders is currently an impedirttentielivery of effective assessment,

intervention, and aftercare services and support offered to suicidal Service N

DISCUSSIONCIinicians, installation support service providemsd commanders must network

in order to establish effective communication and processing of information ab&atvice
Members recognized to be atsk for suialal 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 higgk cases. These discussions should
preferably be held regularlgo that they are notreactive and are instead thoughtful and
systematic in addressing the needs of suicBal/iceMembers. A Human Factors Board model
used in the USMC may be a solid model of how this recommendation can be implemented
appropriately.

RE@MMENDATION
f Establish and wuse i nt ers@emphasizipgltopicsdikey fihumai

physical, social, behavioral, psychological, nutritional, environmental, spiritual, and medical
health) on all installations to coordinate suiciderpmarerfor-askService
Membes.

FINDINGCurrent screening efforts are not effedeveiiyimng Service Members at
risk for suicide and tend to perpetuate negative feelings about mental health
leads to further stigma.

DISCUSSIOM the face of considerablebstacles to seeking mental health care, due to both

stigma to seeking care and thmilitary culture of seksufficiency (both conterproductive to

getting muchneeded healcare), there isk  Fdzy Rl YSy (Gl f ySSRNIy2Ré0O2Y
associations and perceptions related to mental health. One way to accomplish this effort would

be agreaterSYLIK I 4Aa 2y LJAedOK2ft23IA0Ff aNBaArAfASyoOe:s
successfulighting force.

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

Takestep;so make fAimental fitnesso commensurate
culture as a core value of militaBnkfere weryService ®mber receisa mental

fithess assessment and appropriate wellness education as part of his or her periodic heath
assessment.

FINDINGT he integration of behavioral health into military primary care setting
viable and significamt&le prevention strategy that can potentially produce hu
benefits in overcoming stigmg@viding necessary services.

DISCUSSIOMIthough many&ervice Members do not readily seekehavioralhealth services,

they are likely to have regular visits with thgrimary 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
stigmarelated effectsin 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.

MTFsare already moving in the direction of making behavioral health providers available within
primary healthcare settingsCoincidentally the integration of behavioral healthcare into

primary care settings is ineasingly seen in civilian andA 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
eEOStt Syl SallrofArAakKSR SEFYLXS 2F GKA&a STFSOGA
Optimization Program (BHOP).

RECOMMENDATION

Integratedihavioral health treatment teams into DoD primary careosettogseo
stigma ankhcrease thddlihood of access to casavell a® establish an early

intervention approach to suicide prevention. Where this is not pmssibhy, ceai
providerand their staff in the assessment and manéaitveadé of acute suicide
riskpatients.
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FINDINGThe current DoD electronic medical documentation platforms do no
easy and systematic tracking of the catedptowighsk suicidal Service Membel

DISCUSSIOMppropriate medical documentation is imperatiVer effective communication
between DoD primary and specialty care providers for the deliverpf effective andtimely
psychiatric careespeciallyfor suicidalService Membes. Two primary méical documentation
platforms exist within the DoD healthcare systefssentrisand the Armed Forces Health
Longitudinal Technology ApplicatigAHLTA Currently Essentris is used by MTF inpatient units
but is not connected to AHLTA or other inpatienttsnAlthough some DoD providensay have
access to botlsystemsothers may lack access or rely solely on the AHLTA system, which does
not contain inpatient psychiatric record$herefore aprovider may not have knowledge af

{ SNIA OS @& Yyt hospitalizationsand consequently lack a comprehensive
dzy RSNARGIFIYRAY3 2F (KS { SREherd&e, aoSnegratedInedicd S £ G K
records underscore efforts at coordinated care, a common difficulty within the DoD healthcare
system.

Giwen the complexity of the issues associated with developing an electronic;friessaly
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 theitiga@i suicidal
behaviors throughout various deployments as well. The VA healthcare system has implemented
specific medical documentation procedures for suicidal veterans, and thesBolld carefully
evaluate lessonthey learned from this effort

RECOMENDATION

Develop atandard and systematic medical documentation system to-ra@gntify high
patients and track the care pcbviamtinually review and update the record
(documentation).

FINDINGUJnit suicide watch practices are frequently inappropriate and harmfi
Service Members.

