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If you, or anyone you know, are experiencing thoughts of suicide, please reach
out for help immediately.

¢ ¢ Veterans | Militar
“ e e e CrisisLine | Crisis Li)I:e

1-800-273-8255 PRESS @ Dial 911

1 The Veterans and Military Crisis Line is a téike, confidential resource, with support
24/7, that connects Veterans, Service memlierkiding members of thational Guard
and Reserve, and their family memberdwgtialified, caring responders.

1 TheVeterans and Military Crisis Lindextmessaging service and online chat provide free
support for all Service members and Veterans, even if they are not registerétewith
Department o¥/eterans Affairs (VA)r enrolled in VA healtltare. Service members,
along with their loved onesan call 3800-273-8255 and Press 1, chat online
at https://www.veteranscrisisline.net/geelp/chat, or send a text message to 838255.

1 TheVeterans and Military Crisis Linis staffed by caring, qualified responders from VA.
Many are Veterans themselves. They understand what Service members have been
through and the challenges members of the military and their loved ones face.

1 Need crisis assistance whileavseas? The following oversdasations havelirectcrisis
line numbers:

0 In Europe: Call 00800 1273 8255 or DSN 118
o0 In Korea: Call 0808 555 118 or DSN 118
o In Afghanistan:Call 00 1 800 273 8255 or DSN 111

o Crisis chat support is available internationally at
https://www.veteranscrisisline.net/ge¢lp/chat

1 In an emergency, dial 91dr your local emergency number immediate\n emergency is
any situation that requires immediate assistance from the police, fire department, or an
ambulance.Contact nformation:

o Phone: 911

o Web: https://www.911.gov/



https://www.veteranscrisisline.net/get-help/chat
https://www.911.gov/
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WHAT IS THE ANNUAL
SUICIDE REPORT?

Effective January 1, 2019, the
DoD Annual Suicide Report
(ASR) serves as the official
source for annuauicide
counts and unadjusted rates fq
DoD. This report also
describes current and future
Departmental initiatives
underway to combat suicide
among Service members and
their families.

HOW DOES THE ASR
DIFFER FROM THE
DEPARTMENT OF
DEFENSE SUICIDE EVENT
REPORT (DODSER)
ANNUAL PUBLICATION?

The ASR provides the official
annual DoD suicide rates to th
public, andfocuses on recent
surveillance trends, which
allow for the examination of
whether recent DoD policy or
programmatic initiatives are
having the daeed effect. The
DoDSER continues to provide
critical interpretations of
military suicide data.The
DoDSER Annual Report is the
Department 6s (
for detailed risk and contextua
factors associated with suicidg
and suiciderelated behavior in
DoD.

Executive Summary

The Department of Defense (DoD) is committed to preventing
suicideand reducing stigma for seeking heljhin our military
community, recognizing and valuing the diversity and talent each
member contributes to our missiowe owethis to our Service
members and families defand our Nation.

In October 2018, the Department established a requirement for a
DoD Annual Suicide Report (ASR) to serve asdffecial source of
annual suicide counts amdadjustedates for DoD and means by
which to increase transparency and accountability for DoD efforts
toward the prevention of suicide.

ThisASRpr ovi des an update on the
suicide,presents recent suicide data on Service member® dhe
extent availale, their families, and describ@emgoingand future
initiativesT includingrecent program evaluation, data sharing, and
collaborative research effort3his reportalsomeets requirements of
Section 741 of the National Defense Authorization Act (NDAR)
Fiscal Year (FY) 2020 (Public Law 1432) asnotedin Appendix A.

Actions Taken Since CY 2018 ASR

Si nce | asdaverASR dhe Departingntrhastmade progress
in developing and fielding programs targetthg populations of
greatest conceridentified inthe CY 2018ASR findingsi young and
enlisted members and National Guard membeswell as
supporting oumilitary families Example actions taken include:

Dep

Increase Hills for Young and BlistedService Members:

Developed andhitiated pilot of an interactive educational program
teach foundational skills to deal with life stressors early in mylitar
carees, particularly those unique to young, enlisted members.

Conductedservice member focus groups to refine the curriculum

Developed video training for Service members on how to recognize
and respond to suicide warning signs on social media. Theiideo
fiSimple Things Save Lives is currently being evaluated before
broader implementation acra$e DoD.

Support National GudrThrough Enhance@ounselingAccess

Developeda partneshipwith the Department of Veterans Affairs to
provide greater access to behavioral health servicesaftoorivl
Guardmembers and their families, to include services provided
during training periodsThe initiative, which began in CY 2019, has
seen an increase in National Guard members receiving services
during drill weekends (14%) and at RCS Vet Center locations (44%),
compared to last year.



WHAT WE FOUND IN CY 19

1. Military suicide rates for
Active ComponentReserve,
and National Guardre
comparabler lowerthanthe
U.S. population, after
accounting for age and sex.

2. Active Componensuicide
rate is comparabligom CY
2017 toCY 2019,but not
going in thedesired
direction TheCY 2019
Reserve andlational Guard
suicide rates are statistically]
lower than CY 2017.

3. The Active Component
suicide rate statistically
increased from CY 2014 to
CY 2019, whereaReserve
and National Guard suicide
ratesdid not shev evidence
of an increase or decrease
over the same time period.

4. Service member decedents
are primarily enlisted, male,
and under 30 years of age.

5. Suicide rates for military
spouses and dependents in
CY 2018 were statistically
consistent with CY 2017,
andwere comparable or
lower than U.S. population
rates after accounting for ag
and sex, with the exception
of male spouses.

6. Firearms were the primary
method of suicide death for
Service members and family
members.

WAY FORWARD

The Department wilfocus
efforts to our young and enliste
members, continue to support
our military families as well as
track progress, assess progran
effectiveness, and enhance

research, data, and evaluation

capabilities

Support Military milies

Trainedmore than 2,000 nemedical military providers to
provide Counseling on Access to Lethal Means (CALM) to
Service members and familigssincreaseawareness of risk
factors forsuicide, safe storage of lethal meairs. (firearmsand
medications), and how to intervene in a cristsrer 90% of
counselors who completed the pamd postrainingtest,
experienced increased knowledgel counseling skills.

Published the Postvention Toolkit, a guide to providing safe
bereavement suppao families and Service members affected by
suicide, to increase resilience and awareness of support resources.

Better MeasuréProgram Hfectiveness

The Department, in collaboration with the Military Services,
integrated the seven broad, evidendfermed strategies for
suicide prevention from the Centers for Disease Control and
Prevention (CDC) into its program evaluation frameworke
Departmentadllected and analyzeolaseline datéo seneas a
starting point to assess progress and measfteetiveness

Key CY 2019 Findings
Service Members In CY 2019,498 members died by suicide.

Military suicide rates are comparable with the U.S. adult
population, after accounting for age and sex, for Active
Componentand National Guard, and lower for the Reserve
The most recent U.S. populatisuicide data availabls for CY
2018. Atfirst, themilitary suicide rate appears to bgherthan
theU.S. population However, the military and U.S. populatson
vary considerably by age and sexwo factors associated with
suicide risk. After controlling for these differences, CY 2019
Active Component and National Guaates were comparable to
the US. population ratesvhile the Reserve ratelower.

While the CY 2019 suicide rates for the Active Component
appear higher, theyare statistically comparable acrosghe

past two years but are not going in the desired direction The
CY 2019 rates werestatistically lower than the CY 2017 rates
for Reserve and National Guard (as well as with CY 2018 for
the National Guard). Forthcomingyears of data are necesstory
determire if these are sustained trends

The Active Component suicide ratestatistically increased

from CY 2014 to CY 2019, whilethe Reserve andNational

Guard suicide rates did not show evidence of an increase or
decreasg(i.e., no changepver this time period. From CY 2014

to CY 2019, the suicide rate for the Active Compdneareased
from 20.4 to 29 suicides per 100,000 Service members. This is
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attributable taa risein the rate of suicide deaths across all Servidése Reserve and National

Guard suicide rates did not show evidence of a lineaease or decrease fray 2014 toCY

2019 The CY 2019 suicide rate for the Reserve, across Services and regardless of duty status, was
18.2 suicides per 100,000 Reservists. The suicide rate for the National Guard, across Services and
regardless of duty status, was 20.3 suicides @@;0D0 Natimal Guard members.

