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VCSA Sends

Leaders,

This report is a leader’s story—a story about Soldiers. Read, study and act on this report. It
represents over a year’s worth of work to research, plan and implement health promotion, risk
reduction and suicide prevention. It requires your immediate attention.

Last year | visited six installations with a team for the sole purpose of looking at suicide prevention
efforts in the force. The result of that eye-opening experience prompted an Army campaign to
rebalance health promotion, risk reduction and suicide prevention programs and services. What we
witnessed firsthand were real indicators of stress on the force and an increasing propensity for Soldiers
to engage in high risk behavior. This report validates a central conclusion of that trip: risk in the force
cannot be mitigated by suicide prevention alone. Army leaders must take a holistic, multidisciplinary
approach to address this risk. This report examines our policies, structure, processes and programs to
reduce suicides, risk-related deaths, and other negative outcomes of high risk behavior. It confirms the
need for a coordinated effort across the Army to promote the good order, discipline and health of the
force.

| have immense faith in our phenomenal military and Civilian leaders who continue to tackle the
significant challenges associated with the Army’s high operational tempo. What we focus on gets done.
Over the past year, our commitment to health promotion, risk reduction and suicide prevention has
changed Army policy, structure, and processes. We have initiated Comprehensive Soldier Fitness as an
essential element of Army wellness, realigned garrison programs, increased care provider services,
refocused deployment and redeployment integration, enhanced treatment of Post Traumatic Stress
Disorder (PTSD) and mild traumatic brain injury (mTBI), and promoted tele-behavioral medicine. Our
success notwithstanding, we still have much more to do. We face an Army-wide problem that can only
be solved by the coordinated efforts of our commanders, leaders, program managers and service
providers.

In Fiscal Year (FY) 2009 we had 160 active duty suicide deaths, with 239 across the total Army
(including Reserve Component). Additionally, there were 146 active duty deaths related to high risk
behavior including 74 drug overdoses. This is tragic! Perhaps even more worrying is the fact we had
1,713 known attempted suicides in the same period. The difference between these suicide attempts
and another Soldier death often was measured only by the timeliness of life-saving leader/buddy and
medical interventions. Some form of high risk behavior (self-harm, illicit drug use, binge drinking,
criminal activity, etc.) was a factor in most of these deaths. When we examined the circumstances
behind these deaths, we discovered a direct link to increased life stressors and increased risk behavior.
For some, the rigors of service, repeated deployments, injuries and separations from Family resulted in a
sense of isolation, hopelessness and life fatigue. For others, a permissive unit environment, promoted
by an out of balance Army with a BOG:Dwell of less than 1:2, failed to hold Soldiers accountable for their
actions and allowed for risk-taking behavior — sometimes with fatal consequences.
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These are not just statistics; they are our Soldiers. They are Soldiers who may be stressed, feel
isolated, become dependent on drugs or just need more time to recover. The good news is that Soldiers
are seeking behavioral health care in record numbers with over 225,000 behavioral health contacts,
indicating that our efforts to emphasize the importance of behavioral health are working. They are
working because Soldiers recognize the importance of individual help-seeking behavior and
commanders realize the importance of intervention.

Unfortunately, we have
identified a troubling subset of our
population who increasingly place
themselves at risk. This cohort
includes Soldiers who refuse help,
use/distribute illicit drugs, and
commit crimes. The
amalgamation of these factors
creates an Army population that
increasingly takes risk due to an
escalation of stressors. For some,
this risky behavior results in
seriously dangerous outcomes.

Now more than ever, our
Soldiers need firm, fair and
consistent leadership. Latest
accounts estimate that
approximately 106,000 Soldiers
are prescribed some form of pain,
depression or anxiety medications.
The potential for abuse is obvious.
Criminal offenses are also on the
rise. There were 74,646 criminal
offenses including 16,997 drug and
alcohol related offenses in FY 2009
alone. These numbers do not
account for disciplinary infractions
handled by commanders through
AR 15-6 investigations. Make no
mistake — these are leader
concerns.

We have a tremendous
influence on increasing help-
seeking behavior, reducing high
risk behavior and, ultimately, on
reducing our unacceptable
casualty rates. Each of us can
make an immediate and positive
impact on reducing Soldier risk.

This model (see page 39), based on FY 2009 data analyses,
demonstrates a population of Soldiers who may be at-risk. It
depicts Soldier data in concentric rings that represent increasing
severity for potential outcomes as it approaches the center. The
model demonstrates an overlap of two populations—Soldiers, in
the lighter shade, who need and are seeking help and, those in the
darker shade, who exhibit high risk behavior with dangerous
consequences. The center, in blue, represents suicides and high
risk deaths in FY 2009. The model is analogous to a maze; each
subsequent passage adding complexity and increasing potential
severity of behavioral consequences. Escape from the maze will
generally require help-seeking behavior and/or leader intervention
to arrest the spiral toward the center. Note the following:

e Populations in this chart are not mutually exclusive; Soldiers
may appear in more than one ring

e A Soldier may enter at any point/ring of the maze

e Outpatient behavioral healthcare (BH) represents unique
Soldier BH contacts (ranging from screening to therapy)

e Crimes are felony and misdemeanor representing unique
Soldier cases; drug offenses are included in “other criminal

offenses”

Figure 1 — An At-Risk Army Population
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We must identify our Soldiers who are at-risk, mitigate their stress and, if necessary, personally
intervene to assist them. By working together we can provide holistic care for help-seeking Soldiers,
while acting firmly to reduce the high risk population. We must increase health care access, reduce the
stigma associated with help-seeking behavior and implement the Army’s Pain Management Plan to
increase the health of the Force.

The overarching goal of this concerted effort is to increase resiliency in our Soldiers and Families
who continue to serve under a high operational tempo. The Comprehensive Soldier Fitness program is
leading our effort in changing the way we address cumulative stress on the force. It promotes a positive
and proactive approach to developing a population that is resilient, capable of coping and instinctively
help seeking. This will ensure that we shift our focus from intervention to prevention; from illness to
wellness.

We must also recognize that on occasion we need to do the right thing for both the Soldier and the
Army through firm enforcement of discipline, retention and separation policies. I've heard the
argument that by separating Soldiers from the service who cannot adapt, we are passing on a problem
to the civilian sector. This is simply not true. We must ensure that Soldiers who cannot adapt to the
rigors and stress of this profession find sanctuary elsewhere for their own wellbeing and for that of the
force. This will require compassionate, fair but firm leaders who understand when to mentor Soldiers
and when to accept that they will not meet Army standards. These high risk individuals pose an
unacceptable level of risk to themselves and the Army. By reducing the high risk population we can shift
the focus of Health Promotion, Risk Reduction and Suicide Prevention policy, process and resources from
avoiding risk to promoting wellness.

We all recognize the effects of working under an unprecedented operational tempo for almost a
decade. The challenges of serving in today’s Army have tried our leaders, tested our Soldiers and
exhausted our Families. On one hand we have successfully transformed the Army, simultaneously
prosecuted contingency operations in two theaters, implemented BRAC, mobilized the Reserve
Component in historic numbers and responded to natural disasters. On the other hand, we now must
face the unintended consequences of leading an expeditionary Army that included involuntary
enlistment extensions, accelerated promotions, extended deployment rotations, reduced dwell time
and potentially diverted focus from leading and caring for Soldiers in the post, camp and station
environment. While most have remained resilient through these challenges, others have been pushed
to their breaking point. Itis up to us to recognize the effects of stress in our ranks. | call on each of you
to thoroughly study this report and work together with me to promote health, reduce risk-taking
behavior and impose good order and discipline in the force.

Leaders, this is a hard-hitting and transparent report based on what we know and what you have
helped us identify. This is our report and not Army policy. It is designed to inform and educate, spark
discussion, hone compliance on existing policy and provide an azimuth for the way ahead. It presents
findings and recommendations that may be implemented or modified, but only after we have all had an
opportunity to read, study and participate in meaningful dialogue.

General Peter W. Chiarelli
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| — Introduction to Health Promotion, Risk Reduction and
Suicide Prevention (HP/RR/SP)

1. Introduction | “Why you should read this report...”

his report reflects a year’s worth of work at the direction of the Army’s Senior Leadership to

provide a “directed telescope” on the alarming rate of suicides in the Army. It represents both
initial findings of the Army Suicide Prevention Task Force and informs the future of Suicide Prevention
within the Army. Suicide is a devastating event. What was once considered a private affair or family
matter now threatens our Army’s readiness. Equally alarming to the rising rate of suicide in the Army is
an increasing number of Soldiers who engage in high risk behavior. Equivocal deaths,® deaths by drug
toxicity, accidental deaths, attempted suicides, and drug overdoses are reducing the ranks and
negatively effecting the Army’s ability to engage in contingency operations in Iraq and Afghanistan.
These deaths further strain efforts to sustain institutional operations. No one could have foreseen the
impact of nine years of war on our leaders and Soldiers. As a result of the protracted and intense
operational tempo, the Army has lost its former situational awareness and understanding of good order
and discipline within its ranks.

This report’s comprehensive review exposes gaps in how we see, identify, engage and mitigate high
risk Soldiers. These gaps exist in our systems and processes due in part to Army Transformation and
nearly a decade of war. Policy, process, structure and programs have not kept pace with the expanding
needs of our strained Army. While leadership schools emphasize battlefield skills, leaders are not as
adept at negotiating the art of leadership in a garrison environment as they were prior to OEF and OIF.
Failure to execute policies designed to ensure good order and discipline in garrison sends a message of
permissive complacency. Failure to refer a Soldier with a drug positive urinalysis to the Army Substance
Abuse Program (ASAP); initiate administrative separation for positive urinalysis; administratively
separate Soldiers committing multiple instances of misconduct; and report unlawful activity all
contribute to a breakdown in good order and discipline. This, in turn, has led to an increasing
population of high risk Soldiers whose transmittable behavior can erode Army values and unit readiness.