DISCUSSIORerviceMembers deemed to be atsk for suicide @& 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 ultimatelyincreasesuicide isk. The Task Force found that suicide watch practices vary
widely in the absence of specifservicepolicies.

Suicide watch, also referred to as unit watch, is a monitoring system for tBayseeMembers
considered atrisk for suicide. At present, onlthe Army has provided guidance regarding
suicide watches but has decentralizédl implementation (U.S. Army, 20Rp9WVhile on suicide
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watch, theServiceMembelQa dzy A0 LISSNAR FNB GF&a1SR 6AGK GKS
ServiceMember24 hours a dayThere is no formalized suicide watch training and no individual
consistently identified as responsible for managing suicide watches (Scoville, Gubata, Potter,
White, & Pearse, 2007)Ruicide watchis characterized bynrealistic expectations and has no
therapeutic value.Those tasked with watadhg a Service Member are often identified at
random and unexpectedly. When3rvice Memberis placed on suicide watch, the impact is
significant on the entire unit. For th&rviceMemberwho is the subject of aucide watch, it
negates any confidentiality and ostracizes tiservice Member from the unit, thereby
identifying that individual as a social outcast within the one group in which he or she should
feel safest.uicide watchalso creates a hostile environmeénbecausethe unit becomes
frustrated with the tasking for lengthy watche8s reported tothe Task Force fronservice
Members, individuals on suicide watch reported being shunned by their feHoldiers placed

in isolation, and taunted by their peersaieaders.

RECOMMENDATION

Suicide watch should be used only as a laahdesolyntil appropriate mental
healthcare becomes availBbteide ansistent guidance to units for these exceptional

instancegswellasi j ust I n tonlnet@ining)y. lAunits havega sijicede g .
prevention coordinator, the management of these rare instances could fall to that
individual 6s responsibility. A suicide wat

similarly instituted.

7.3.4 Standardize effectieeisis intervention services and hotlines

FINDINGService Members and their families do not know which of the multip
publicized call centers taami for suicidelated or emotional crisis calls. Suicide
Hotline services are frequently unavailable for deployed Service Members.

DISCUSSIONEvidence exists thatompetent crisis response lines are effective in reducing
suicidal risk (Gould et al., 2007). Currently, DoD suicide prevention efforts, materials, and press
announcements provigl 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 (@03-TALK). DoD must clearly distingjui
betweencrisis 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 providelagd
capacity to intervene in a suicidal crisis (e.g., @oue& 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 resm® center nor available to all family members.
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ServiceMembers 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 inervention services, including the dispatching of emergency rescue, may be life
saving. Widespread dissemination of accurate informationStwvice Members and their
families regarding which service to call when a suicide attempt might be imminent is aheref
vital, along with ongoing quality review of responses to these situations.

Given the significant national and VA infrastructure affiliated wiB0D-273 TALK (8255) as a
24/7 suicide prevention hotline number, th® 2 5 @2@motion of this crisis hotlie would
ensure that the best response and resources are provided 8raice Member and his/her
family during a crisis.

RECOMMENDATIONS

Provide clear direction and consistent messaging regarding the promotion and usage of
f the National Suicide Premertifeline800273TALK (8255) as a national suicide

prevention hotline resource availabBetwiadMembes and their families, as well as

theuseoflocal crisis hotlines information liféscusing on specific populations.

Formalize exiggi interconnectedness of the DCoE Outreach Call Center, National Suicide
Prevention Lifeline, and Military Oce8banable each agency to quickly and
effectively route calls to appropriate responders. Ensure ongoing quality review and quality
improvenme efforts focused on emergency rescue situationp, riftorals for callers
atrisk, and linkages with community providers of crisis services (e.g., mobile outreach
teams).

Optimize the availabilityuadfidehotlineservices to deploysetviceMembes using the
ﬁ same National Suicide Prevention Lifeline number to ensure best response capabilities.