Collectively, this data demonstratesD has made important stridés the National Guard, with
rates now comparable to theSJpopulation and down from CY 2017. We are cautiously
optimistic, but focused on lorAgrm, sustained impr@ment for our National Guard memhbers

Decedents are primarily enlisted, male, and less than 30 years of age, regardlessitifary
population. The demographic profile of Service members who died by suicide in CY 2019 was
similar across the Active Comparnte Reserve, and National Guard aogerall reflecive ofthe

profile of the Total Forcé. Specifically, the greatest proportion of suicide decedents were enlisted
(83.1%to 92.7%) Jess than 30 years old (50.8% to 73.4%), and malesf@1o 95.4%),

depending omilitary population(i.e., Active Component, Reserve, or National Guakhlisted,
males, and those under the age of 30 in the Active Component were at higher risk for suicide
compared to the population averadére majority of Service meer suicide decedents died by
firearm (ranging from 58% to 78.7%, acrossilitary population$.

Military Families : In CY 2018,193military family members died by suicigaccording tdhe
most recent data available on military family members

The CY 2018 military family suicide rates are statistically consistent with the CY 2017 rates.
Suicide rates for military spouses and dependents (minor and neminor) in CY 2018 were
comparable or lower than U.S. population rates after accounting for age angex, with the
exception of males spouseg-or military spouses, the suicide rate in CY 2018 was 12.1 per
100,000 population. When examined by sex, suicide ratspduses, ages 18 to 60, were 8.0
(female) and 40.9male)per 100,000 population, respeely. After adjusting for differences in
age,the CY 2018 female spouse rate was compatalilee suicide rate for females in the U.S.
population ages 1® 60 yearswhereaghe male spouse rate svatatistically higher than for males
in theU.S. population ages 1® 60 years. The overall suicide rate among military dependents
(< 23 years of age) was 3.9 per 100,000 dependents. The suicide rate for male military dependents
in CY 2018 (5.8 per 100,000 population) was statistically lower tharathkeamong similaage

(< 23 years) males in the U.S. population. Dd® did not calculatsuicide rate for female
military dependentbecause ofow counts? Firearms were the primary method of suicide death
for military spouses and depende(tis.0% and 52.3%respectively).

Ongoing and Future Efforts

The Department isteadfast imur commitmento thehealth, safety, andell-being of oumilitary
community which is essential to our Total Force readingssided by the Bfense Strategy for

Suicide PreventiarDoD embraces comprehensive public health approdicat acknowledgethe

interplay of individual, relationship, and communityevel risk factors Th e Depar t ment 0 s
approach also recognizttge need to enhance protective factors to help retthesiicide riskfor

all Service members and their famd This approachooks at promoting health and prolonging

life through the strength of a connected and educated comntiwaitycludes medidacare and

L In this report, Total Force includes DoD Active and Reserve Component military personnel. Reserve Component is fedherrieinbers of
the Selected Reserve (SELRES).
2 Per DoD Instruction (DoDI) 6490.16, suicide rates are not reported for grotiplesé than 20 suicides because of statistical instability.



treatment, as well as communitgsed prevention efforts involving leadearisaplainsfamily,
peersand other stakeholder3his report highlights efforts underwaligned withthis approach.

Based on th€Y 2019ASR findings, theActive Component suicide ragtatistically increased
from CY 2014 toCY 2019, with young, enlisted Service members being at highestDisR.
must targethis population of greatest concern anchitoue to support ounilitary families. Some
specific adbns being taken include:

Population of Greatest ConcdrryYoung and Enlisted Service MembefBo support young and
enlistedmembersthe Department will complete igslot of an interactive educational program to
teachfoundational skills to deal with life stressors earlpim endligary career New efforts

include a pilot interactive training programo addr es s S e r-seekingconvensmber s 6
and perceived barriers, and encourage seeking help early on, ldefonallenges become
overwhelming DoD is alsopartnering with relevant offices viae nevly chartereddoD

Prevention Collaboration Forynmcluding leveraging h e De p ar evaretedgrabed f i r st
violence preventiopolicy, whichaddresssrisk andprotective factors shared by multiple
readinessletracting behaviorsincluding suicidé with young and enlisted Service members

being a key population of focu§Ve are alsavorking with stakeholders to leverage tieawvi9880

crisis line a telephonéne created by the Federal Communications Commission to connect
individuals in crisisincluding the military communityyith suicide preventioand mental health
counselors.The new number is scheduled to be fully implemebteduly 2022.

Support Military Families To support military familiesthe Department iexpanding on the

successful pilot program from last yeardmntinuing to implement training for nenedical

providers focused on awarenessoiciderisk factors and strategies to reduce access to lethal
meangfirearms and medicationand increase safe storagehe Department will also pilot this

training for others in the military community (e.g., spouses, chaplains, and community counselors),
andpublish a suite of family safety resources to increase awareresan example hie

Department igducatingniddle and high school students in DoD schawisisk factorsfor

suicideand encouragg help-seekingbehaviorsearly on for themselves others

Measure EffectivenesdNe recognizeve must continué advance and adapt our efforigle will

continue to take a focused approach to program evaluation to assess existing policies and
programs, as well dsverageevidenceinformed science on suiciggevention. This report

provides an overview of our enterpAagde program evaluation framework and highlights

baseline metric results. TMA/DoD Clinical Practice Guidelines and the Joddammissioralso

serve to asurehigh-quality, evidencébased clinical treatment and céoe our community These

efforts and others underwayll continue to strengtheaur understanding of our policies and

programg to identifyanygaps ancheedednodifications. The Departmenwill continue to track
progress, measure program effectiveness, and enhance research, data, and evaluation capabilities.

To achieve our goals, we will also continue robust research collaborations, data sharing, outreach,
and other key efforts with natiolhand local organizations. This report highlights some of those
recent efforts, as well ase DoD Suicide Prevention Research StrateEmgyFY 2020- 2030 We

will continue tostrengthen current alliances and build new strategic collaborafidres

Department will not stop until wereventtherisk for suicideand ensure all who need help are able

to obtainthe support needed



Introduction

Everydeath by suicide is a tragedpd carries different life story. We know siicide is the
culmination of complex interactiommongenvironmental, psychological, biological, and social
factors but suicide ipreventable We alsorecognizesuicidecan affect diverse communities
differently. As such, we are committed to addregsmicide through an inclusiand
comprehensiveublic health approach to suicide prevention.

Data inforns our ability to take meaningful steps forwarthis secondAnnual Suicide Report
(ASR) presents recent suicide data on Service members andatindie$ and describes efforts
underway to combat suicide in DoD, including Departmental program evaluation and policy
reviewefforts, data sharing, and research collaborationsrder to enhance suicide prevention
policies, practices, and programs.

The Department is committed to preventing suicide within the military community, recognizing
and valuing the diversity and talent each member contributes to our mission readiness and
accomplishmentsWe will not stop until wereventtherisk for suicideandaddressstigma for
seeking help along withincreasing protectivéactors througtstakeholder and community
engagement and collaboratioWe owe this to our Service members amtitary families whodo

so much tadefendour greatNation.

Purpose of thisReport

The CY 2019 ASR satisfies reporting requirements establishdte®@ffice of the Under
Secretary of Defese for Personnel and Readiness, requitiegDefense Suicide Prevention
Office (DSPQ to produce an annual report that serves as the official stmrraenual suicide
counts and unadjusted rates for the Departrhdiitis reportalso inclugsinformation about the
De p ar t me nenharcinguicifleprevensonin the military. This reprt provides
information on availablsuicide data on military family members per Section 56h@NDAA
for FY 2015(Public Law 113291) In addition, his ASR addresse®quirementsn Section 741
of theNDAA of FY 2020 (Public Law 1182). Appendix A detailsSection 74Xeporting
requirementsn this report(or in the forthcoming CY 201®0DSERAnNnual Repoit

This report was developed in collaboration with bhigtary DepartmentsMilitary Services,
National Guard BureaWffice of the Assistant Secretary of Defense for Manpower and Reserve
Affairs, Office of the Assistant Secretary of Defense for Health Affairstla@mBefense Human

Resources Activity. The col | abo maltifaceece pr oces

public health approach to suicide prevention.

A

This ASRrepresents he Departmentds continued efforts t
accountability, which we believe strengthen our program oversight and policies and assist the
Department in its commitment to prevent this tragedy by ensuring the health, safety, and

well-baeng of ourmilitary community

Under Secretary of Defense for Personnel and Readi nesheOfftemor andum,

Release Authority of Suicide Data for the Departmem eff ens e, 6 Oct ober 30, 2018.