Additionally, our units, Soldiers and Families are feeling the strain and stress of nine years of
conflict. The cumulative effect of transitions borne of institutional requirements (professional military
education, PCS moves, promotions) coupled with family expectations/obligations (marriage, child birth,
aging parents) and compounded by deployments is, on one hand, building a resilient force while on the
other, pushing some units, Soldiers and Families to the brink.

! Equivocal deaths are cases in which the available facts and circumstances do not clearly distinguish the manner of death
(natural, accident, suicide, homicide or undetermined).
2 At 24 years of age, a Soldier, on average, has moved from home, family and friends and has resided in two other states; has
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“The Army is committed to providing the best resources for suicide awareness,
intervention, prevention, and follow-up care — all of which are critical in helping Soldiers
and Family members prevent unnecessary loss of life.”

— GEN George W. Casey, Chief of Staff, Army
NIMH, 23 October 2008

Quote 1 - GEN George Casey, 23 Oct 08

In just six years, Soldiers experience the equivalent of a lifetime when compared to their civilian
counterparts.” (See Composite Life Cycle Model, beginning on page 89). Soldiers, however, do not live
the equivalent life of their civilian peers. They endure sacrifices inherent to the profession of arms.
These are remarkable individuals and this Nation demands a great deal of them. Our senior leadership
adheres to the belief that many, if not most, suicides and equivocal deaths can be prevented. For that
reason, the Army Suicide Prevention Task Force was formed and this report published.

This report offers a thorough and candid assessment along with the means to immediately address
high risk behavior in the Army. It introduces new terms such as “ARPERGEN” (Army Personnel
Generation), which is a concept to address Soldier and Family readiness in coordination with
ARFORGEN.? It provides models to frame concepts with application; it calls for adherence to established
policies; it provides conclusions and recommendations; and, finally, it firmly demonstrates the Army
Senior Leadership’s commitment to health promotion, risk reduction, and suicide prevention
(HP/RR/SP). It also shows that the Army can, when faced with a problem, investigate itself and use
those results to fix what is broken. In total, this report —

e Provides an in-depth discussion on the reality and complexity of suicide (pages 11-34);

e Stresses the importance of Comprehensive Soldier Fitness (CSF) and Master Resiliency Trainers.

e Underscores the necessity of commanders at all levels to enforce good order and discipline,
while promoting health and managing risk-taking behavior of their Soldiers (pages 35-88);

e Introduces the concept of the Composite Life Cycle Model and explains how HP/RR/SP must be
viewed as a composite of units, Soldiers and Families (pages 89-109);

e Provides honest dialogue with leaders on our role to work together as a corporate body to
mitigate suicides (pages 111-130);

e Introduces a notional Governance Model (with background tutorial) to realign HP/RR/SP policy,
structure and process across the proposed Army enterprise-based business transformation
model (page 131);

e Highlights the need for an enduring council dedicated and responsive to Senior Army Leadership
that will provide an independent review of HP/RR/SP activities (page 132);

e Highlights the importance of exportable elements of HP/RR/SP programs to all COMPOs and
ASCCs (pages 157-158);

2 At 24 years of age, a Soldier, on average, has moved from home, family and friends and has resided in two other states; has
traveled the world (deployed); been promoted four times; bought a car and wrecked it; married and had children; has had
relationship and financial problems; seen death; is responsible for dozens of Soldiers; maintains millions of dollars worth of
equipment; and gets paid less than $40,000 a year.

* ARPERGEN (Army Personnel Generation) is proposed as a term to describe and accommodate Soldier/Civilian and Family life
cycle transitions that should be considered in relationship and as a counterbalance to the ARFORGEN. ARFORGEN generates
operationally ready units through a structured progression of training and mission preparation. ARPERGEN is the individual
Soldier/Civilian and Family equivalent of operationally ready unit members through identification and recognition of life and
Family events.
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e Introduces a HP/RR/SP Portfolio Management Model (with background tutorial) to develop and
manage a balanced HP/RR/SP Program Portfolio, equally applicable to other Army-wide
program portfolios (pages 161-182);

e Realigns investigations and reporting to improve accuracy and timeliness of findings and data
(pages 183-200);

e Provides Health, Law Enforcement and Risk Reduction reporting and data management
recommendations to develop net-centric solutions, enhance leadership situational awareness,
inform policy and programming requirements and seed future research (pages 201-216);

e Establishes HP/RR/SP Research Governance through new research policy, structure and process
with information and recommendations on current and ongoing research (pages 217-234);

e Strengthens the bonds between unit leaders and garrison support; and

e Clearly indicates there is a confluence of stressors that cause suicides but no single panacea to
prevent them.

2. Organization | “What you will find in the report ...”

This report is presented in ten sections, followed by annexes, which can be read in sequence or
separately by topic, section or annex. Each section, described below, can be viewed as a stand-alone yet
becomes more relevant and valuable in the context of the entire report. The report’s annexes collate
information found throughout the text used to explain, amplify, or simplify the report’s topics, concepts,
or discussions. An added feature of this report is that it has an interactive version with internal
references (documentary and electronic) designed to appeal to diverse audiences; from HQDA
proponents to field commanders; ASCCs, the Reserve Component (RC), Garrisons and program and
service providers at every level.

The report was written with varying audiences in mind—HQDA (Secretariat and Staff Principals,
ARSTAF), Senior Commanders (flag level) and staff, Operational Commanders (brigade through
company) and staff, Program/Service Providers, Leaders, Soldiers, Civilians, Family members and the
public at large. Each section summary below suggests its principal audience, but everyone is
encouraged to read the report in its entirety.

a. Reality of Suicide

[Principal Audience: Alll Over the past year, the Army Suicide Prevention Task Force examined the
complexity of suicide, taking into account national suicide trends, individual Soldier risk factors and the
Army’s institutional approach to suicide prevention. The Task Force identified risk factors and indicators
that help illuminate potential correlations to high risk and suicidal behavior in the Army. This section
describes the complexity of suicide from a medical/behavioral health perspective and further identifies
the contribution of the cultural, operational, geographical and social environments that are unique to
Soldiers and Families. It is further recognized that suicide is typically the result of cumulative stressors
that may result in a planned or impulsive act but there is not always a single identifiable catalyst.
Admittedly, suicide within the Army is a complex phenomenon. It will require continued and focused
attention to develop a more comprehensive understanding that will guide effective mitigation efforts.
Army leadership is firmly convinced health promotion and risk reduction programs and services that
promote resiliency (e.g., CSF) are key to decreasing suicidal and high risk behavior and to ensuring
personnel readiness.
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b. Lost Art of Leadership in Garrison

[Principal Audience: All] The Army’s institutional policies, processes, and programs have not kept
pace with changes resulting from nearly a decade at war and the simultaneous efforts of Army
Transformation. Institutional education and experiential knowledge of good order and discipline
processes in a garrison environment have atrophied among leaders who have operated only in an Army
at war. Leaders are consciously and admittedly taking risk by not enforcing good order and discipline.
Systems established to ensure a healthy force are not being used to their full extent. Illicit drug use,
alcohol abuse, disciplinary infractions, misdemeanors and felony crimes are on the rise. There is a clear
link between high risk behavior and suicides. Data collected since 2005 consistently show that
approximately 29% of suicides included either drug or alcohol use. In addition, 25% had some form of
closed or pending misdemeanor or felony investigation. From a larger perspective, these risk factors
speak to the need for better Health Promotion and Risk Reduction in order to affect Suicide Prevention.
Anecdotal information suggests that the force is becoming more and more dependent on both legal and
illegal drugs and that these issues lead to a high risk population. This section examines these
assumptions from both a medical and legal perspective and identifies several disconcerting trends
affecting the force. These data used for this report to capture these trends were not easy to collect or
analyze. It comes from several disparate databases, given to the Task Force through only a small
number of individuals who control and release these data. Consequently, it is difficult to get visibility of
the problems at HQDA level to enforce standards and accountability. When taken as a whole, all of
these institutional risk factors point to a few central themes: the loss of Army-wide visibility, Soldier
accountability and policy/process compliance (i.e., the art of leadership in garrison).

c. Composite Life-Cycle

[Principal Audience: Alll This section introduces two tools for immediate application—the
Composite Life Cycle Model and the ARPERGEN Forum. Units have a recognized and relatively
predictable life-cycle known as ARFORGEN. Soldiers and Families adjust their respective “life cycles” to
meet the demands of current OPTEMPO-driven ARFORGEN. It is the juxtaposition and concurrence of
these less predictable “life cycles” with the rigors and demands of the ARFORGEN life cycle that can
result in the accumulation of stress-inducing events. We refer to these accumulative events as stress
windows, which act as potential accelerants for risk-taking behavior. This section introduces the
Composite Life Cycle Model that graphically depicts how acute, recurring, and cumulative stressors
associated with the demands of the unit, career, and home burden Soldiers and Families. It also
introduces the concept of ARPERGEN and suggests Army leadership consider policy and program
adjustments to address the synchronization of ARFORGEN and ARPERGEN.