Age: 45

Rank/Occupatiomrigadier General/Flag Officer

Sewice Branch: U.S. Air Force

Fellow senior officersaid he "was eemarkable officer with a reputation for excellence and tremendous
for his Airmen and his family. One of the tragic aspects of this event is that we are unlikely to eve
understand his actions that eveninglhe Generais surwed by his wife, a colleggge daughter, and a
teenage nephew he was helping to raise. The fafeltythey wereunable to provide valuable input into th
investigation and little was shared with them after the investigaticausing further secondary trawa to
loved ones. A statement released by the faradpressed both sadness and lingerbewilderment at his
passing."To lose him as a leader is immense;ldse him as a husband, fatherother, and son are
immeasurable."
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735Ensure all ohel ping professional sbé
evidencebased care for the assessment, management, and treatment of
suiciderelated behaviors.

FINDIN@GNo DoD clinical practice guidelines exist for-baskethessessment,
management, and treatment of selati behaviors.

DISCUSSIOMBased on discussions withelping professionafsat various installations and an
overall review of suicide prevention efforts within the DoD healthcare system, the Task Force,
noted that current clinical practices fathe assessment, management, and treatment of
suiciderelated behaviors are not often evidentased. Although the field of suicidology
continues to struggle with establishment of eviderz®@sed practices for suicide prevention,
there is solid expert consens 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 suiGelalice Members, a uniform,
systemati¢ and scientifically informed approach is much needed. The development of clinical
practice guidelines for evidendemsed assessment, management, and treatmehtsuicide
related behaviors shouldddress the currently observed systeside gap.

Furthermore a standard practice for documentation of care has not yet been developed. The
+SGSNIyQa |1 SFHEGK ! RYAYAAUGNIGAZ2Y o611 0 KI &
developed the medical documentation infrastructure to document care, create comprehensive
interdisciplinary treatment plans, and identify higisk 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, reliableace close to fuition.

A DoD suicide prevention practice guideline can establish a scientifically informed standard of
care and documentation for suiciddéervice Members. The practice guidelines may be
established by the formation of an expert group of civilian, DoDJ & suicidologists,
researchers, practitioners, chaplains, and even consumers who can then consider the specific
needs of suicidatervice Members. Clinical issuesuch as the management of suiciddated
behaviors in deployed settings, determination sticide 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 mle for suicide prevention, as described, can then be used

as a solid foundation for the continuing education training provided to all DoD providers.

RECOMMENDATION

i Develop clinical practice guidelines to promiiieatieaf evideneeased practise
I for the assessment, management, and treatmenti@i@@didehaviors.
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FINDINGTimely access to behavioral healthcare is inconsistent across milita
installations.

DISCUSSION:ask Force site visjtes well aformal and informal conversations with DoD
healthcare providersindicated that providers appear to be undeesourced for thelarge
amount of tasksthey must complete The Task Force receivedntradictory reports on the
waiting times needed to receive services at installations, including outpatient treatment. For
military behavioralhealthcare to play an effective role in suicideevention, ServiceMembers
at-risk must be able to accesarein a reasonable timdrame. Although waiting times for
services at many DoD healthcare facilities may be reviewed routinely as part of continuous
guality management, efforts to shorten theseaiting 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 DoDBufficient resources arellocated to ensureService
Members havetimely access.

RECOMMENDATION

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

FINDIN@Military healthcare providers (including behaviopabhieaisand
chaplains are insufficiently trained to deliver-bagBxhassessment, managemel
and treatment services to Service Members wilelstecldeehaviors.

DISCUSSIONGiven that DoD healthcare providers and chaplains haveide wange 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 previooshtjnuing education on recently
established evidencbased practices for suicide assessment, management, and treatment of
suicidalServiceMembers is needed for all involved in the delivery of care. Although it might be
assumed that all mental health plessionals are routinely trained Buicide preventiorskills as

part of their education and training, researbls shown thathis is not the case.

Neither the Army nor the Navy has provided systematic training in suicide risk assessment,
management, andreatment to its behavioralhealthcare workforce. The Air Force and USMC
provided one-time training on assessing and managing suicide risk, with no known plans to
repeat this trainingalthough both have manuals for their behavioral health providers reggrd

the assessment and management of suicidal patie®svice Members at risk for suicide
deserve to receive optimal treatment. By ensuring that all healthcare providespecially
primary care physicians, behavioral health specialists, and chaplamedrained in the most
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advanced suicide prevention strategid3pD can be more confidentthat all atrisk Service
Members will be managed properly and therefore will be less likely to relapse. The training of
chaplains cannot be emphasized enough. FrequetiiBse arethe first professional caregivers
that distressed military personnel consult; consequently, chaplains serve an instrumental role in
the DoD suicide prevention effort. All chaplains should receive appropaagming suicide
prevention and cardéraining.