C



Service Member Suicide Data

To ensure reliability and comparability of surveillance data, clear and consistent terminology with
standardized definitions are required. In 2@M&D adopted the recommendatidnsCDC on

uniform surveillance definitions for seffirected violence and codified these definitions into
policy. I n accordance with DoD Instruction (
Program, 0 s ui deatth eausedsby shlirdctedningudoudsebavidr with an intent to

die as a result of the behavidr®

Suicide Death Reporting in DoD

The Department reports both counts and rates of suicide deaths. Suicide counts are useful for
understanding the absolute magnitude of suicide mortdtibyvever, absolute numbers do not

account for differences in population size and cannot beinsetheaningful wayo compare the

number of deaths across groups, or within a single group, over time. Rates account for differences
in population sizes and @ride commensurable comparisdni this report, Active Component

and Selected Reserve (SELRBS$mMber suicide ratese calculated by the Armed Forces

Medical Examiner System (AFMES) in accordance with DoDI 6499.TGe Department
reportedsuicide rags per 100,000 Service memberslign with industry standardsThis report
analyzesand compareboth crude and adjusted rateanalyses making comparisowndthin a

group over time or between groups are adjusted for age and sex unless otherwise noted.

Variability in Suicide Rate Determinations

Per industry standardsis reportpresend 95% confidence intervals to account for random error
associated with suicide rate estimation. A potential source of random error is the misclassification
of a suicidg(in either direction) due to variation or uncertainty that exists in the mafitkyath
determination proces$. Confidence intervals provide a range of possible values for the suicide

rate that account for uncertainty due to random error. This radlgel@s the true value of the

suicide rate with 95% confidence. Stated another way, one can be 95% confident the range of
values covers the true suicide rafes such, hreferencests ui ci de fMuvmaej s3Dedr
r at en(the jeport are estimateor comparisons of rates across years, two rates are considered
to be statistically different if their 95% confidence intervals do not ovétlap.

4 Centers for Disease Control and Prevention, National Center for Injury Prevention and Control. S@@digcted violence surveillance:

Uniform definitions and recommended data elements, VersioAtlabita, GA: Centerfor Disease Control and Prevention.

5 While the Department defines suicide according to this standard, suicidal intent is rarely known. As such, medical erdroorersers, both
internal and external to DoD, must use other criteria to determine mafroheath.

The establishment of #Aintentd in manner of deat h dmedoelocahlawsat i ons can
inconsistent training of medical examiners and corners, and vague guidelines and/or operiéidadbcdetermining suicide.

" Rates are defined as the total number of suicides divided by the population at risk for a given time period. Ratesaayemetasst always
sufficient, for making comparisons across time or groups. Adjustment for demographic and other facterseapaiydal for valid comparisons.

8 AFMES is responsible for verifying and reporting all Active Duty suicide deaths. Femctivated members of the SELRES, suicide deaths are
determined by civilian medical and legal authorities and reported to AFMEBevMilitary Services.

9 Stone, D. M., Simon, T. R., Fowler, K. A., Kegler, S. R., Yuan, K., Holland, K. M., et al. (2018). Vital signs: Trents suiside ratés United
States, 1992016 and circumstances contributing to suigid¥ states, 2013orbidity and Mortality Weekly Repoi#7(22), 617624.

10 Suicide is particularly subject to inaccurate determination. At times, a death cannot be classified as a suicideciius &viénce of intent.

' When 95% confidence intervals do not overlapes are considered statistically different. However, the opposite is not always true (i.e., two
rates with overlap could potentially be significant, particularly when the amount of overlap is small).



CY 2019 Service Member Data Summary

Table 1shows annual suicide counts and rates (per 100,000 Sergiobers) for the Active
Component, Reservand National Guard for CY 2017 @Y 20192 Data for CY 2019 include
all known or suspected suicides (both confirmed and pending) as of March 31, 2020, for the Active

ComponentReserveand National Guaré'4> Per DoDI 6490.16, rates are not reported when
the numbefi.e., count)of suicide deaths is under 20 due to statistical instability.

Table 1. Annual Suicide Counts and Rates per 100,000 Service Members by Military Population
and Service, CY 201TY 20192

Military Population /
Service
Active Component
Army
Marine Corps
Navy
Air Force
Reserve
Army Reserve
Marine Corps Reserv
Navy Reserve
Air Force Reserve
National Guard
Army National Guard
Air National Guard

CY 2017
Count Rate
287 22.1
116 24.7
43 23.4
65 20.1
63 19.6
93 25.7
63 32.1
10 --
9 _—
11 --
133 29.8
121 35.5
12 --

CY 2018
Count Rate
326 24.9
141 29.9
57 30.8
68 20.7
60 18.5
81 22.9
48 25.3
19 --
11 --
3 _—
136 30.8
119 35.6
17 --

CY 2019
Count Rate
344 25.9
142 29.8
47 25.3
72 21.5
83 25.1
65 18.2
36 18.9
9 -
7 _—
13 --
89 20.3
74 22.3
15 --

1. Source(s): Armed Forcesedical Examiner System (AFMES).
2. Suicide rates for the SELRES include all Service members irrespective of duty status.

CY 2019 Suicide Counts and Rates

There werel98 confirmed or pending suicide deaths for CY 20384 Active Component, 65
Reserve, and 89 National Guard)he CY 2019 suicide rate in the Active Component wa8 25.
suicide deaths per 100,000 Service membArsoss the Military Services, suicide rates ranged

from 21.5 to 2B per 100,000 Active Component Service members. For the Reserve and National
Guard, the rates were 18.2 and 20.3 suicide deaths per 100,000 Service members, respectively.

Forthe Army ReserveandArmy National Guardthe rates wer&8.9 and22.3 suicide deaths per

100,000 Soldiergrespectively® Per DoDI 6490.16, all other Servispecific CY 2019 rates for

Reserve and National Guard were not reported due to low counts.

2 These rates are not adjusted for age and sex.
confirmed and

3DoDconsiders both
suicide mortality in DoD.

pending

(or

suspect eddheextentof i de

14 pending (also known as suspected) suicide is a designation by the Armed Forces MadigatiExs the manner of death when the
circumstances are consistent with suicide, but the determination is not yet final.
15 Service members who are also dependents of other Service members are included in Service member counts and in mdiantgamily

reported later in this report.

16 While notincluded inTable 1, U.S. Coast Guard uniformed members suicide counts are as follows: CY 2017: 7, CY 2018: 6, and CY 2019: 7.

10
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SuicideRates Over Time

This report provides suicide rates for CY 2013Y 2019, examines ne&erm suicideate

changes in that timeframe, and longem suicide rate changés CY 2019 and tb preceding

five years (CY 2014 t€Y 2018)for each military population and by ServicBomparing the CY
2019 suicide rates to the previous tyaars (neaterm)providespreliminary insights to more

recent changes and aligns with tenure of commanders and other military leaders who are often
diredly supporting Service members or contributing to suicide prevention efforts more proximally.
However,annual rates are volatile ye@ryear and can be imprecise for smaller

subpopulations (such as at the Service level), which may miss true undehlgimgeovhen

looking at thissmallerwindow of time. Longerterm (CY 2014 CY 2019) examination of suicide
ratesover timeallows for more reliable trend analysis compared to the shier®riook and can

aid in examining whether more recent DoD policy or programmatic initiatives are having the
desired effect.The Department of Defense Suicide Event Report (DoDSER) Annual Report
providesan even longeterm assessment of suicide trema DoD beginning wit CY 2011.

Active Compnent: CY 20171 CY 2019 (NeaiTerm)

When comparing the CY 2019 suicide rate to each of the recent past twohe#stve

Component suicide rate in 2019 (25.9 per 100,000) appegrsr than in CY 2017 (22.1 per

100,000) and C¥2018 (24.9 per 100,00()ut is statistically comparable across ygaes, no
statistically significant change95% confidence) Similarly, when examining suicide rates at the
Service level over the past two years, the CY 2019 suicide rates for eacte &ppear higher
compared to their respective rates in CY 20lab{e 1), but did not reach statistical significance

(i.e., no statistically significant change, <95% confidence). Compared to CY 2018, the CY 2019
suicide rates appear consistent for the Army, lower for the Marine Corps, and higher for the Navy
and Air Force, butvere not statistically different for any of the Services,(ne.statistically

significant change, <95% confidence).

Additional andforthcoming years of data are necessary before determining any sustained trends
for the Active Component as a whole dodeach Service individually. As previously noted,
yearto-year rate comparisons provide preliminary insightg are notably limited in reliably
detecting true changes in suicide trends over,tpadicularly for smaller subpopulations such as

at theService level

Active ComponentCY 2014i CY 2019 (Longefferm)

TheActive ComponenDoD suicide ratestatistically increasebdetweerCY 2014andCY 2019

(Figure 1). The increase between CY 2014 and CY 2019 was attributable to an increase in suicide
rates across all ServiceBigure 2 (A8D) providessuicide trends for each Military Service in the
Active Component. These figures visually display the yeawear changes for each Service.