d. Army Suicide Prevention Campaign

[Principal Audience: Alll The SecArmy and CSA appointed the Army’s Vice Chief of Staff (VCSA), in
late February 2009 to lead the Army’s efforts to focus urgent attention on the alarming rate of suicides
in the Army. The VCSA ordered the immediate activation of a Suicide Prevention Task Force in March
2009 to dedicate focused energies and resources to tackle the complexity of suicide. The Army Suicide
Prevention Task Force immediately developed the Army Campaign Plan for Health Promotion, Risk
Reduction and Suicide Prevention as a vehicle to deliver change. The Campaign Plan allowed for rapid
policy and programmatic adjustments by providing immediate guidance to commanders in the field and
provided strategic oversight by creating a multi-disciplinary Army Suicide Prevention Council to operate
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as an expedited change agent at the HQDA level. Although the Campaign Plan set the foundation for
rapid and immediate action, the Army recognized the complexity of suicide requires a long march
toward resiliency. While this campaign has only existed for one year, this report will set the stage and
ensure continued effort in the future.

e. Program Governance for HP/RR/SP

[Principal Audience: HQDA, Senior Commanders and staff] This section rolls out a proposed
HP/RR/SP Program Governance Model which parallels the proposed Army enterprise-based business
transformation model and management relating to HP/RR/SP from strategic policy, structure and
process to program execution at field and garrison levels.* The Army is contemplating transforming its
governance to an enterprise-based framework to define business rules and align policy, structure,
people, process and technology to enable business transformation and achieve its strategic goals.
Proposed HP/RR/SP program governance requires managed change at all levels of the Army. The
proposed HP/RR/SP Program Governance Model leverages the Event Cycle and Care Continuum,
explained below, to develop seamless, end to end management of the Soldier and Family through an
efficient and effective institutional response along all phases of the Care Continuum.” The model aligns
strategic and operational management with the execution of the HP/RR/SP Program Portfolio to achieve
the overall goal of Army wellness. Change starts with decisive action. The proposed HP/RR/SP Program
Governance Model recommends the migration of eight Army HP/RR/SP programs to other HQDA
proponents to ensure better top to bottom integration oversight.

f. Managing the HP/RR/SP Program Portfolio

[Principal Audience: HQDA, Senior Commanders and staff, Program/Service Providers] This section
introduces a method and model to create and manage a balanced program portfolio that meets Soldier
and Family HP/RR/SP needs across the Care Continuum. A primary goal of transforming HP/RR/SP
governance using enterprise precepts is to achieve an efficient and effective portfolio of programs and
services. The HP/RR/SP Portfolio Management Model creates an integrated and holistic system that
utilizes business tools such as common program measurement, performance and risk analysis, and
continuous process improvement. This management model creates a balanced HP/RR/SP Program
Portfolio that provides comprehensive coverage and care for its customers — commanders, Soldiers and
Families. By managing HP/RR/SP programs and services as a portfolio, the Army will both exercise
responsible stewardship of its resources (through elimination of gaps, redundancies and inefficiencies)
and ensure that program customers receive the highest quality services (through performance analysis).
The HP/RR/SP Program Portfolio is a powerful management process that will focus the Army's
institutional attention where it belongs - on maximizing the readiness of the force by providing
comprehensive care and support to commanders, Soldiers and Families.

* HP/RR/SP is the collection of programs and services throughout the Army to promote health/wellness, mitigate risk seeking
behavior and prevent suicide behavior.

> This report uses “Care Continuum” to refer to the Army’s institutional response by commanders, leaders, and program/service
providers to Soldier, Civilian, and Family HP/RR/SP requirements across the pre-event, inter-event, and post-event stages of the
Event Cycle (i.e., status of Soldier/Family with respect to their placement within a specific stage based on demonstrated
indicators).
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g. Investigations and Reporting

[Principal Audience: All] The Army's current policies and processes for investigating and reporting
criminal behavior do not provide the information needed for commanders to properly manage their
high risk population. There is no central repository for the three types of investigations — commanders'
inquiries, military police reports and CID investigations — that can be accessed so data can be analyzed
and reviewed by commanders and law enforcement. One of the effects of this disjointed system is
evident in the processes used to notify the Families of fallen Soldiers. Lack of coordination between
agencies has resulted in conflicting and contradictory information, causing confusion where there
should be clarity. This report recommends synchronized investigative and reporting efforts and the
creation and maintenance of a single investigative database.

h. Information Sharing and Retrieval

[Principal Audience: HQDA, Senior Commanders and staff, Program/Service Providers] This section
exposes the sheer magnitude of data and the challenges associated with data sharing and retrieval. It
introduces data solutions to provide leaders with situational awareness of HP/RR/SP requirements to
inform their decisions regarding unit good order and discipline and Soldier and Family care. Currently,
leaders and care providers at every level cannot effectively access, see or share data regarding the
health of the force. Data are not reliable let alone integrated or responsive. Effective HP/RR/SP
programs require a composite view that accounts for the many risks and stressors confronting units,
Soldiers, Families and Army Civilians in an era of persistent conflict. This section provides strategies and
solutions to mitigate the difficulties in data sharing and retrieval. It demonstrates the limitations of
current information governance and sharing initiatives and discusses the need to establish portals for
HP/RR/SP information as a bridge to transition from information silos to a net-centric environment. It
further provides recommendations for rapid information sharing to address HP/RR/SP information gaps
while simultaneously supporting DoD and Army net-centric data strategy goals.

i. HP/RR/SP Research Governance and Current/Future Research

[Principal Audience: HQDA, Senior Commanders and staff] This section discusses the current efforts
that effect HP/RR/SP research. It provides recommended changes to the way Army research is
governed. During the development of this report, the Report Team found that while there are research
efforts that effect HP/RR/SP, there is no governing portfolio that is specifically designed to inform
research efforts. Many research organizations carry out programs that could inform some aspect of
HP/RR/SP but they are not integrated across the force. Just as the Care Continuum defines the Army
HP/RR/SP Program Portfolio, it should also be used to inform a balanced HP/RR/SP Research Portfolio
with transparency of efforts as the main goal. These recommended changes are intended to better
integrate Army-wide (in this case HP/RR/SP research) to reduce duplication of effort and more
importantly to ensure research that is carried out leads to meaningful and executable programs that
affect the lives of Soldiers and Families.
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j. Annexes

[Principal Audience: All] These annexes serve as quick references to material already included in
the body of the report. Caution: information taken directly from the annexes could lack the context and
relevance of how they were applied or used in the report and should be reviewed as amplification of the
report’s message.

3. Navigation | “How you should read this report...”

This is a complex report covering a complex subject. In order to help navigate this document, we've
developed conventions, tools and hyperlinks to assist in reading, using and referencing this report.
Internal report references are hyperlinked to navigate from any point to sequential discussions of that
same point across all sections (e.g., while reading about mTBI under the section titled, “The Reality of
Suicide,” you can touch the hyperlink to continue that thread in vignettes or under the section titled
“HP/RR/SP Research Governance and Current/Future Research”).

The use of acronyms in this report is unavoidable but an acronym list is included at Annex A.
However, to preclude overreliance on acronyms or disrupt the reader’s flow, we’ve employed the
following naming conventions:

e Health Promotion, Risk Reduction and Suicide Prevention = HP/RR/SP.

e The team responsible for authoring this report (The Army HP/RR/SP Report) = the Report Team.

e Army Suicide Prevention Task Force = the Task Force.

e The Army Campaign Plan for Health Promotion, Risk Reduction and Suicide Prevention =
the Campaign Plan.

e The Army Suicide Prevention Council or the later renamed Army Health Promotion Council =
the Council.

e All programs, services and initiatives associated with health promotion, risk reduction and
suicide prevention = HP/RR/SP programs and services.

Report sections, conclusions and recommended actions, vignettes, quotes, figures, tables and
tutorials are all uniquely and consistently identified by distinct conventions as demonstrated below:

Sections

This report has nine major sections following this Introduction to HP/RR/SP: The Reality of Suicide,
The Lost Art of Leadership in Garrison, The Composite Life Cycle, The Army Suicide Prevention Campaign,
Program Governance for HP/RR/SP, Managing the HP/RR/SP Program Portfolio, Investigations and
Reporting, Information Sharing and Retrieval, and HP/RR/SP Research Governance and Current/Future
Research. Whether read separately or in sequence, the major sections are distinct reports by their very
nature but also inform and complement other sections. Each section is introduced by its title in large,
black font. Major subsection headers appear in a large dark red font and are underlined. Secondary
headings also appear in red font, tertiary headers are light red and indented, and quaternary headings
are bold, red, italic and smaller font.
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Each major report section ends with a transition indicator to signal the next section. The indicator
appears near the bottom right corner of the page as shown in Figure 2.

Figure 2 — Example of Section Transition Marker

Conclusions and Recommended Actions

The conclusions in this report are derived from our experiential knowledge of Army HP/RR/SP
programs/services, research and knowledge of Army governance, policy, infrastructure and process.
Implementation of the associated recommended actions offers the means to improve Army HP/RR/SP
efforts. Conclusions and recommended actions will be incorporated into the Army Health Promotion
Council Sync Matrix for staffing/implementation by HQDA proponents, proposed enterprise based
forums and associated commands.

Foundation Conclusions and Recommended Actions (marked by a “”) appear in tables identified by
a black margin bar on the left and star bullets. These appear throughout the body of the report at critical
points within a section. They are also listed in Annex B. Supporting Conclusions and Recommended
Actions (marked by a “®”) complement the foundation set and appear only in Annex B:

CONCLUSIONS

3 Conclusions which appear in more than one section show the corresponding pages in
parentheses. (10, 17, 48)

® Supporting conclusions and recommended actions use standard bullets and appear only in
Annex B.
RECOMMENDED ACTIONS

3 [HQDA] The specific audience for each recommended action is italicized and shown in
brackets following the star.