RECOMMENDATION

Train K military healthcare providers (including behavigredvVidajgand chaplains
_ on evidendaformed suicide risk assessment, management, and treatment planning.

Y Create and provide continuing education taleiedgedialty and areexpertise

7.3.6 Develop effective postvention programs to support farSgiesceMembes,
and unit leaders after a suicide.

FINDIN@Current DoD efforts in the area of suicide postvention are natably la

DISCUSSIONPostvention is the provision of crisis intervention, support, and assistance for
those affected by a suicide deatbr by any tragedy or los3he 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 8®vicespecific 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 oisevee injury of aServiceMember, in peacetime as well as wartimig, 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 dmiieventor

tragic loss of a loved onexperiencing adjustment and/or grie¢lated responses. In worst

case circumstances, survivoisdudingY A £ A i I NB LIS NA 2 y vy Ssticid§)Enaj2 a S R
experience suicidaldeation and be at elevated risk fomuiside 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 byservicespecific prograra 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.

.Cl
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RECOMMENDATION

Incorporateoptventioprogramtargetd at t he decedent 6s milital
‘ﬁ communitgfter a tragedy or loss to reduce thistgkdePostvention efforts must
addres$ServicdMembes affected by a significant loss, especialljafiiercamrades
death in combat or in sanwhen the unit is impacténidevel postvention efforts also
must focus on effective debriefing and prewrestitimey ammpactdbya significant

tragedy or loss.

FINDINGNo DoD suicide postvention training program esisdsgbiatd at first
responders, chaplains, and casualty notificatioonofffsert® best work with famiies
and next of kin

DISCUSSION:ollowing the death of &ervice Member by suicide, first responder@he

& Y S R Aobapléins, and casualty notification officers have an important and sensitive role in
AYGSNIOGAYy3 6AGK (GKS aAdz2NDAG2NRa FrYAfte YSYoS
significance of such interaction in their grieving and healingcgse. 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 traumatizhiocbn may
0S02YS | GKARRSY g2dzyR¢

Although all first responders, chaplains, casualty notification officeend investigators
interviewing surviving family membersceive training about handling cases of death, generally
they do not receive targeted training for handling a suicide death eveot do they eceive
training in dealing with their emotions, especially in regard to dealing with grieving families
During visits Task Forcamnemberslearned that these individuals expressed an interest in
training and noted that they would benefit from it. Targetedgtvention training for this group
would focus on many factors that separate a death by natural causes from a death by suicide.
For instance, first respondershould learn about the types of concerns and immediate
reactions that surviving family membersghi have following a suicide death of a loved one.
Chaplains may benefit from increased sensitivity to issues pertaining to religion, spirituality, and
death by suicideand how, occasionally, wehtentioned but insensitive mention of such issues
might ause harm to the surviving family member. Casualty notification officers can learn about
specific procedures for implemeation in the cases of suicide and/or suspected suicide deaths.
Overall, a DoD suicide postvention training program tailored to thedsea# first responders,
chaplains, casualty notification officerand family interviewersvould have significant value to

all involved.
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RECOMMENDATION

Train first responders, chaplains, casualty notificaticandffeensy intervessxonhow
Il tobest respatto suicide and suieidiated everntghen working widmilie®r next of
kin

FINDINGNo DoEsponsored postvention programs exist that directly meet the
of surviving family members of Service $Ashtbdre by suicide.