Linear trend analysis indicates the Active Component suicide rates increased for all the Services
between CY 2014rad CY 2019but did not reach statistical significance for the Army and the Air
Forcel’

7 Linear trend analysis excludédsent Without LeavAWOL ) cases included in the CY 2012019 counts sincéieé same data aret available
for the entiresix-year period of the trend analysisated for inclusion in future reports).

11



Figure 1. Active Component Suicide Rates per 100,000 Service Members ty CY
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1. Source(s): Linear trend analysis (CY 26€#2019) and graphics provided by DoD Psychological Health Center of
ExcellencePHCOE) data obtained from AFMES.
2. The 95% confidence interval (indicated by bars) represents the range in whicketbeicide rate falls with 95% certainty.

Figure 2. Active Component Suicide Rates by Services per 100,000 Service Memberdgby CY
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Reserve and National GuardCY 2017 CY 2019 (NeaiTerm)

When comparing the CY 2019 suicide rate to each of the prior two jleafReserve CY 2019
suicide rate (18.2 per 100,000) appears lower compared to CY 2017 (25.7 per 100,000) and CY
2018 (22.9 per 100,00)ut only reached statistical significance when comparing to CY 2017.
The National Guard CY 2019 suicide rate (20.8139,000) statistically decreased compared to
CY 2018 (30.8 per 100,000) and CY 2017 (29.8 per 100,08Men examined by Service, the

same trends were observed for the Army Reserve and Army National &udedcribed for the
Reserve and National Guard, resfively. Rates for the Marine Corps, Navy, and Air Force
Reserveandthe Air National Guard are not reported due to low cotfhilthough the difference
between rates in CY 2019 and CY 2017 suggesiscrease iguicide ovethe neatterm for both

the Reserve and National Gudeshd within Army), additional and forthcomirygars of data are
necessary before determining if these are sustained trésdseviously noted, yedn-year rate
comparisos provide preliminary insights but are notably limited in reliably detecting true changes
in suicide trends over time.

Reserve and National Ged: CY 2014 CY 2019 (Longeifferm)

Figure 3 (A-D) providessuicide rates for the Reserve and National Guard between CY 2014 and
CY 2019. Linear trend analysis indicatae Reserve and also the National Guard suicide rates did
not show evidence of an increase or decrease over this time @griawb statistical change,

<95% confidence)When examined by Service, the same trends were observed for the Army
Reserve and Army National Guaad described for the Reserve and National Guard, respectively.

18 per DoDI 6490.16, rates are not reported when the number of suicides limte28 because of statistical instability.
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Figure 3. Reserve and National Guard Suiiates per 100,000 Service Members by €Y
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Demographic and Military Profile of Suicide Deaths

The demographic profile of Service members who dieduicide in CY 2019 was similar across

the Active Component, Reserve, and National Gubathle 2); and, overall, are reflective of the
profile of the Total Forcé® Largely, suicide decedents were enlisted Service members (ranging
from 83.1% to 92.7% across military populations). Service members in pay grades E1 to E4
continued to represent the largest percentage of suicide decedents at 49.4% (Active Component),
49.2% (Reserve), and 49.40ational Guard). Service members in pay grades E5 to E9
represented the second largest proportion of decedents at 43.6% (Active Component), 32.3%
(Reserve), and 40.4% (National Guard). Suicide decedents were largely enliste@nchander

the age of 30 across the Active Component, Reserve, and National Gudrdiec®. Rate

ratios were calculated to determinghiésedemographics were associated with a greater risk for
suicide; indeed, enlisted, males, and those undeagk of 30 in the Active Component were each
found to be at higher risk for suicide compared to the population av@radereover, 42.7% of

the total military population in CY 2019 were enlisted males, who were less than 30 years of age,
whereas 61.0% dhe military suicide decedent population represented these three demographics
combined for the same year.

19 Total Force includes DoD Active and Reserve Component military personnel. Reserve Component is further limited to nemSeleatd
Reserve (SELRES).

20 Analysesconducted by DoD Psycholagil HealthCenter of Excellence (PHCoEDnly Active Component Service members who died by
suicide had a large enough sample size to reliably calculate rate ratios for all demographic categories.
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Table 2. Service MembeSBuicide Counts and Percentages, CY 2019

Active

Reserve

National Guard

Component
_ Count Percent | Count Percent | Count Percent

Sex
Male
Female
Age Group
17-19
20-24
2529
30-34
35-39
40-44
45-49
50-54
55-59
Race
White
Black or African American
American Indian/Alaska Nativ¢
Asian/Pacific Islander
Other/Unknown
Rank
E (Enlisted)
E1-E4
E5E9
Unknown
O (Commissioned Officer)
W (Warrant Officer)
Cadet
Marital Status
Never Married
Married
Divorced

Unknown

315
29

27
134

260
36

22
19

319
170
149

20

'_\

151
170
23
0

91.6%
8.4%

7.8%
39.0%
26.7%
11.6%

9.3%

4.7%

0.9%

0%
0%

75.6%
10.5%
2.0%
6.4%
5.5%

92.7%
49.4%
43.3%
0%
5.8%
1.2%
0.3%

43.9%
49.4%
6.7%
0%

83
6

5

93.3%
6.7%

5.6%
32.6%
23.6%
16.9%

5.6%

5.6%

5.6%

3.4%

1.1%

83.1%
12.4%
1.1%
2.2%
1.1%

89.9%
49.4%
40.5%
0%
7.9%
2.2%
0%

55.1%
37.1%
7.9%
0%

1. Source(s): AFMES.
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Method of Suicide Death

The most common methods of suicide death in CY 2019 across the Active Component, Reserve,
andNational Guard were firearms followed by hanging/asphyxiaff@ble 3).2* The proportion
of suicide deaths by these methbdsnot significantly changed over time (CY 2014 to CY 2019

Table 3. Method of Suicide Death by Military Population, CY 26%9

Active Component R National Guard

Method of Death Count Percent Count Percent Count Percent
Total 344 100% 65 100% 89 100%
Firearm 205 59.6% 43 66.2% 70 78.7%
Hanging/Asphyxiatior] 108 31.4% 14 21.5% 12 13.5%
Drugs/Alcohol 6 1.7% 1 1.5% 0 0%
Sharp/Blunt Object 7 2.0% 0 0% 1 1.1%
Poisoning 9 2.6% 0 0% 0 0%
Falling/Jumping 3 0.9% 0 0% 0 0%
Other 3 0.9% 0 0% 2 2.2%
Pending/Unknown 3 0.9% 7 10.8% 4 4.5%

1. Source(s): CY 2019 method of death data obtained from AFMES for active duty $eeviteers; method of death data for sty status
Reserve and National Guard obtained from the Military Services.
2. The poisoning category includes deaths unrelated to drug overdose, such as carbon monoxide poisoning.

Additional Key Facts Regarding ServiceMember Suicide
Suicide Rate Comparisons between the Military and U.S. General Population

The Department is often asked to describe holitary suicide rates compare to those in the U.S.
general populatio® Althoughthe Department recognizes unigiiferences between the U.S.
generaland military populatios, such comparisons can assist in identifying how the military may
reflect patterns seen in the civilian population, and how promising initiatives may be applicable to
Servicemembers and familiesHowever, diredy comparng military and U.S. populatiosuicide
ratesis misleading. In the U.S., males have nearly four times hriggiefor suicidedeath than
females?® Since the military has a higher percentage of males (81.7%) comparedt&the
population (49.2%%4it is not surprisinghatmilitary suicide ratearehigher. Age is another
demographic factor associated with suicide risk and also varies substantially between the military
and U.S. populatisx The military has a higher pertage of younger individuals (mean age

29.6) than the U.S. population (mean age 41.3). Givesetlierences between the military and
U.S.populations, any comparison of suicide rates must first account for age ankftsex.

accounting for these faatg the CY 201%ctive Component and National Guard suicide rates are
comparable toheCY 2018 U.S. population rate (9586nfidence intervadpan the U.S.

2LIn CY 2018, approximately2% of Active Component Service memberd 88% of Reserv€omponenServicemembers who died by firearm
suicide used a personally owned firearm (as opposed to a miitaryd firearm; DoDSER AnnuRkeport, CY 208).