Refer to Annex B for additional detail and supporting actions
Conclusions & Recommendations 1 — Example of Conclusions & Recommended Actions

Foundation conclusions are the distillation of the discussion in each section. Conclusions correlate
to either recommended actions or recommendations for future research and apply to all levels of the
Army from HQDA to field and garrison organizations.

Vignettes

There are many real-world stories (vignettes) that substantiate the findings in this report. Vignettes
are used to provide an example or help explain a situation or concept. They are boxed with a light green
background and black band header. Vignettes are only included to demonstrate the consequences of
gaps in health promotion, risk reduction and suicide prevention.
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EXAMPLE VIGNETTE

Vignettes identified by a light green shaded box are used throughout this report and serve to
reinforce the Task Force’s findings. While the vignettes are intended to be illustrative of a concept,
they can be bypassed without losing the context of the section or the report.

Vignette 1 — Example of a Vignette Box

Quotes

Our Army leaders are actively engaged in promoting health and wellness, combating suicide and
reducing the risk-taking behavior that affects the health and readiness of our Army. Their strategic
communications help inform the public and shape Army efforts. Their quotes are included throughout
the report and represent our senior leaders’ commitment, passion and concern regarding the Army’s
suicide problem. Throughout the report, these quotes are used to reinforce a key theme or emphasize a
point. Quotes appear in dark blue text bracketed between black bars.

» “The dedicated effort behind this report sends a clear message to
our Force that we take the resiliency of our Soldiers and Families very
seriously.”

—Honorable John McHugh, Secretary of the Army
ﬁ,, July 29, 2010

Quote 2 — Example Quotation: SA John McHugh, 29 Jul 10

Figures

Figures are used throughout the document and provide a visual explanation of models, tables, or
statistics. Models were developed to clearly explain and illustrate some of the more complex concepts.
A purposefully developed feature of some of the more complicated models is the gradual build (Figure 3)
with corresponding text to assist the reader in understanding the concept. Tables are also introduced
and referenced to convey the complexity of suicide.

Figure 3 — Sample lllustration of Model Build

Tutorials

Tutorials are included in some sections to provide background information on a complex or esoteric
subject (e.g., a description of separation authorities for enlisted personnel) that is prerequisite to a
comprehensive understanding of this report. The intent is to assist readers who may not be familiar
with the subject or may benefit from a refresher. This text is clearly marked with green left and right
borders. Readers already familiar with the topic may bypass the tutorial without losing the context of
the report section.
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Il — The Reality of Suicide

“Every Suicide is as different and as unique as the people
themselves. And, the reality is there is no one reason a person decides
De to commit suicide. That decision reflects a complex combination of
Eoll factors and events ....”

¥ K K

— General Pete Chiarelli, Vice Chief of Staff, Army
Testimony before the House Armed Services Committee, 29 July 2009

Quote 3 — GEN Pete Chiarelli, 29 Jul 09

istorically, the Army suicide rate has been significantly lower than the civilian rate (the civilian

demographically adjusted rate typically is about 19.2 per 100,000). However, suicide and
accidental death rates began trending upward in 2004, and in 2008, the Army suicide rate crested above
the national average and reached a record of 20.2 per 100,000.

In Fiscal Year (FY) 2009, 160 active duty Soldiers took their lives, making suicide the third leading
cause of death among the Army population. If we include accidental death, which frequently is the
result of high risk behavior (drinking and driving, drug overdose, etc.), we find that less young men and
women die in combat than die by their own actions. Simply stated, we are often more dangerous to
ourselves than the enemy.

To understand why the Task Force examined specific issues and why this report includes certain
sections and recommendations one must first appreciate the complexity of the suicide problem. The
events leading up to a suicide may include a devastating family tragedy or appear to be related to
something as innocuous as a trip to the movies. Only after all the factors are examined does a complete
and holistic picture of the final event come into focus. Once this retrospective examination is done, it is
easier to realize just how far the individual had traveled through a maze of stressors. Perhaps the
individual started as a resilient Soldier who, after experiencing a series of life events, moved along a
continuum past intervention and treatment until it was too late.

SUICIDE CASE STUDY

A Staff Sergeant had a hard childhood. His father was in and out of jail and both parents used
illegal drugs. When he joined the Army, he thought he had finally escaped his background. He was
promoted through the ranks and was well respected by his leadership. He helped to emancipate his
sister and was paying for her college. Following a very violent improvised explosive device (IED)
attack, he started having difficulty sleeping and was waking up with nightmares. Shortly after
deploying, his parents stole his identity and incurred a large debt in his name. One night, after
arguing with his family, he took his life. His action took his leadership by surprise. He was viewed as
one of the most resilient Soldiers in his company.

e Indicators visible to unit leadership may not identify stressors in personal or Family life.

Vignette 2 — Suicide Case Study

11
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Each of us exists somewhere along a spectrum of wellness, moving at different times in our lives
along a continuum. Sometimes people are healthy and vibrant. At other times they need to rely on
Family, friends or seek specialty care to cope with major life stresses. This report refers to this spectrum
of wellness as the Care Continuum (“Care Continuum” often refers to the continuum of health care
services, but is used in a broader context in this report to include recruiting thresholds, good order and
discipline, post event inquiry, etc.). To understand the complexity of suicide, this report will examine
this continuum and how the risk-seeking or suicidal individual travels from resiliency to isolation or
despair and finally to crisis or death (See Figure 49, page 144, Event Cycle and Care Continuum). At any
point along this continuum there is an opportunity for the individual, Family, friends or leaders to
intervene, but for that to happen, each should understand the nature of suicide and the relationship
between resiliency, assessment, intervention, treatment and risky behavior which often leads to
catastrophic outcomes including suicide and accidental [risk related] death.

CONCLUSIONS
@ In FY 2009, more Soldiers died as a result of high risk behavior than died in combat. (page 11)

rd

@ At any point along the Care Continuum there is an opportunity for the individual, Family,
friends or leaders to intervene. Intervention requires an understanding of the high risk
behavior often associated with suicide and equivocal deaths. (page 12)

RECOMMENDED ACTIONS

@ [ALL] All leaders and program/service providers should review this report to better
understand the nature of high risk behavior associated with suicide and equivocal deaths.

Refer to Annex B for additional detail and supporting actions

0

onclusions & Recommendations 2 — Introduction to the Reality of Suicide

1. Suicide as an Epidemic

a. National Statistics

Recent news coverage has highlighted an increase in suicides at a national level. The Las Vegas Sun
reported that the suicide rate “in Clark County [Nevada] jumped by 10 percent from 2007 to 2008.” The
Idaho Mountain Express reported that the suicide rate had “tripled in Blaine County [Idaho] during the
past six months.” In March 2010, The New York Times covered Cornell University’s “suicide cluster.”
Before that, in November 2009, MSNBC reported the increase in suicide deaths in Elkhart, Indiana. It is
possible to speculate, based on these and other news reports, that the national rate is increasing — but
limitations in available data prevent definitive conclusions.

The Centers for Disease Control and Prevention (CDC) is responsible for collecting, analyzing and
publishing fatality statistics in the United States using the National Vital Statistics System. Very few local
governments use this automated reporting system. As a result, much of the CDC data are obtained from
manually inputting data from individual death certificates. The CDC typically takes 18-24 months to
compile, verify and prepare these data for release to the public. This means that while the Army and
military data have shown an increase in suicide over the last four years, it is unknown how the national
suicide data are trending over the same period. This is specifically pertinent due to the recent economic
turmoil, which may have affected suicide rates across the country.

12
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When the economy declines, there is an increased risk for suicide. Unemployment, decreasing value
of investments and declining housing markets all have an impact on the nation’s suicide rate. InJanuary
2009, CNN reported on the relationship between the unemployment rate and the nation’s suicide rate.
Simply stated, as unemployment rates increased, suicide rates increased. This trend is also supported
by data from the National Suicide Prevention Lifeline, which demonstrated a dramatic increase in calls
between 2007 and 2009. General Lifeline calls increased from 381,316 in 2007 to 501,562 in 2009, while
the Veterans Hotline increased from 20,853 to 125,625 during the same period.6

Further complicating national suicide reporting is the lack of standardization for determining the
manner of death across the United States. In 2006, the number one cause of death for both 15-24 and
25-34 age groups was unintentional injury. It is widely believed that some suicide deaths are
categorized as unintentional injuries due to the stigma of suicide (e.g., loss of life insurance benefits,
religious beliefs, etc.) and the equivocal nature of unintentional injuries (e.g., single vehicle accidents,
accidental overdose, etc.). Despite these classification issues, suicide was still the third leading cause of
death nation-wide for the 15-24 and the second leading cause of death for 25-34 age groups in 2006
(these groups represent the vast majority of the Army’s recruiting population).’

In addition, there are differences in how death investigations are conducted and how the “manner
of death” is determined across the nation. Law enforcement investigators work with medical examiners
to determine the manner of death as homicide, suicide, natural, accidental or undetermined. Although
final determination of the manner of death is based on the totality of the evidence, discerning the
victim’s intent (e.g., witness testimony, notes or other communication) can be challenging. With the
absence of intent, the manner of death from drug overdoses, traffic fatalities and other risk related
deaths are routinely classified as accidental and undetermined. A 2006 report on the validity of suicide
comparisons noted that “(s)tudies of suicide determinations demonstrate (that) the magnitude of
misclassification is substantial, with 20-30% of suicides inaccurately assigned as accidental or
undetermined.”® Misclassifications have also been documented in military death records.’ Additionally,
the disparity in protocols among law enforcement agencies and medical examiners nationwide, which
makes reporting deaths of RC Soldiers not on active duty difficult, further degrades data reliability.