DISCUSSIONwring visits to @ military installations, 8 public meetings, and discussions with
military surviving family members at the TAPS National Mili@uicide Survivor Seminar and
Good Grief Camp, the Task Force learned that surviving family membersnbawerous
guestionsfollowing the deaths of their loved oseFamily members explained that from their
perception, some commanders and others in theitawiy community believe that discussing the
death of aService Member by suicide with their families would be harmful or damaging to
them. Actuallyfamilies need information to fill the voids created by their questions in order for
them to reach a sensefalosure. In additionpany families reported that they had information

02 &aKFENB 6AGK GKS YAEAGFENE Fo2dzi GKS OANDdzyai
give input to the military so that important preventive lessons could be learned; howthayr,

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 aisay benefit if ready, willing, and
trained to do sa from 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 haweagined (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. Albtke affected, including significant others and battle buddies, should have

access to resources that will help them cope with trausaticaghef peebased

support organization Tragedy Assistance Program for Survivors (TAPS) and the
Department @eterans Affairs (VA) Vet Centers. These organizations offer free services
to all who are grieving, with focused support for suicide loss.
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FINDINGServices Investigative agencies benefit from a family advocate aval
support families through the investigative process, gain key information from
members and respond to ingougssigation when the inagtigdepartment is
staffed with trained officers assigned to conduct family liaison.

DISCUSSIONRamilies, friends, angeersof ServiceMembers who die by suicide asdfected

profoundly by the trama of the suicide death and struggle to understand causal factors. As

they search for information pertaining to the death, they often talk viittt 3SR 2y SaQ 02Y
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 factdhgy become active investigators. In time, they

often come to understand the larger picture of the death, beyokd® & FA Y f a0 NF 6& 6
with their spouse or a drinking binge). Throughout the criminal investigation process, many
surviving families have contact withvestigatorsassigned to review the death of their loved

one. Communication between these twarties 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 ServiceMembers 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 famf A S& GKNRdzZaAK | GNIAYySR G¥FI
with some training in psychology, saktwork, behavioral health, aelated field as part of the
investigatonteand Y S@& (2 GKA&a IR@O20I1iS0Qa &4dz00Saa Aa K.
with suicide survivors. Traininghould 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 appropratesigators Lacking

this family advocate, familiemayturn to their Members of Congress or to the media to obtain
AYLRZNIOFYG AYTF2NXYIEGA2Y | Mektirithe (née8sioN3urtivang Buily 2 v S a ¢
members during the investigative process isgmgicant endeavor to which DoD must pay close
attention.

One2f RASNJ gNRUS AYy KAA adzAOARS y2i0GS GKIG GKS
ay2eFt11S OGKFG (2L SR GKS AOS0OSNH®E | Aa Tl YA
previousyears 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 pblabk in the forehead during a
houseto-house raid, or the friend he tried madly to gather into a plastic bag afterfriend

had been blown to bits by a roadside bomb, or the doctor he killed at a checkpoint. His family

OF NBFdzf f @ a2dzaKG 2dzi SOSNE o60A0 2F AYF2N¥IGAZ2Y
matter the terrible things he might have done,dih son was a good person, a sensitive young

Y'Yy K2 ¢lyiGSR (2 aASNWS KAa O2dzyiNB e ¢KS@& 4SS
GKSANI a2y Qa RSFGKT Ay R2Ay3 a23s GKS& 0SOFYS ¢
members could bendfigreatlyfrom a trained, caring family advocate.
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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 investigtion and offer insight into future suicide prevention activities.

RECOMMENDATION

Ensure tha&@erviceriminal investigatemencieare staffed appropriately with family
advocates trained in communicating with family members whose loved enes might hav

died by suiciddaintain effective communication with surviving family members during
the investigative process.

Age: 19

Rank/Occupatiodsirmy Private First Class/Infantry

Senice Branch: U.S. Army

This young Soldier became troubled by amadl message that he receigt from his fiancée at the
airport while waiting todepart Iraq for mietour leave. She told him that she was breaking off th
engagement because she h&aind someone else. Once hoharing leave he was quiet and share
very little of his experienceslzii L NJ [j® | A& Y23GKSNJ &arARZ al S
Wewalked on eggshells, not knowing what to say or what not to say. There wasmpbase nearby
L KFR y2 2yS G2 OFlfftd L RARYQU 1|Yy2 ¢ todadg)tie 19

yearold] Af f SR KAYaStF Ay GKSANI IFINI3ISP aLFT 2y
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been exposed to deathefore. I[th Y1 KS 62dzZ RQOPS 6SSy hyY AT h&sS
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ax

FINDINGOccasionally, Service Members who die by suicide are denied a mil
memorial service with military honors.