22 Any increases in suicide rates in the military population is likely correlated and/or connected with increases in tipalati®npas Service
members are selected from the U.S. population, they are not necessarily exempt from broader suicidéhieddd ipopulation.

2 Centers for Disease Control and Preventind), Webbased Injury Statistics Query and Reporting System (WISQARS®jeved July 17, 2020
from http://www.cdc.gov/injury/wisqars/index.html. Most recent year data availabd & 2

24U.S. Census Bureawn.fl). Quick facts: United StateRetrievedluly 17, 202Grom
https://www.census.gov/quickfacts/fact/table/US/PST045219
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population rate of 18.4 per 100,00Butthe ratewas lower for the Reserve (9586nfidence
intervalis below 18.4 per 100,000Figure 4 A-C).?®> These comparisons are preliminary since
the U.S population rate is from CY 2018 (latest available) and rates continue to increase over time.

Figure 4 (A-C). CY 2014 CY 2019 Adjusted Annu&uicide Mortality Rates, bMlilitary
Population, Standardized to the CY 20C# 2018 U.S. Adult Population Rate Data
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1. Source(s): Analyses and graphics provided by PCHoE; data from ARiviiitary populationyand CDC(U.S. populatior), age 1759.
2. Note: The U.S. population data include data from civilians, as well antamd former Service members.
3. For CY 2019, the U.S. population value is repeated from CY 201Bisasthe most recent data available at the time of this publication.

Contextial Factors and Common Misconceptions

While an indepth examination of the risk and contextual factors associated with suicide is beyond
the scope of this report, it is important to highlight a few additional factors that may contribute to
military deathdy suicide?® Prior military-focused research and DoD suicide surveillance reports
highlight a number of risk/contextual factpiscluding relationship, financial, and
legal/administrative problems, ineffective life/coping skills, reluctance to seekamaperceived
stigma to engage in suicide care/treatment.

2 The most recent data for the U.S. population at the time of this reasfor CY 2018. Analyses coducted by DoCPHCOE.
2 For a detailed examination of these contextual factors, please refer to the most recent DODSER Annual Report (CY 2018).
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Relationship stressors, such as failed or failing relationships, are frequently cited risk factors for
suicide?’?82° |n the military,failed or failing relationshipi the 90 days prior to deattere

reported in Active Compone(i39.2%)and Reserve Compong@ts.2%)Service members who

died by suicide in CY 201&. For some individuals, financial stress, in combinatidthh other

factors (e.g., relationship issues, mental health problems), caase vulnerability for

suicide3323% Based ommilitary suicidesurveillance data, excessive debt and bankruptcy in the 90
days prior to death were reported for Active Compoit%)and Reserve Compongi®t7%)
Service members who died by suicideC¥ 201834 Active Componen(32.4%)and Reserve
Component{21.8%)Service members who died by suicide in CY 2al®had administrative or
legal difficulties (e.g., nofudicial punishment, administrative separatipnsceedingsmedical
evaluation boargroceedings, civil legal proceedings) in the 90 days prior to death.

Ineffective life/coping skills, reluctance to seek help, and stigrealso risk factors for suicide.
SurveysshowedsomeActive ComponenBervice membenseportedundesirable coping strategies

when asked how theyould respond if they felt trapped or stuck in a stressful situatictuding

dealing with the situation on their owii7.0%), ignoring or avoiding the situation (25.0%), or

using drugs or alcohol to cop&3.0%)° Perceived stigmis a barrier to helseeking. Active
ComponenService members endorsed several reasons for not seekinobleiging loss of
privacy/ confidentiality (68.0%), fear of bein
(67.0%),and perceivedegative impact to their career (65.0%). As noted earlier, each military

suicide is complex and involves an interaction of many interrelated faégérs.

In addition to contextual risk factors for suicide, there are maisgonceptions surrounding

suicide and suicide riskAppendix B presents some common suicide misconceptions and the facts
to help clarify, including the following misconception@) suicide isnotimpulsive;(2) owning a
firearm is not associated withiside risk;(3) suicidal behavior is hereditar{4) most military

firearm deaths are by combat; gBlonly mental health professionals can help individuals who

are at risk for suicideAppendix B also includes msconceptiongrom the CY 2018Annual

Suicide Reporfe.g.,deployment increases suicide risk among Service mejnbihsupdated

facts based on the most recent data and research

27 LeardMann, CA., Powell, T.M., Smith, T.C., Bell, M. R., Smith, B., Boyko, EJ, et al.(2013). Risk factors associated with suicide in current
and former US military personndournal of the American Medical Association, @)0496506.

BCrowell Williamson, G. A., Fruhbauerova, M., Dekubying an€suicidl , & Comt oi
ideation in suicidal military personnélournal ofClinical Psychology, 76.2), 21472159.

22Whisman, M. A., Salinger, J. M., Labrecque, L. T., Gilmour, A. L., & Snyder, D. K. (2019). Couples in arms: Marital gisyreisspathlogy,
and suicidal ideation in activauty Army personnelournal of Abnormal Psycholog$293), 248 255,

30 Tucker, J., Smolenski, ., & Kennedy, CH. (2019).Department of defense suicide event report: Calendar year 2018 annual report.
Psychological Health Center of Excellence. https://www.pdhealth.mil/sites/default/files/images/docs/TAB_B_2018_DoDSERRépotal
508%20final9MAR2020.pdf.

31 Goodin, C. A., Prendergast, D. M., Pruitt, L. D., Smolenski, D. J., Wilson, N. Y., Skopp,Hby&T. (2019). Financial hardship and risk of
suicide among US Army personnBkychological services, (#), 286292

32 Turunen, E. & Hiillamo, H. (2014). Health effects of indebtedness: A systematic r@N@/Public Health, 14489.

33Ursano, RJ, Fullerton, CS., & Dichtel, M.L. (2016).Financial stress and behavioral health in military servicemembers: Risk, resilience,
mechanisms and targets for intervention stress, resilience, and well Beithgsda, MD: Center for the Study of Traumatie&, Uniformed
Services University of the Health Sciences.

34Tucker, J., Smolenski, 0., & Kennedy, CH. (2019).Department of defense suicide event report: Calendar year 2018 annual report.
Psychological Health Center of Excellence. https://www.pdheail/sites/default/files/images/docs/TAB_B_2018_DoDSER_Annual_Report
508%20final9MAR2020.pdf.

35 Department of Defens©ffice of People Analyticg2018). 2018 Status of forces survey of active duty members, tabulation of responses.
https://dhra.deps.ilfsites/OPA/opasurvey/SitePages/Home.aspx

%6 Hoge, C. W. (2019). Suicide reduction and research efforts in service members and&edetzaring realitieslournal of the American Medical
Association Psychiatry, 16), 464466.

87Knox, K. L., & Bossarte, R. M. (2012). Suicide prevention for veterans and active duty pergoneetan Journal of Public Health, 1G2
Suppl), S8S9.

18



Military Family Suicide Data

The Depwasdmuenti papmrgeeadch t hat | everages both m
collect suicide data invol vingaageantihl ertead yf rfoanm
sourd@¢sDefense Enroll ment EIlig2biMiliyt ReypoBern:
ad(3) CDC National Center for Health Statistic
suicides among milrequytriedmByryl me enb i@Bhuscaki @ s Ho w
McKeon National Defense Aut hwbrliazeh -3 035P°*NNa  f or

single source provides a full accounting of s
i mportant to note the majority of military fa
on a military i ndatealDleptairamentAs oae sr emoul thhave v
over, these deaths and must sedkr otdlrt med hod
mulptrionged ,tatpgp r Deapednrstumiesnstcapt uri ng the most com
possi bbetH rmimlitary and civilian data sources.

Definition of Military Family Member

Section 1072(2) of Title 10, U.S. Code, definesa deperfdent so ref erred to as
member so f or pumwihaesgesttoa @nifornted Serviresnpeo (ortfoymer
member) as:

1. A spouse;

2. Un-remarried widow or widower;

3. Child who is:
a. Unmarried and under the age of 21; or
b. Physically or mentally incapable of salfipport (regardless of age); or
c. Enrolled in fulttime course of study at an institution aflher learning; dependent on the

member for over onbalf of their support; and under the age of'23

4. Un-remarried former spouse of a current or former Service member;

5. Unmarried person who is placed in the legal custody of the Service member asa gesult
court order (e.g., a sibling¥;and

6. A parent or pareAn-law who is dependent on the Service member for ovehatief his/her
support and residing in his/her household.