There are also basic differences in economic stressors, access to healthcare and access to behavioral
healthcare across the country. As an illustration, the American Foundation for Suicide Prevention
displays the variability between state suicide rates on their 2010 Fact and Figures on Suicide factsheet
demonstrating that even states adjacent to each other often have very different suicide rates (Figure 4).

® Eaton et al., “Strengthening The Validity of Population-Based Suicide Rate Comparisons: An Illustration Using U.S. Military and
Civilian Data, Suicide and Life Threatening Behavior, The American Society of Suicidology, 36(2), April 2006, p. 183.

° Ibid. Also Carr, Joel R., DO, MPH, et. al., “Suicide Surveillance in the U.S. Military — Reporting and Classification Biases in Rate
Calculations,” Suicide and Life-Threatening Behavior, American Association of Suicidology, 34(3), Autumn 2004.
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Figure 4 — Suicide Rates by State, 2007 (Darker is Higher)

b. Army Statistics Compared with the Nation

Historically, the suicide rate has been significantly lower in the military than among the U.S. civilian
population. Beginning in 2004 that pattern changed, and in 2008 the suicide rate in the Army exceeded
the age-adjusted rate in the civilian population (20.2 out of 100,000 vs. 19.2).1%0 Because the CDC’s
suicide data lag the Army’s data by several years, calendar year 2006 CDC data were used to compare
with 2008 Army data. Although this lag has made it somewhat difficult to accurately compare and
contrast the Army to the civilian population, newly released National figures from 2007 show little
appreciable change compared with 2006.

In terms of generating data, the Army has more defined procedures with stricter timelines for
reporting and determining the manner of death. The Army has a single law enforcement agency with
unified protocols for investigating and reporting suicides or equivocal deaths. The Army is typically able
to identify suspected suicide deaths within a few days for the active duty and within two months for
non-active duty Soldiers (Army National Guard (ARNG) or U.S. Army Reserve (USAR)). For active duty
Soldiers, the Armed Forces Medical Examiner (AFME) is typically able to determine manner of death
within four to six months (although there are some complex cases that can take 12 to 18 months). As a
result, the Army is able to identify emerging trends for active duty Soldiers faster than the CDC. For

% The 2008 Army suicide rate is being compared to the 2006 CDC suicide data.
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non-active duty Soldiers, the Army relies on local medical examiners to determine the manner of death,
which can result in greater variability in the death investigations and reporting.

The majority of active duty military autopsies are conducted or validated by the AFME, which
ensures a consistent application for determining the manner of death. There are some challenges with
the timing of the final determination of manner of death (which is often determined before a full
investigation is concluded). In 2008, AFME reported that accidents and suicides accounted for almost
50% of all fatalities in DoD, with suicides outnumbering combat deaths for the first time since 2003."
The Army had 126 accidental and undetermined deaths in FY 2009."? High risk behavior, such as illegal
drug abuse, driving while intoxicated and suicidal behavior, appears to be the leading cause of death in
both the civilian and military populations for those under the age of 50.

It is difficult, if not impossible, to compare the Army’s suicide rate directly to the general population.
It is possible that young adults who are willing to join the Army at a time of war may have a higher level
of risk-taking tolerance than that of their civilian counterparts. Also, the nature of the Army career is
very different when compared to a civilian career. Many Soldiers experience a lifetime of transitions
(moving, new career, Family separation, etc.) in their first few years in the military that most civilians
never experience. These times of transition can lead to instability and compound stress.

In lieu of current CDC data, there are surveys that can help illuminate the similarities between
military and civilian populations. In 2008, the Substance Abuse and Mental Health Services
Administration (SAMHSA) added questions on suicide thoughts, plans and attempts to their National
Survey on Drug Use and Health questionnaire. Based on the 2008 findings, an estimated 8.3 million
adults had serious thoughts of suicide, 2.3
million made a suicide plan, and 1.1 million
attempted suicide. The rate of suicide
thoughts, plans and attempts was found to
be highest in younger age groups (see Figure
5). These findings are similar to the 2008
Department of Defense Survey of Health
Related Behaviors Among Active Duty
Military Personnel. The DoD survey findings
estimate that 4.9% of the Army seriously
considered suicide in the past year, and
2.0% of the Army attempted suicide in the
past year. While these two surveys have
similar findings, the difference in the
research methodologies prevents a direct
comparison of the resulting percentages.

A random national sample from the SAMHSA survey on health.
Figure 5 — Adult Suicidal Thoughts and Behaviors, 2008

" Medical Surveillance Monthly Report, May 2009.
12 Army Criminal Investigation data, May 2010.
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c. Army Statistics Compared with
Other Services

It is perhaps more useful to compare
the Army’s suicide rate with that of the
other services (Figure 6).> While the civilian
rate has remained relatively stable between
2001 and 2007 (purple line), both the Army
and Marine Corps rate has increased
steadily. The Navy and Air Force rates have
shown a very slight increase, and it is not yet
known if this is the beginning of a significant
trend. The Army and Marine Corps, which
have borne the majority of ground combat
operations, have had the greatest increase.

CONCLUSIONS

Shows significant increase in Army and Marines over the past
five years.

Figure 6 — Service Suicide Rates since CY 2001

& Itis difficult to directly compare and contrast the Army’s suicide rate to the general (national)
population due to differences in: reporting timelines and procedures, investigative protocols,
manner of death determination, economic stressors, access to healthcare and access to

behavioral healthcare. (pages 12-15)

an

W9 High risk behavior (e.g., drug abuse, alcohol related incidents and suicidal behavior) is the

leading cause of death for both the civilian and military populations for those under the age

of 50. (page 15)

an

9 The self-selection bias of young adults who are willing to join the Army at a time of war may

indicate a higher level of risk tolerance than their civilian counterparts. (page 15)

an

9 While the civilian suicide rate has remained relatively stable through 2007 (with 2008 and

2009 unknown), the Army rate has increased steadily through FY 2009 (see Figure 6).

(page 16)

an

9 The greatest increase in military suicides have occurred in the Army and Marine Corps which

have borne the greatest burden of ground combat in a protracted war. (page 16)

RECOMMENDED ACTIONS

3 [CDRs] Leaders should recognize that a potential self-selection bias indicating high risk
tolerance, combined with service related transitions may result in high risk behavior —

especially among first term Soldiers.

&9 [HQDA] Charter research to test the hypothesis that Soldiers who voluntarily enlist [self-
select] during a time of war may be more willing to engage in high risk behavior.

Refer to Annex B for additional detail and supporting actions

Conclusions & Recommendations 3 — Suicide Statistics

3 Armed Forces Medical Examiner System, Mortality Surveillance Division, 19 March 2010.
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d. Economic Factors and Suicide

Economic difficulties are potentially magnified for members of the Armed Forces. As individual
Soldiers return from deployment and move to their next assignment (whether back to civilian life or to
the next duty station), there is a degree of economic stress associated with transitions. Can | sell my
house in the current housing market? Will my job still be
waiting for me once | return? Will | miss a critical
opportunity for advancement? These questions and
others are common among members of the armed
services.

However, job-related stress may be more acute
among ARNG and USAR members. There has been an
increase in the number of ARNG and USAR members who
have reported employment difficulties following
deployment. In March 2010, the Department of Labor
published a report on the “Employment Situation of
Veterans — 2009” showing that young veterans are more
likely to be unemployed than non-veterans of the same
Figure 7 — Unemployment Rate, 2009 age (see Figure 7).

The Employer Support of the Guard and Reserve Office, part of the Office of the Assistant Secretary
of Defense for Reserve Affairs, is responsible for assisting in conflict resolution arising from an
employee's military commitment. Conflicts can range from the need to take time off from a civilian job
for military training to employment discrimination following active duty service. This office has recently
reported an increasing number of requests for support from ARNG and USAR Soldiers. In FY 2007 they
received 19,400 requests for assistance; in FY 2008 they received 28,000; and in FY 2009 they received
31,500 requests.1* This indicates ARNG and USAR Soldiers are facing increasing employment challenges
that contribute to overall economic stress.

e. Active Duty Suicide Demographics

Only one in four young Americans is eligible to enlist into the military. Preexisting conditions —
including obesity, medical and behavioral health conditions, criminal history or other administrative
disqualifiers — limit the number of eligible recruits.1> While military entrance standards help to ensure a
healthy force (and likely explains the lower suicide rate in prior years), the recent prolonged conflict may
be creating undue stress on the existing force as well as unintentionally shifting the Army demographic
towards a larger risk-seeking population. Data from Accessions Command indicate that since 2004,
some 20% of the new recruits were allowed entrance into the Army through a waiver process. These
waivers granted admission to Soldiers with a variety of conditions that may have been disqualifying in
previous years (for more information on waivers see page 68).
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Suicide is a concern of the Total Army including both the
Active Component (AC) and the Reserve Component (RC). In
FY 2009, 160 Soldiers committed suicide while on active duty
(137 AC plus 23 mobilized RC). In order to get a complete
picture of the stress on all components, the Army also keeps
limited statistics on those who are not serving on active duty.
Of those, there were 79 suicide deaths of RC Soldiers who
took their lives while not on active duty (see Table 1).16 This
means that in FY 2009, a total of 239 Soldiers died by suicide.