DISCUSSIORSuicide survivors expressed concern regarding the lack of consistency in memorial

services provided foBervice Mmbers who td 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 deceasedrvice Members were honored by militarysponsored memorial services

oFlaSR 2y (KS YSYoSNRa Y linfifg $hiid serdice i@ S riafon antl (§ K S NJ

their contributionsp Ly GKS ¢g2NRa 2F al 22NJ DSYSNIf 2AffA

hAa &aSNIAOS (2 GUKS ylLiA2yI KAa &SNBBAOS Ay 02Yod

OFrYS IyR 22AYSR 2dzNJ Nlyla G2 RSTFSYR GKAA (

memorializing Y 2 G LI aadAy 3 2dzZRAYSyYy (i Maler618) YI yYSNI 2F F
RECOMMENDATION

Develop a consistent DoD policy on memorials thatsmroanalgeance based on
how the Service Member lived, rather than the manner of\ileEMIAISe
guidelines to avoid increasing risk through glamorizing $leRi@, and
recommentiansgor conducting memorial services.
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7.4 Surveillance, Investigations, and Research

7.4.1 Conduct comprehensive surveillance diatadentifying individuals-ask
and informing prevention efforts.

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

DISCUSSIOMurveillaace, which is a critical part of publiSH f G K LN} OGA OS> A& |
ongoing and systematic collection, analysis, and interpretation of outespeeific data for use

Ay GKS LI FYyyAy3ar AYLIESYSyidlFGaAaAz2y> FTyR S@It dz
Berkelman, 1988). By definition, suil@nce 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
behaviorsamong Service Members is critically important. The DoDSER is a good start
enhancing surveillance, and the Task Force recommends that it be refocused and matured as an
effective suicide prevention surveillance tool.

Surveillanceviathe DoDSERroperlyand systematicallgonducted,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 needt 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 effectprelyent suicides

RECOMENDATION

focus on informing and improving suicide prevention activities. The DODSER must be

. StructurdoDto implement surveillance efforts in a standardized manner, with a core
N matured, expanded, and refocused to fulfill this surveillance role.

FINDINGStandardization of the DoDShiRdered by variable processes regardi
who collects and enters data and a lack of training for the surveyor.

DISCUSON: The only current surveillandeol used by all militaryservices is the DoDSER. The
DoDSER is a significant improvementprevious methods of surveillance and reflects success
at standardizing the data elements collected across Seevice. Howeverthe DoDSERiits
current form isinadequate 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 fo8ewices, but it has not yetbeen shownto 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
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DoDSER focuses onndegraphics 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 orangry outbursts, agitation, expressed feelings of hopelessness, recent reckless
behavior, etc. Moreover, in an attempt tstandardize data elements, significant other data
may be lost For example, the DoDSER asks whethere was evidence of interib 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 providens,command
appointed representatives. Significant concerns exist regarding the training and qualifications of
these varied personndb enter data consistently with decreased variation in interpretation
Training and disciplinare needed to ensure quayi entries are made.

RECOMMENDATION:

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

FINDINGValid DoDSER analysis of risk and protective epidemiologic factors
hindered by access challengbhs Defense Medical Surveslli@psteDMS$H

DISCUSSIONDne issue the Task Force identified is that the DoDSER does not allealidor
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 timentensive process for accessing DMSS data hinders @#ddhDSER 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 fillingelést DODSER data fields.

The DoDSER lacks dynamiaterview-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 notaiorthis type of qualitative information

to inform suicide prevention activitieghis additional information will provide a much more
robust rich source of data for analysis. The best case study would include #&ordsd
research project based on staalized procedures, inclusive of interviewing family survivors
and ServiceMemberpeers.

RECOMMENDATION

Facilitate consistent and fluid access to DMSS by DoDSER for appropriate surveillance
purposes that also allows for automatic filling of sedats datagpropriate.

Aggregation sdirveillance datportd using the DoDSER is intend&odnm suicide
prevention efforts across &althe Servicesough centralized offices at both levels

thus access to DMS8sisential.

%
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7.4.2 Standardize inveghtions of suicides and suicide attempts to identify target
areas for prevention policjggoceduresand programs.

FINDINQCurrently, investigations are not standardized across DoD or within
theServices. They are insufficient to inform suicide prevention programs. The
policy governing the type and method of investigationsafsuimaeattempts,
and valuable information is lost that might prevent future suicides.