For the purpose of this report, military family members are limited to spaunsedependent

children (minor and neminor), who are eligible to receive military benefits under Title 10 and

are registered iIDEERS**** As a result, DoD may not be able to retrieve all suicide death records
on military family members, and suicide counts and rates presented in this report may be

38 n CY 2016, modifications were made to Defense Enrollment Eligibility Reporting System (DEE&BWananner of death to be captured
when Service members provide death certificates of their family members via thelriReahutomated Personnel Identification System
(RAPIDS) station.Thesedatawereavailable starting in 2017.

¥ Service membersmustubmi t family member death certificates to the Servicesd
Insurance (FSGLI) benefits.

40 The Air Force Office of Special Investigations (OSI) also collects information on military family meiedidrs.

41 Dependents include biological, stgfoster, ward, pradoptive, and domestic partner children.

42 Additional criteria may apply (see section 1072(2) of Title 10, U.S. Code

“3DoD is unable to capture information on military family members srilesy are registered in DEERS.

4 Other types of family members (e.g., parents, siblings, former spouses) who meet the specifications of Title 10 aliabiptcaptared in
DEERS, as they must be registered by the Service member. As a resulamreliably track the deaths by suicide among these individuals.
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underestimated for this population. For simplicitys report willhereafterefer todepemlent
chil dr eenderdss fAdep

CY 2018 Family Member Data Summary

Table 4shows the annual suicide counts and rates for family members overall, as well as for
military spouses and dependents, for the Active Component, Reserve, and National Guard for CY
2017 to CY 2018* Data for CY 2019 were unavailable for this regmetause ofhe time lag

inherent in the collection of civilian death déta.

There were 193 reported suicide deaths among military family members in CY 2018. The family
member (spouses and dependents combined across all Compsuierds)ratevas 7.1 per

100,000 military family memberg éble 4); this rate was consistent withetiCY 2017 rate (i.e.,

no statistical change). The overall family member suicatkeswere similar for the Active

Component, Reserve, and National Guard, ranging from 6.3 to 8.5 deaths per 100,000 individuals.

Table 4. Family Member Suicide Rates per 1000 by Component, CY 201CY 20183

boD Component
Count Rate Count Rate
Total Force 186 6.8 193 7.1
Spouse 123 115 128 12.1
Dependent 63 3.8 65 3.9
Active Component 122 7.0 118 6.9
Spouse 92 13.2 84 12.1
Dependent 30 2.9 34 3.3
Reserve 29 6.2 29 6.3
Spouse -- 11.7 -- --
Dependent -- -- -- -
National Guard 35 6.5 46 8.5
Spouse -- -- -- 13.4
Dependent -- 6.9 -- 5.8

1. Source(s): Defense Enroliment Eligibility Reporting System (DEERS), Military Services, and NationalrideattNDI) (suicide counts);
Defense Manpower DatCenter (DMDC) (denominators).

2. Per DaD Instruction 6490.16, rates for subgroups with fewer than 20 suicides are not tegrates® oétatistical instability.

3. Per CDC requirements, counts under 10 veeigpressed in order to protect the confidentiality of military family members. Additional cells
were also suppressed to ensure low counts could not be recreated.

In this report, family members could also be Service members, as Section 1072(2) of daés 10
not explicitly exclude Service members from the definition of a depefAddiite Department
includeddual Service members in family member suicide counts and rate estimatietteto
capture the full extent of suicide among military family membé&rsCY 2018,34 family

members 17.6%) who died by suicidavere also Service members at the timéhefr death?®
Whenthesefamily members who were also Service members eeckidedrom the family

5 Note that, while not included in Table 4 counts forEw® military family membersper the FY 2015 NDAA, DoD collects data on suicide
deaths for family members of the U.S. Coast GuéndCY 2018, there were two U.S. Coast Guard military family member suicide deaths.
461t can take between 12 and 18 months for CDC to receive death information from the state vital statistics officesilt Abereds a twoear
lag between the most recent available NDI death information and any related report on military fanhiér s\@oides.

47 Additionally, dual Service members can receive some family member benefits (e.g., FSGLI), which requires that theyde irePEERS.
“8n CY 2017, ofthefamily members who died by suicidE0%were also Service embers at their timef death.
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member population, the family members (spouses and dependents combined across all
Components}uicide ratevas 6.2 per 100,00@dividuals This rate was not statistically different
from the family member suicide rate thatludedindividuals with a dual role as a Service
member and family member per Title 10 (7.1 per 100,08@)e that including or excluding
family members who were also Service members at the time of their death also did not
significantly impact any of the rates repattbelow for military spouses or dependents; as such,
individuals with a dual role remained in the rates reported below

Military Spouss

Of the 128 military spousegho died by suicide in CY 2018, a majority were fem&eé.80) and
under 40 years of ad85.1%); a younger, female majority in military spouse suicide deaths aligns
with the overall military spouse populatidemographicavhereina majority of spouses are
female(91.3%) and under 4Qears of ag€86.6%).*° Note that in CY 2018, 48% of military
spousesr(= 62) hada history ofmilitary service(of whom32 spousesvere currently serving at

the time of their death by suicid®).Examined by sex81.5% of male spouse@ = 44) had
servicehistory (of whom 24 males were currently serving at time of dgaahd24.3% of female
spousegn = 18) hadservice historyof whomless than 10 females were currently serving at time
of death).

For military spouses, the CY 2018 suicide rate was 12.1 deaths per 1d@@@fuals this rate

was consistent with the CY 2017 rate (no statistical charejgle 4). Table 5presents Saide

rates for spouses by s&xWhen examined by sex and ages 18 tal&®iemale spoussuicide
ratewas8.0, andhemale spouseate wa 40.9 per 100,000 population in CY 2018, compared to

9.1 (female spouses) and 29.4 (male spouses) in CY Alttibugh there appears to be a sharp
increase in the rate of madpousesuicide deaths in CY 2018, there was no statistically significant
difference. The suicide counts are low, and the number of family members who died by suicide is
a relatively smaller population compared to both the Service member and U.S. population.
Therefore, smalthanges to the makpousesuicide courgcan dramatally affect the suicide rate

Table 5. Military Spouse Suicide Rates per 100,000 Individuals by Sex, CYi 2012018+

CY 2017 CY 2018
DoD Component

Total Force 29.4 9.1 40.9 8.0
Active Componen] 30.8 10.8 37.3 8.7
Reserve -- -- -- --

National Guard -- -- - -

1. Source(s): DEERS, Military Services, and NDI (suiagidants); DMDC (denominators).

2. Per DoD 6490.16, rates are not reported when suicide counts are less than 20 due to statistical instability.

3. Tofacilitate comparisons with the U.S. population, 95% confidence intervals for the rates were calculated.

4. Per CDC requirements, counts under 10 were suppressed in order to protect the confidentiality of military family members.

4 Office of the Deputy Assistant Secretary of Defense for Military Community and Family Policy. (Z00).Demographics report, profile of
the military communityhttps://download.militaryonesource.mil/12038/MOS/Reports/2fd@ographicsepot.pdf.

501n CY 2017, there were 50 (41%) spouses with any prior service hisfanom17 (14%) spouses wecgirrently servingat the time of death.
51 per DoDI6490.16, agspecific rates were not presented as the number of suicide counts were |@€sfdrarach age grouping.
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Comparedo the U.Spopulation, he CY 2018 female spouse rate \statisticallycomparable to
thefemalesuicide raten the U.S. population ages 1860 years (8.0 and 8.4 per 100,000,
respectively). However, the male spouse rate (40.9 per 100,000) was statisticaihttaghthe
U.S. population (28.4 per 100,000 for agesdl80 years)despite not being significantly higher
than the previous year (CY 2017).

Military Dependents

Of the 65 military dependentgho died by suicide in CY 2018, the majority were male.475).
Althoughthe ages ranged from 1@23 years old47.8% of dependent deaths were among
dependents who were 18 years old or older. Of those younger than 18 years old, the majority of
deaths occurred between the ages of 15 an@4L76). In CY 2018 ad in CY 2017, less than

5% of dependents were also Service members at the titheiodeath.

For military dependents, the CY 2018 suicide rate was 3.9 deaths per 100908 was
consistent with the CY 2017 rate (i.e., no statistical chahaele 4). Table 6 presentsuicide
rates for dependents by s&x.