In 2009, AC Soldiers committed suicide at a
disproportionate rate compared to the other components
(see Figure 8)."” The AC accounted for 57% of the total
suicide deaths yet constituted only 49% of the Total Army. Both the National Guard and Army Reserve
accounted for less than their representative populations within the Total Army. As of the publication of
this report, this trend has reversed itself in FY 2010. Proportional differences, however, do not tell the
whole story and should not detract from the fact that suicide rates have risen in all three components
over time.18

Figure 8 — FY09 Suicides by
COMPO and Duty Status

Active Reserve Total
Component | Component
Active Duty 137 23 160
Not On Active Duty = 79 79
2009 Totals: 137 102 239

Table 1 — FY09 Army Suicide Deaths by Component & Duty Status

If we further examine the composition of the “typical” suicide victim within the Army, we find an
Active Component, 23 year old, caucasian, junior-enlisted male Soldier. These facts are documented in
detail in Table 2. For example, 86.6% of the Army population is male, while 96.9% of the suicide deaths
in 2009 were male. Although 62.7% of the Army population is caucasian, 76.7% of the suicide deaths
were caucasian victims.19 Interestingly, marriage or one or more deployments appears to decrease risk.
However, analysis of prior deployments can be confounded by higher attrition from service following
deployment resulting in a self-selection process whereby those who remain in service after deployment
tend to be a relatively healthy segment of the population.”

16 Army Suicide Prevention Task Force analysis, as of 21 May 2010.

Y FY 2009 Army Profile, DCS, G-1, Office of Army Demographics.

18 Proportional differences do not reflect population-level incidence.

' Center for Health Promotion and Preventive Medicine (CHPPM), Epidemiological Report No. 14-HK-0BW9-10c, Analyses of
Army Suicides, 2003 — 2009, 29 April 2010, p. 3-5.

20 Hoge, C.W., Auchterlonie, J. L., Milliken, C.S., “Mental Health Problems, Use of Mental Health Services and Attrition from
Military Service after Returning from Deployment to Iraq or Afghanistan.” Journal of the American Medical Association, March,
2006, 295[9], p. 1023-1032.

18



Il — THE REALITY OF SUICIDE

Active Duty Suicide Active Duty ﬁc.tive Duty A.c.tive Duty 2009 Difference
DT Army 200? Suicide Deaths | Suicide Deaths From Army
Demographics 2003- 2009 2009 Demographic:

Gender: Male 86.6 % 94.4% 96.9% +10.3%
Age (Mode) 23% 21 23 0

Race: Caucasian 62.7% 74.3% 76.7% +14%
Marital Status: Married 58.0% 52.1% 48.5% -9.5%
Rank: Jr. Enlisted 45.5% 57.1% 58.3% +12.8%
Career Field: Infantry 13.2% 20.7% 23.9% +10.7%
Component: AC 77.0% 83.3% 89.0% +12%
gizl‘;‘r":g;te“'smry: 70.9% 69.3% 68.7% 2.2%

Table 2 — Active Duty Suicide Demographic Data

Of all suicides between 2005 and 2009, the “typical” suicide occurred within the United States and
was committed using a firearm. It often involved the use of drugs or alcohol and may have been the
result of multiple stressors including relationship issues and work/life balance. A list of major
contributing individual risk factors is shown in Table 3. The primary motivation is often unknown (due to
the lack of a suicide note or evidence of motivation). However, an assessment of stressors and primary
motivation (that may have contributed to suicide or suicidal behaviors) may be determined by a death
investigation that, ideally, is supported by a behavioral health provider who uses available evidence to
make a clinical judgment (bio-psycho-social assessment).

AD Suicide

D Suicide 2 -2 2
Characteristics AD Suicide 2005-2009 (2009)

Location of Suicide 72.9% (80%) USA
22.8% (17%) In Theater
4.3% (3%) Other
Method 67.5% (62.0%) Gunshot
19.8% (23.3%) Hanging
4.6% (6.2%) Overdose (Drugs & Alcohol)
Stressors 55.8% (55.8%) Relationship
(can be > 1) 49.6% (57.4%) Military / Work

(

20.0% (23.2%) Physical Health

15.8% (16.7%) Substance Abuse (n=108)
(

19.8% (17.6%) Alcohol

Alcohol or Drug

Involvement 9.8% (5.7%) Drug (n=108)
Primary Motivation 41.2% (47.2%) Unknown
15.2% (16.7%) Emotional Relief
14.2% (11.1%) Hopelessness / Depression
7.5% (4.6%) Avoidance / Escape (n=108)

Table 3 — Individual Risk Factors for Suicides (Active Duty)

! Defense Manpower and Data Center, FY 2009 Army Age Modes and Means prepared on May 12, 2010.

19



ARMY HP/RR/SP REPORT 2010

f. Non-Active Duty Suicide Demographics

Detailed data collection on non-active duty suicide deaths did not begin until CY 2009, when a Task
Force initiative standardized the active duty protocols for death investigation and expanded their reach
to include Reserve Component non-active duty deaths. Available data indicate a similar profile to those
in the Active Component who commit suicide. These individuals are typically young, caucasian, male,
junior enlisted Soldiers. In the case of the Reserve Component suicide victim, however, most of the
individuals who take their own lives have never deployed. Highlighted data points indicate a material
difference (210%) between non-active duty suicide data and Army-wide data.

Non-Active Duty Suicide Non-Active Duty Non-Active Duty 2009 D|ffe|:ence from
. Army 2009 . . Non-Active Duty
Demographics . Suicide Deaths 2009 .
Demographics Demographics

Gender: Male 82.5% 93.9% +11.4%
Age (Mode) ARNG: 21 ARNG: 20, 22, & 25 ARNG: 0O

g USAR: 25 USAR: 29 USAR: +4
Race: Caucasian 69.1% 84.2% +15.1%
Marital Status: Married 45.2% 57.3% +12.1%
Rank: Jr. Enlisted 48.2% 62.2% +14.0%
Deployment History: 52 8% 47.6% S 59%
One or more

Table 4 — Non Active Duty Suicide Demographic Data

Gunshot wounds are the most frequent cause of death in cases where manner of death is ruled a
suicide. However, as discussed earlier, manner of death determination may underreport a number of
suicides by other means. For example, drug overdoses or vehicle fatalities are routinely labeled
accidental, meaning that without other evidence (note/media communication, witness, etc.) the
autopsy will generally reflect the manner of death as “accidental.” This creates an artificial distinction
between suicide and other equivocal deaths, particularly among the increasing number of drug-induced
deaths.

This fact was reported in 2002 by the American Institute of Pathology where it was noted that “risk-
taking behavior poses challenges when classifying manner of death. More and more, people are
engaging in risky sports, recreational activities, and other personal behaviors. Injury or death, when it
occurs during such activities, is not entirely unexpected, prompting the argument that such deaths may
not truly be accidents.” The phenomenon of the national increase in accidental overdose deaths is
discussed in depth in this section of the report beginning on page 27.

Non — AD Suicide Characteristics Non — AD Suicide 2009
Location of Suicide 100% USA
67.1% Gunshot
Method 19.5% Hanging
3.7% Overdose (Drugs & Alcohol)

Table 5 — Non Active Duty Suicide Characteristics
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CONCLUSIONS

4

3 Job-related stress may be more acute among Reserve Component Soldiers. (page 17)

an

9 Manner of death determination may underreport a number of suicides by other means. This
creates an artificial distinction between determination of suicide and other equivocal deaths.
(page 20)

9 The American Institute of Pathology notes that “risk-taking behavior poses challenges when
classifying manner of death... Injury or death, when it occurs during such [high risk] activities
is not entirely unexpected, prompting the argument that such deaths may not truly be
accidents.” (page 20)

RECOMMENDED ACTIONS

w9 [HQDA] Fund suicide behavior surveys that span both civilian and military populations in
order to make direct comparisons.

Refer to Annex B for additional detail and supporting actions

Conclusions & Recommendations 4 — Suicide Factors and Demographics

2. Complexity of Suicide

David Emile Durkheim’s historic book Le Suicide, published in 1897, was a landmark social case study
that identified gender, religious and occupational factors directly related to a higher risk for fatal suicidal
behavior. Despite the progress made in an attempt to better understand behavioral health issues since
1897, research on suicide prevention efforts still lacks definitive answers as to why individuals take their
own lives.

Suicide is complex. While a convergence of many factors may merely challenge one Soldier these
same issues may be devastating to another. These differences lead to the idea that there are potentially
protective factors that promote resilience and there are susceptibility factors (high stress, relationship
issues, financial issues, etc.) that can lead to suicide. Increasing awareness of potential risk factors
affecting Soldiers will assist leaders and program/service providers to make timely and effective
interventions.

Several studies and programs have been initiated in the Army in an attempt to understand these
protective or susceptibility factors. These studies inform Army leadership who in turn create programs
so that leaders at all levels can be aware of potential issues. Studies indicate that one of the major
barriers facing Army Soldiers is the stigma of seeking behavioral health treatment for those who need it.
A better understanding of this issue by leaders will provide a real opportunity to assist Soldiers.

a. Stigma Associated with Help-Seeking Behavior

“The stigma attached to seeking mental health treatment is not
just an Army problem ... this is a societal problem that we all have to
wrestle with...”

— General George Casey, Chief of Staff, Army
American Forces Press Service, 10 November 2009

Quote 4 — GEN George Casey, 10 Nov 09
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Stigma is typically the perception among leaders and Soldiers that help-seeking behavior will either
be detrimental to their career (e.g., prejudicial to promotion or selection to leadership positions), or that
it will reduce their social status among their peers. The perceived stigma associated with seeking
behavioral health treatment represents a very real barrier to care for individuals who would benefit
from professional treatment. This barrier is further increased within the military culture where mental
toughness is seen as a sign of strength, while seeking behavioral health assistance may be a sign of
weakness.