DISCUSSIONMhvestigations of suicidesnd suicide attemptsre inadequate to inform suicide
prevention programs. Investigations currenflycus 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 suicidesand suicide attempts, is important to preventing future suicidasestigation
results must inform an understanding of common pathways to suicide, notably warning signs
(e.g., behaviors, symptoms, other observable signs of distress) associated withroxirdate

to, suicidal behaviothat 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 wirg for care.Investigation datanforms

us about gatekeeper and professional training programs, the dynamics of personal
relationships,the command climate, personality nuances)d other environmentissues that
existed and may have contributed to theiside. 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 extensied intensiveretrospective recreaty 2F | RSOSRS
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, crinal, 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 vibrandgndmicpicture of the life

and the death trajectoy of the decedentwhich reveals risks, vulnerabilities and the state of

mind at the time of death When aggregated over a large number of caaed analyzed

common acute risk factors (i.e., warning signs) may be observed, and copwirdaat which

interventions might have been instituted are often identified.

DoD could benefit by performingz to 3-year period of gathering baseline data from military
suicides using a modified psychological autopsy/root cause analy®{3A) protocol,
systematically andscientifically 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 wouttehtdication of
specific data elements to enhance and mature the curremDBER and inform future
prevention efforts




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

An example of thisype of researchmay be demonstrated in thevork of Grayand colleagues
(2002), who conducted psychological autopsiesl®l 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-thwwals of the decedents had
contact with the state yvenile justice system and revealed a direct correlation between the
number of felony referrals and increased suicide risk.

When modified by aspects of another pesbrtem investigative tool, theRCA the
psychological autopsy (which focuses mainly on dieeedent) broadens to include a better
understanding of the decedent in relationship to systems with which he or she intenes.
RCA is commonly used in hospital settings to discern whether issues of the hospital
environment, staff training, staffing p@rns, interstaff communication, and the like might
have played a role in a suicide of a patient while hospitalized. The outcome of this analgam
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 individualhne American Association of Suicidology (AAS)
currently employs such an amalgam in a causal analysis study of suicides on railroadfrights
way funded by the Federal Railroad Administration. In the DoD, an amalgam of the
psychological autopsy and the RCA would infasnto potentially modifiable military service,
healthcare, or other variables that might be linked to suicides anfngceMembesrs.

RECOMMENDATIONS

Standardize taicidenvestigation process across DoD with theusblerigsuicide
'ﬁ prevention. The investigation process shouldtbéobad allinclusivefthe days
and weeks preceding a suicide or suicigd aie be reported in a redacted form
from the Servicesd8D{o maintain confidentiality.

Institute enodified psychological autapdipot cause analysis protocol with a

standardized process of reporting to a centralized oSesiatthcbOSDlevel The

results of modified standardized investigative proaretherased 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 @ plathtivaiidat enables

identification of potential points of intervention; interaction between person and
environment; and access to all currently collected suageialhemedicahnd

personnel records.

X X%

Place investigative responsibilitiesSafétg Division offices of 8achiceéo
leverage the expertise, external party team management experience, protected
(confidential) approach, and effectiveness of aviation mishap investigations.

ﬁ Reviewelgal protectioaad makeecommendations to Cesgjras necessary, to

ensure protected status of investigations.
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FINDINGAutopsy data that local civilian authorities collect is often unavailabl
Armed Forces Medical ExafAR®MERNd delays a timely manner of death
determination.

DISCUSSIOMutopsies are performed to determine the manner and cause of deétte
location where a death occurs determines which jurisdiction and who is authorized to conduct
the autopsyfor 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 %4.30 (2003). All AFMEs and AREfipointed examiners ithe field are
general or forensic pathologists. Most AFMEs héug to six years of posimedical school
training and are eligible for board certification. Civilian MEs are physicians with forensic
pathology specialty experience and/or credentials. Thusgpsies 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,
16¢17 June 2010).