Table 6. Military DependentSuicide Rates per 100,000 Individuals by Sex, CY RQ¥72018+*

DoD Component Cx120L7 CY 2018
Total Force 5.2 - 58 -
Active Componen 3.8 -- 5.0 .
Reserve - - - -

National Guard - - -- -
1. Source(s): DEERS, Military Services, and NDI (suicide counts); DMDC (denominators).
2. Per DoD Instruction 6490.16, rates are not reported when suicide counts are less than &tatistictd instability.
3. To facilitate comparisons with the U.S. general population, 95% confidence intervals for the rates were calculated.
4. Per CDC requirements, counts under 10 were suppressed in order to protect the confidentiality of military fabehgme

The male military dependeatiicide raten CY 2018 was 5.8 per 100,000 population (which was
consistent with the CY 2017 rate) and statistically lower than the rate among-sigal&r23

years) males in the U.S. population (9.3 per 100,000 population). This finding was somewhat
expected, as military dependents are younger on average than dependents in the U.S. general
population>® PerDoD policy, thefemale military dependesuicide ratewas not reported (i.e.,
counts were under 20 for this group).

Method of Family Member Suicide Death

Similar to CY 2017, among all family members (spouses and dependents combined across all
Components), suicide deatinsCY 2018wereprimarily by firearm (55.4%)and
hanging/asphyxiatio(26.9%) For both spouses and dependents individudilmost common
methods of suicide death in CY 20d@re firearms followed by hanging/asphyxiatieonsistent
with CY 2017(Table 7).

52 per DoD 6490.16, agspecific rates were not presented as the number of suicide counts were less than 20 for each age grouping.
53DoD dependents ages Tl madeup 64% of the total dependent populatiand the remaining 36% werei3 years old. In the U.S. population,
individualsthat were D11 years old made up a 51% ofiatiividualsyounger than 23and the remaining 49% wereiZ3 (CDC, 2018).
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Firearms remained thedding method of suicide death when examined by sex, even for female
spouses (48.6%)This is in contrast tthe U.S. populatiomwhereinhanging/asphyxiatiowasthe
leading methoaf suicide deatlior adult femalesges 18 to 6(81.8%), closely followed by
firearms(30.8%) and poisoning/drug overdose (P%). Suicide by firearm was the leading
method among male spouse®l male dependent®8.5%and 59.2%, respectivelyfollowed by
hanging/asphyxiation (20.4%nd 32.7%, respectivglywhicharecomparable to the ordef

suicide methodamong males in the U.S. population ages$ol8) andamong males in the U.S.
population ages under 23 years of aBele tolow counts among this group when broken down by
method of suicidewe areunableto determindeading methodsr comparisons among female
dependents.

Table 7. Method of Suicide Death by Family Member Type, CY 218

Total Spouse Dependent
Method of Death -M--m-

Firearm 55.4% 57.0% 52.3%
Hanging/Asphyxiation 26.9% 22.7% 35.4%
Drugs/Alcohol 11.4% 14.8% <5.0%
Sharp/Blunt Object <1.0% <1.0% 0%

Poisoning <2.0% <3.0% 0%

Falling/Jumping <2.0% <2.0% <2.0%
Other <3.0% <1.0% <7.0%

1. Source(s): DEERS, Military Services, and NDI (suigidents); DMDC (denominators).

2. The poisoning category includes deaths unrelated to drug overdose, such as carbon rpoisoxiihe).

3. Per CDC requirements, counts underab@ corresponding percentagesre suppresseat masked (i.e. <1.0%i) order toprotect the
confidentiality of military family members.

Overall, heremust be cautiodrawing strong conclusions based on two years offdataur

military family members The Department will continue to work to effectively capture military

family suicide deaths and report these data in a transparent and timely manner, reporting on these
data each year. Ontee Department has gathemata for a sufficient number of ysato enable

trend identificationye will target efforts tadentify key trends for our military family members.
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Current and Future Departmental Efforts

Current Suicide Prevention Strategy, Governance, and Efforts

TheDepartmend suicide prevention efforts are guided by the 2D&kense Strategy for Suicide
Prevention This strategy created the foundation for our prevention actiyiesing a public

health approach, whicicknowledges a complex interplay of individuyaélatianship, and
communitylevel risk factors.In 2017, CDC released a bundled public health approach as a
technical package, presenting seven broad, evidefm@ned strategies to focus suicide

prevention activities that have been found to effectively impsictand protective factors
surrounding suicidé The Depar t me nt ®sfense Staategy fonSuitide iPrevertidne
align withthese seven strategies:

Strengthening economic supports

Strengthening access and delivery of suicide care
Creatingprotective environments

Promoting connectedness

Teaching coping and problesolving skills
Identifying and supporting people at risk
Lessening harms and preventing future risk

NoakswNE

The Suicide Prevention General Officer Steering Commigteemposeaf seniorexecutive

leaders and general officers across the Departmmenti | eads t he Depart ment o
prevention efforts. This governance batidresses present and future suicide prevention

needs by employing datiiven, evidencénformed practices that haoD-wide

applicability. Additionally, the Suicide Prevention and Risk Reduction Comniitéee

complementary, enterpriseide, actionofficer level committeé is responsible for

coordinated implementation of the guidance provided by the Suicide Prevéetienal

Officer Steering Committee. The Suicide Prevention and Risk Reduction Committee provides

an opportunity for collaboration, communication, and documentation of promising suicide

prevention practices across DoD.

The Department has a number of effarnderway to support Service members and their families,
including those aimed at increasing access to support, reducing barriers to receiving support, and
targeting our populations of greatest concern. The CY 2018 ASR presented 15 ongoing and new
suicide prevention initiatives as examples of suicide prevention efforts occurring across the
Department that are aligned to tHeefense Strategy for Suicide Preventgwals and seven

broad, evidencenformed strategiesAppendix C offers updates to those previously highlighted
initiativesi organized by the seven strategieand introducenew evidencenformed initiatives
underway. Note these examples are by no means an exhaustif@dse initiatives address

some of the key findirggin this report, as well as data collected by the DoDSER and other sources.
Appendix D provides more detailed information on chaplains and other spiritual resources
available to our military community.

54 Stone, DM., Holland, K.M., Bartholow, B.,Crosby, A.E., Davis, S.& Wilkins, N. (2017).Preventing suicide: A technical package of policies,
programs, and practiced\tlanta, GA: National Center for Injury Prevention and Control, Centers for Disease Control and Prevention
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Evaluating and Assessing Effectiveness of Policies, Programs, and Initiatives

Suicide is a complex anahultifacetedohenomenothatrequires a comprehensive, holistic

approach to prevention. Collectively, Departmental pediprograms, and initiatives are

designed to address various suicide risk and protective factors that have been shown to impact
suicide within our military community. Likewise, our program evaluation efforts must account for
such complex interactions of side risk and protective factoasd examinghe effectiveness of

our ongoing suicide prevention efforts more holistically as a collective system. The following
sections describe the Departmentos policy rev
enterpise-wide program evaluation framework and baseline metrics for suicide prevention efforts.

Policy Review

The Department instituted the fister enterprisevide suicide prevention policy through DoDI
6490. 16, nDef ense Su originalyeublBhedon &lovember & 20Rahd gr a m,
recently updated on June 15, 202lhis policy provides direction to the Military Services and

Office of the Secretary of Defense (OSD) Components on their roles and responsibilities with
respect to the DefeasSuicide Prevention Program, to include fostering a command climate that
encourages individuals to seek help and build resilience. This policy also establishes standards for
suicide prevention, intervention, and postvention efforts that reflect a bgtigblic health

approach to suicide prevention, as well as requires standardized collection and analysis of suicide
data. Program evaluation efforts, detailed in the next section, will also help evaluate overall
effectiveness and inform enhancementsuiopublic health approach and policies.

DSPO has implemented processes to conduct regular reviews of Military Service and OSD
Component responsibilities, which represent a broad range of activities that address the various
aspects of the public health appch as it relates to suicide prevention. In accordance with DoDI
6490. 16, DSPO oversees the Military Services?o
DSPO conducted a review of Sendewel policies and determined thalgn with DoDI 6490.16
asapplicable’>*® Additionally, in CY 2020, DSPO revieweth coordination with th&ecretaries

of the Military Departmentdfiilitary Ser vi ces 6 policies, programs,
activities related to suicide preventitmensure unity of effoft’

In terms of the way forward, the Department recognizatsuicide and many violent, abusive, or
harmful acts (e.g., sexual assault, sexual harassment, intimate partner violence) share common risk
and protective factor®oD is, therefore, focusing on a comprehensive approach to violence
prevention and reduction of harmful behaviors towards self and others. In February 2020, the
Department chartered the Prevention Collaboration Forum to address such issues that require
integrated and coordinated actions across policice$t DoD leveragdthe Prevention

Collaboration Forum to develop an integrated violence preveptbey and approacto address

risk and protective factors shared by multiple readudessacting behaviorsincluding suicide

with young and enlisted Service members being a key population of fD&RQ asa Prevention
Collaboration Forum member, has been actively engaged in this initiative to ensure an integrated

%5 The Servicdevel ard NGB policies are AR 6063 (Army), MCO 1720.2a (Marine Corps), OPNAVINST 1720.4B (Navy), AFB901 (Air

Force), and CNGBI 0300.01 (National Guard Bureau).