The term stigma carries significant negative connotations and includes the idea that society will
judge the individual once the stigma is recognized. A Soldier who receives an annual performance
evaluation that stated “SGT Jones overcame a debilitating gunshot injury and returned to lead his squad
in Afghanistan” would be commended for his strength and resilience; while this same individual might
not be perceived in the same light if he receives a report that stated “SGT Jones overcame PTSD
following a firefight that included casualties to return to lead his squad in Afghanistan.”

Data from OEF and OIF support the fact that a large percentage of those who would benefit from
behavioral health treatment often resist seeking care due to the perception of peer disapproval.22
Additionally, once Soldiers have been identified with a behavioral health issue, they may tend to
internalize negative stereotypes and enforce “self-stigma.”23 These factors contribute to the fact that
those who need behavioral health care the most are typically the least likely to seek care.

While stigma associated with seeking behavioral health treatment remains a problem in the military,
there is evidence that the current anti-stigma communications campaign is improving perceptions.*
The Army Research Institute’s Sample Survey of Military Personnel found changes in responses from
1999 to 2009 indicate a positive trend among the general Army population, while other surveys found
little or no change. While this is encouraging, 51% of both officer and enlisted Soldiers still believe that
seeking behavioral health counseling would negatively affect their careers. This indicates that a majority
of the active duty population still believes behavioral health counseling/care would have a negative
impact on their career. Until the stigma associated with behavioral health treatment can be overcome,
the Army should continue to look at alternative methods for identifying Soldiers who may be in need of
such care, either by command intervention or through medical encounters. The first step toward care,
however, begins with Soldiers who recognize when they need help.

2 Hoge, C.W., et al., “Combat Duty in Iraq and Afghanistan, Mental Health Problems and Barriers to Care.” US Army Med Dep J,
2008, p. 7-17; Langston, V., M. Gould, and N. Greenberg, “Culture: What Is Its Effect On Stress in the Military?” Mil Med, 2007,
172(9): p. 931-5; and Hoge, C.W., et al., “Combat Duty in Iraq and Afghanistan, Mental Health Problems, and Barriers to Care.”
N Engl J Med, 2004. 351(1): p. 13-22.

3 Rusch, N., et al., “Implicit Self-Stigma in People with Mental lliness.” J Nerv Ment Dis, 2010, 198(2): p. 150-3; and Greene-
Shortridge, T.M., T.W. Britt, and C.A. Castro, “The Stigma of Mental Health Problems in the Military.” Mil Med, 2007, 172(2):

p. 157-61.

24 Warner, C.H., et al., “Soldier Attitudes Toward Mental Health Screening and Seeking Care Upon Return from Combat.” Mil
Med, 2008, 173(6): p. 563-9.
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OVERCOMING STIGMA

When Staff Sergeant Megan Krause returned home from a deployment to Iraq in 2006, she
thought the scariest moments of her life were over. “Boy, was | wrong,” said Krause, who later
found herself waging a terrifying war with post-traumatic stress disorder. “I discovered there was no
shame in admitting that | was in trouble and needed help.”

Source: PTSD: One Soldier’s Story, American Forces Press Service, January 14, 2010

Vignette 3 — Overcoming Stigma

CONCLUSIONS

3 Despite the progress made in an attempt to better understand behavioral health issues
related to suicide, research on suicide prevention still lacks definitive answers. (page 21)

W9 The perceived stigma associated with seeking behavioral health treatment is a real barrier for
those who would benefit from seeking professional care. (page 22)

9 Those Soldiers who need behavioral health care the most are typically the least likely to seek
care. (page 22)

RECOMMENDED ACTIONS

&9 [HQDA] Enhance research efforts for identifying at-risk Soldiers to provide effective and
efficient programs/services.

3 [CDRs] Ensure leaders at all levels encourage help-seeking behavior and convey anti-stigma
messages as a routine matter of unit operations.

Refer to Annex B for additional detail and supporting actions

Conclusions & Recommendations 5 — Stigma

b. Increasing Awareness of Risk Factors

There are a number of factors that may contribute to suicide. Individual relationship stressors,
environmental influences, high risk behavior, medical conditions or a combination of all of these have
been found to increase the likelihood of suicide. When leaders and peers begin to identify potential risk
factors, tragedy can be averted, but only when action is taken.

To better understand the specific factors involved in suicidal influences, the Department of Defense
Suicide Event Report (DoDSER) collects data on suicide. The DoDSER is a surveillance tool used to gather
risk and protective factor information on suicides, suicide attempts, self-harm events and suicidal
ideations. The overall goal of this report is to leverage lessons learned to better identify individuals at-
risk. The DoDSER information includes:

e Demographics: gender, age, ethnicity, marital status, education level, religious preference,
children, place of residence, etc.

e Conditions of Life: failed relationship, death of loved one, loss of property or finances, loss of
job or position, legal issues, investigations or pending incarceration, access to weapons,
adrenaline seeking or risk-taking behaviors, etc.

e High Risk Behavior: illicit use of drugs (illegal and prescription), substance abuse, criminal
activity, gambling, infidelity, excessive spending, reckless driving, etc.
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e Military Specific Information: duty status, pay grade, duty station, length of time in unit,
deployment history, exposure to death or violence, etc.

e Medical Information: behavioral health diagnosis, PTSD, mTBI, physical pain, substance
dependence or abuse, loss of limb, prescriptions, family history of suicide, etc.

e Circumstances surrounding the Suicide Event: a note or other communication, method used,
use of alcohol or drugs, prior attempts, environment or place of event, etc.

Information gathered from the DoDSER indicates there are several individual Soldier risk factors and
stressors associated with suicidal behavior, particularly high risk behaviors and medical conditions. A
detailed discussion of the DoDSER can be found in this report starting at page 186.

MASKING STRESSORS TO AVOID STIGMA

While going through a divorce, a 36 year old Army Major incurred a $37,000 debt. The divorce
and debt appeared to be the only risk factors. He had previously deployed twice, had no known
documented behavioral health issues and was not taking medication. His Family later informed
investigators that he had thoughts of suicide. His Family did not contact his unit or chain of
command because they did not want to damage his career. Co-workers stated they noticed warning
signs but did not report them. He committed suicide in June 2009.

e Stigma is dangerous — Ask, Care, Escort.

Vignette 4 — Masking Stressors to Avoid Stigma

According to the Center for Health Promotion and Preventive Medicine (CHPPM); 82% of the Active
Duty suicide deaths were found to have at least one significant stressor. These stressors include
behavioral health diagnosis (48%) and/or a history of legal problems/law enforcement encounters
(34%). Of those that had been diagnosed with a behavioral health issue, 26% had been diagnosed with
an Adjustment Disorder, 18% had a substance abuse diagnosis, 9.1% had been diagnosed with post-
traumatic stress disorder (PTSD) and
5.6% had a history of self-harm
behavior.”

The most prevalent individual
stressor indicated was relationship
problems, which were present in 58% of
the suicide deaths in 2009. Relationship
issues have consistently been a
contributing factor fluctuating between
53.2% and 58.4% from 2005 to 2009.%°
While this is identified as the largest
stressor it may be a catchall for other risk factors. Relationships can be affected by numerous
contributing factors including financial pressures (likely aggravated by deployments or other
separations), family pressures (child care, sick or ailing parents), substance abuse, legal issues, etc.
Research into the root causes of relationship failures may help to more accurately define specific risk

Figure 9 — Known Stressors

% CH PPM, Epidemiological Report No. 14-HK-OBW9-10c, Analyses of Army Suicides, 2003 — 2009, 29 April 2010, p. 8.
26 .
Ibid, p. 18.
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factors associated with suicidal behavior. A clear delineation of risk factors is critical in developing
specific training and education targeted to reduce suicidal behavior.

Military or work stress (as defined in the DoDSER) is recognized as the second most prevalent
individual risk factor and has contributed to 50% of the suicide deaths from 2005 to 2009. This too may
be a catchall for numerous risk factors. Work-related stress may include voluntary or involuntary
separation from the Army, dangerous work environment (combat), or the increased OPTEMPO of an
Army at war. This stress factor as an indicator for suicide has been steadily increasing over the past five
years from 32% in 2005 to 57% in 2009.”

A history of legal/law enforcement encounters and disciplinary/administrative actions were present
in 34% of the suicide deaths between 2005 and 2009. While some Soldiers had more than one legal
problem/law enforcement encounter, the majority of these problems were Article 15 punishment (15%)
and civil legal problems (13%), followed by being absent without leave (AWOL) (6%), pending
administrative separation proceedings (6%) and pending medical review/separation boards (6%). Court-
Martial actions accounted for 2.9% of the legal problems.”®

RELEVANT STRESSORS IN FIELD GRADE OFFICER SUICIDES

A Lieutenant Colonel was apprehended by CID for bribery and solicitation related to contract
fraud. On two separate occasions during ten days of pre-trial confinement, he was found possessing
weapons (i.e., razor blade and nail) and told guards he intended to harm himself. Despite this
information being presented to the appropriate authorities, the Lieutenant Colonel was released
from confinement. He committed suicide approximately ten days later by ingesting poison.

From 2006-2009, criminal legal issues were the most prevalent individual risk factor for senior
personnel and contributed to 39% (7 of 18) of field grade officer suicides. Marital difficulties were
the next prevalent risk factor and contributed to 28% (5 of 18) of these suicides.