AFMEconducted psghological autopsies are performed by mental health professionals who
have active, unrestricted licensesho have received specific forensic training to conduct the
assessmentand who are authorized to conduct psychological autopsies and to submit report
of findings. Currently, only forensic psychologists and forensic psychiatrists conduct
psychological autopsies (R. Malone, personal communicat®dyne 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 mdsit not all of the autopsies on suspected suicide cases.
For suspected suicide cases occurring in the local civilian community,seéegopn deceased
active duty military members may be performed by the authorized civilian official in that
jurisdiction, or with authorized official permission, the AFME or Aliikated ME may
conduct the autopsyFrom 1 January 2003 through 31 March020 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 deteninations 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
manrer 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 loadedOther casesin which determiningthe manner of death is
complicated involve what appear to be intentional automobile accideltany civilian medical
examiners determine the manner of death in such casebe accidental, whereas AFMAill
usuallydetermine the manner of death as suicide. Occasion#dlyicology will reveal that the
decedent was intoxicated by either drugs or alcohol, whayfurther complicate determining
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the manner of death. Rislaking behavior by the decedent poses challenges when classifying

the manner of death. Actions invohg inherently dangerous behaviors carry a high risk of
RSIGK | yYR-AYWEBI @ ¢ éhardizor Regeptdh® fisk of serious injury or death, and
O2yy2GS |y | OO0OSLIiIIyOS 2F LkRaaAiofte Frdalf 2dzio
state of mind andntent are extremely difficult. Classification of such deaths as suicide provides

a consistent approach and reflects the most common practice (AFME Briefingplde€2109).
hOOFaAz2ylftftex (GKS YIFYYSNI 2F RSI K NIA YIS R@®Z Y LUKS
classification is used when the information pointing to one manner of death is no more
compelling than one or more other competing mansef death in consideration of all

available information. The final arbiter in such cases is the AFME.

In accordance withDoDI 554.30 (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 infoomat
from civilian authoritieswhich 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 cagigere 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 criminatheity is gone.

AFME requires variety of informationto complete autopsy reportssome of which is often

missing or absent (not required) @ivilian autopsy reports. Occasionally, AFME can obtain the
information needed from the civilian ME, but in otheases, civilian authorities will not release

any information to the AFME without a subpoena. These factors depend entirely on the civilian
jurisdiction regulations of thetate in which the death occurredin addition, there is a much
KAIKSNI dBiSS VA VaSIRER a2 | YFEYYSNI 2F RSFEGK Ay OA¢

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 witthe 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 highudity and quantity of data. Autopsies conducted outside the federal

Fdzi K2NRAG& 2FFSNI I GYAESR 61 3¢ 27F ljdzktAGe FyR
can be problematicMost Service Members autopsies, with respect to suicide, are done in the
civilian community
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RECOMMENDATION

Recommend legislation to create proceddaedithtd the timely traresfieisharing
ﬁ of civilian autopsy findongfServiceMembes (ActiveDuty, Reserve Component

National Gugndiththe Armed Forces Medicahkxa e r 6Esalusddhd i c e
appropriateneaad necessibfaccess to other civilian findmggrove the tracking
of membseof the Armed Foredsisk

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

FINDING he Serviceto not routinely evaluate their suicide prevention prograr
determine their effectiveness in helping to reduce suicidial behaviors

DISCUSSIONhe Service 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 Forc
although gratified to see the energy put forth to prevent suicides, found that with few
exceptions, theService do not evaluate these programs to determine whether they affect
suicidal behavior or play a meaningful role in a carefully considered gtcatpproach to
suicide prevention. Hence, there is no way of knowing whether such programs should be
strengthened, discontinued, or continued in a modified manférelack of program evaluation
contributes to a lack of knowledge about the effectiveneg$sany individual initiative and
contributes toinefficient use of DoD resources, effpend time. More importantly, ongoing
evidencedbased improvemerttin suicide preventiorprogramsare not feasible without such
program evaluation.

RECOMMENDATION

Evey suicide prevention program initiated bytia&emice must contain a program
evaluation component.

7.4.4 Support and incorporate ongoing research to inform evidased suicide
prevention practices.

FINDINQCurrently, no fiad, strategic, and comprehensive DoD plan exists fo
research in the area of military suicide prevention.

DISCUSSIONN recent years, the need for resehrprograms on the topic of military suicide
prevention has become more evident. The U.S. Army Research and Materiel Corhasand






































































































































































































































