Source: Army Suicide Prevention Task Force

Vignette 5 — Relevant Stressors in Field Grade Officer Suicides

Early recognition of any or all of these risk factors represents an opportunity for leaders, law
enforcement personnel, medical and other program/service providers to intervene in this high risk
behavior and either rehabilitate through treatment or separate as appropriate. With an increasing
number of young men and women returning from the battlefield with either mTBI from IED attacks or
PTSD from the realities of conflict, leaders must be vigilant of these and other medical issues that are
indicative of potential suicide risk factors.

CONCLUSIONS

s Individual relationship stressors, life conditions, high risk behavior and medical conditions
have been found to increase the likelihood of suicide. (page 23)

@ The individual stressors most frequently cited in suicide death investigations are relationship
stress (58%) and work stress (50%), which may be catchall categories for other risk factors.
(page 24) (Continued)

7 |bid.
% |bid.
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9 Early recognition and intervention of legal, medical and disciplinary risk factors presents an
opportunity for leaders, law enforcement personnel and program/service providers to
prevent negative outcomes. (page 25)

RECOMMENDED ACTIONS

3 [HQDA] Research the risk sub-factors that make up larger catchall stressor categories such as
relationship and work stress to identify and target specific factors contributing to suicidal
behavior.

awn

9 [HQDA] Coordinate with OSD to modify the DoDSER to implement future research findings
regarding specific risk sub-factors associated with larger catchall stress categories.

an

W [ALL] Identify and mitigate stress during the critical window of legal/law enforcement
encounters and subsequent adjudication actions.

Refer to Annex B for additional detail and supporting actions

0

onclusions & Recommendations 6 — Awareness of Risk Factors

c. Medical Issues

There are a number of medical issues, previously identified as risk factors for suicide, which are
somewhat unique to the Army and Military populations. Soldiers who receive one or more of the
diagnoses listed on pages 26-27 are in the inter-event stage of the Care Continuum. Receiving a serious
behavioral health diagnosis is a life changing event for any Soldier. For some, the reluctance to continue
care, perceptions of stigma for seeking treatment and a long term prognosis combine to create real
stress that contributes to suicidal behavior.

(1) Post Traumatic Stress (PTS) and PTS Disorder (PTSD)

Post Traumatic Stress (PTS) is the normal reaction to extraordinary circumstances. Post Traumatic
Stress Disorder (PTSD) is the medical condition that develops when PTS adversely impacts normal
activities of one’s daily life. PTSD decreases marital satisfaction, exacerbates depression and may be
related to other behavioral health problems and high risk behavior. PTSD requires medical intervention.
Research indicates that when untreated, PTSD greatly increases the risk of suicidal behavior.”® PTSD
diagnoses have been steadily increasing in the Army over the past seven years. For these reasons, the
Army’s objective is to prevent PTS from becoming PTSD.

The 2008 Department of Defense Survey of Health Related Behaviors Among Active Duty Military
Personnel indicated that an estimated 13% of the Army met the screening criteria for PTSD. According
to the Office of the Surgeon General (OTSG), the number of newly diagnosed cases of PTSD for Soldiers
with a deployment history has increased from 2,931 in 2004 to 10,137 in 2008. Since 71% of the Army
has deployed at least one time, the potential for PTSD is significant.30 While on average only 9.1% of the
suicide deaths between 2005 and 2009 had been diagnosed with PTSD, this percentage has steadily
increased from 4.6% in 2005 to 14.1% in 2009.

% Committee on the Initial Assessment of Readjustment Needs of Military Personnel, Veterans, and Their Families, Institute of
Medicine of the National Academies, Returning Home from Iraq and Afghanistan: Preliminary Assessment of Readjustment
Needs of Veterans, Service Members, and Their Families, The National Academies Press, Washington, D.C., 2010, p. 67-69.

* Defense Manpower and Data Center, Number of Deployments for the Current Strength, as of February 28, 2010; prepared on
March 24, 2010.
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(2) mild Traumatic Brain Injury (mTBI)

Although mTBI has not been shown to be directly related to suicidal behavior, its impact on daily
living activities are suspected to be an additional risk factor. The Army Surgeon General recently
developed the Army Campaign Plan for Warrior Mild Traumatic Brain Injury (mTBI) Management '
HQDA and leaders are using this plan to address mTBI — also known as “concussion” — to effect a cultural
change across the Army. The goal is to ensure mTBl is recognized as a physical injury that must be
appropriately identified, treated and tracked to prevent and mitigate long-term health consequences for
Soldiers. The Army has implemented campaign plan tasks, continues to assess effects, and is
incorporating lessons learned into future policy, structure, process and programs. This plan takes a
comprehensive, multi-disciplinary approach towards mTBI in the Army. It prioritizes, synchronizes and
implements education, treatment and tracking processes that emphasize health as a critical component
in force readiness.

THE PAIN OF TBI

A married Lieutenant Colonel in his early fifties had deployed several times and experienced
multiple concussions and head trauma. He suffered from traumatic brain injury, sleeping problems
and dementia. He was assigned to a Warrior Transition Unit (WTU) and prescribed multiple
medications. The day he died, he went to the emergency room seeking treatment to alleviate his
headaches and pain. He was given a 30 tablet refill of Ambien (sleep medication). After the ER visit,
he went to his car, drank four 50ml bottles of rum and ingested the entire prescription. His suicide
note indicated that he could no longer stand the headaches and pain.

e Every medical contact is an opportunity for behavioral health screening.

Source: ASPTF

Vignette 6 — The Pain of TBI

(3) Drug and Alcohol Abuse

Drug and alcohol abuse is a significant health problem in the Army. The Millennium Cohort Study
found that Army National Guard and Reserve Soldiers who deployed were significantly more likely to
abuse alcohol than their non-deployed peers.>* Calendar year 2006 — 2008 data from the Armed Forces
Health Surveillance Center indicate that the Army has the highest rate of acute alcohol diagnosis (22.7
per 1,000 per year) and substance abuse clinic treatment encounters (43.2 per 1,000 per year) within
the Department of Defense.33 Almost 30% of the Army’s suicide deaths from 2003 to 2009, and over
45% of the non-fatal suicide behavior from 2005 to 2009, involved the use of drugs or alcohol.3* (For
more information on the devastating effects of drugs and alcohol use within the Army, see Section I,
“The Lost Art of Leadership in Garrison,” starting on page 35.)

3 0TsG briefing to the VCSA, “Post Traumatic Stress (PTS) and Mild Traumatic Brain Injury (mTBI),” 4 May 2010.

32 Hourani, L. L., Bray, R. M., et al. (2007). “2006 DoD Survey of Health Related Behaviors Among the Guard and Reserve Force.”
Prepared for OASD(HA) under contract W81XWH-05-F-0917 by RTI International.

33 Armed Forces Health Surveillance Center, “Medical Surveillance Monthly Report,” May 2009, pp 6-9.

% CHPPM, Epidemiological Report No. 14-HK-0BW9-10c, Analyses of Army Suicides, 2003 — 2009, 29 April 2010, p. 17.
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(4) Medication Implications

The impact of increased use of
antidepressant, psychiatric and narcotic pain
management medications has not been
comprehensively studied in a military
population. The percentage of Soldiers who
have been prescribed antidepressants within 90
days of deploying or during a deployment has
increased from 1.1% in 2005 to 5% in 2008.35
Oxycodone (Percocet) and hydrocodone
(Vicodin) have become the second and third
most frequently used pain management
medications.*® Increasing prescription use
among the military has been the focus of

numerous news stories and Congressional Figure 10 — National Drug Control Strategy, May 2010.
hearings. Based on CDC data.

This increase in prescription drug use is not just a military issue. In May 2010, the White House
released the National Drug Control Strategy, which stated: “Overdoses, particularly from opiates, are a
growing national crisis...” Figure 10 shows that drug-induced deaths have nearly doubled in the past ten
years while other causes of death have gradually increased. Again, due to the process for determining
the manner of death, it is difficult to ascertain how many of these “accidental” deaths may have been
intentional. What is clear is that prescription and other drug use are becoming a significant factor in
high risk behavior and death.

“We're seeing ... a lot of Soldiers that are taking narcotics, a lot of Soldiers are taking
anti-depressants, psychotropic class medications.”

— BG Richard Thomas, Asst. Surgeon General for Force Projection
Fighting the Emotional Toll of War, CNN, 30 March 2010

Quote 5 - BG Richard Thomas, 30 Mar 10

There is contradicting evidence on the association between the use of some antidepressant
medications such as Selective Serotonin Reuptake Inhibitors (SSRIs) and suicidal behavior. The Agency
for Healthcare Quality Research and the U.S. Preventive Services Task Force “... found at least fair-
quality evidence that second-generation antidepressants (mostly SSRI) increase suicidal behavior in
adults aged 18 to 29 years, especially those with major depressive disorder and those who receive
paroxetine” (Paxil). The report also stated, “In treating patients aged 18 to 29 years, clinicians may want
to select a psychotherapeutic approach or medication other than SSRIs because of the increased risk for
suicidal behavior associated with the use of SSRIs.”37 However, other research evidence shows the
benefit of antidepressant use for the treatment of depression and anxiety, which are known suicide risk
factors. With an increase in the use of antidepressants and, given that specific medications (i.e.,

%> Armed Forces Health Surveillance Center, “Number of Service Members Deployed to OEF or OIF Who Were Prescribed
Antidepressants by Year of Deployment Start,” undated.

% 0TSG briefing to the VCSA, “Prescription 