%6 Requirements for the Military Services and NGB outlined in the updated DoDI 6490.16 canssedate
https://www.esd.whs.mil/Portals/54/Documents/DD/issuances/dodi/649016p.pdf?ve3@030 12615427

57 DoDI 6490.16 does not requitee Directorof DSPO t o0 over see OSD Gowepen assessmentof responsibilitieseandc e .
how theyare being met may help identify gaps and inform improvements.
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approach to suicide prevention, which provide
reduce and stop these readirdstacting behaors.

The Department wildlsocontinue to monitor andonduct regular reviews of Military Service and

OSD Component responsibilitiess well as use program evaluation, stakeholder engagement and
collaboration, and other means to identify gaps and enlpanlicees. Most recently, DoDI

6490.16 updated on June 15, 202@w includes military family member suicide data reporting
requirements anthcorporatesintp ol i cy t he Departmentés officia
prevention, the Suicide PreventiGeneral Officer Steering Committee, among other changes.

These continued efforts to adapt and evolve will allow the Department to better support the

military community on suicide prevention.

Program Evaluation

Suicide preventionisanevervol vi ng sci ence. Li kewise, the
effortscontinue to evolve to reflect the latest scientific and evidéased research. For example,

DoD usesan enterprisavide program evaluation framewottdx evaluate the effectiveness of the
Departmat 6 s sui ci de (SeeFigwesn Ouraument &rdmieveork integrates the

seven broad, evidendgeformed strategies from CDC, and algyith the 2015 Defense Strategy

for Suicide Prevention goals.

Over the past decade, the Department focused on implementing suicide prevention programs and
initiatives with the intent of reducing suicide rates within our military commufihe

Departmenhas expanded odimcusto includeensuring program evaluationas integral part of
program development and implementation.

Our program evaluation framework provides a strong foundation for current and future evaluation
efforts. We will use this framework to evaluate the effectiveness of ongoing programs and
activities, more holistically, as a collective system in order to determine whether modifications are
needed and/or whether these efforts should continue. Moreover, the VA/DoD Clinical Practice
Guidelines and the Joitommissiorserve to ensuriathigh-quality, evidencéased clinical
treatment and care is provided to our military commutiitBelow, we overview our enterprise

wide program evaluation framework and discuss baseline metrics for our suicide prevention
efforts, as well as describe our futym@gram evaluation plans.

58 Department of Veterans Affairs & Department of Defense. (2048)DoD clinical practice guideline for assessment and management of
patients at risk for suicide.
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Figure 5. EnterpriseWide Program Evaluation Framework
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Strengthen Access and Delivery of
Suicide Care
- Improved Access to Resources and Care
- Reduced Barriers to Care
- Increased Help-Seeking

Create Protective Environments
- Reduced Lethality of Suicidal Behavior
- Increased Safe Storage Practices

Promote Connectedness
- Increased Unit Cohesion
- Increased Morale
- Increased Feelings of Connectedness

Teach Coping & Problem-Solving Skills
- Increased Knowledge of Coping
and Problem-Salving Skills
- Decreased Undesirable Coping
Strategies
- Decreased Feelings of Hopelessness

Identify and Support People At Risk
- Increased Knowledge to Identify and
Respond to At-Risk Individuals
- Improved Access to Resources and Care

Lessen Harms and Prevent Future Risk
- Improved Responsible Reporting of
DoD Suicide
- Increased Access to Postvention Care

Approach informed
by WHO, 2014 and
OSPI European Model

Beginning on the left side of the program evaluation frameweidu(e 5), the seven broad,
evidenceinformed strategies are used to develop specific suicide prevention programs and
initiatives that will impact risk and protective factors related to suicide. These ongoing and new
Departmental suicide prevention initiative®(j the inputs in this logic model) are designed to

impact one or more of the proximal outcomes. The proximal outcomes address the different risk
factors (e.g., individual and environmental factors that make suicide more likely to occur) and
protective &ctors (e.g., individual and environmental factors that buffer the risk for suicide).

Positive changes in proximal outcomes are expected to lead to decreases in distal outcomes, which
is the reduction of suicide deaths and attemptthoughreductionsm these behaviors constitute

the ultimate indicators for success, achieving a reduction in these behaviors requires a coordinated
implementation of multiple suicide prevention initiatives and activities over a long period of time.
For a more immediate uatstanding of the effectiveness of suicide prevention initiatives, the
Department leverages the proximal outcomes, such as increasing knowledge to identify and
respond to atisk individuals, reducing barriers to care, increasing connectedness, andidgcreas
financial stressors. In sum, both types of outcomes help us measure progress and effectiveness.

Baseline Metric Data for Program Evaluation Framework

Baseline data provide a critical point of comparison, or starting point, for monitoring progress on
outcomes over time. In other words, before one can track changes on proximal outcomes or begin
to understand if suicide prevention efforts are working, one needs a starting point for comparison.
Typically, the baseline is established immediately befoygdementation of a program or initiative

to understand what, if any, impact the program or initiative has on outcomes.

27



The Department has one or more programs or new initiatives supporting each of the seven broad,
evidenceinformed strategies and is colteg data to evaluate their effectiveness. It is important

to understand, however, that no one program or initiative, in and of itself, will result in a reduction
of suicide or suicide behaviors; instetite Department examinéseir collectiveimpactto more

fully understand their effectiveness on outcomes. As many of the current DoD programs or
initiatives aligned with the seven broad strategies began in CY 2019, CY 2018 serves as the
baseline data to evaluate the effectiveness of these programstiatiges with respect to the

proximal and distal outcomes moving forward.

The Department leverages several sources of data to track standardized metrics for the proximal
and distal outcomes, including Departmental suicide data from the Armed Medesl

Examiner System arndoDSER system, as well as Dafdde surveys representative of the entire
population. These surveys include the Status of Forces Surveys (SOFS) and the Defense
Organizational Climate Survey (DEOCS).

Below are examples of baseline metric results that align with proximal outcomes for three of the
seven broad, evidendeformed strategiesThe first example is thieroad strateggf Identify and
Support People at RiskA key proximal outcome aligned \ithis strategy isncreased

knowledge to identify and respond terisk individuals. Baseline metridindingswere gathered

via the 2018 Status of Forces Survey of Active Duty Members (SOFBith 78.0% of Service
members reporting their Service sdeiprevention training was at least somewhat helpful (and of
those, 48% indicating it was very to extremely helpful) in identifying and responding to suicidal
behaviorin others®® Each of the Services execi@eestionPersuadeRefer(QPR) suicide
prevention training, designed to teach figatek
other individuals in the military community how to recognize the warning signs of a suicide crisis
and how to respond to those at risk for suicide or suicida\eh Increasing this proximal

outcome should influence, when combined with other efforts, reductions in suicide deaths and
attempts.

A seconcdevidencebased strateggxampleis Strengthen Access and Delivery of Suicide Céme.

the passix months, 180% of Active ComponenServicemembers talked to a counseférA key

proximal outcome aligned with this strategyasluced barriers to careas Service members will

be less likely to access needed care and suppbdyifperceivéarriers to be presenfctive
ComponenService members were most likely to report the following as reasons for not seeking
help with personal problems (e.qg., relationship, financil$s of privacy/confidentiality (66%),

fear of being per ceicommdndapeersi@GObop negative impbagttoc hai n
their career (68%), and not knowing who to turn to (896).°> Note, along with other existing

efforts designed to impact such proximal outcomes, DoD has developed and is piloting a new
training’ Resources Egt, Asking Can Help (REACH)designedo address these hefigeking

% The SOFS use valid sciertifsurvey methods, including random sampling procedures that are used to select a sample representing the military
population based on combinations of demographic characteristics. Demographic groups with lower response rates oveEreaDip@aS
adminktration resembles a census sample, when data are collected and presented on an annual basis. This implies the PBQUSitarjet
the entire DoD. Data for both SOFS and DEOCS are weighted to compensateréssponderand produce survey estineatof population totals
that are representative of their respective populations.

50 Department of Defens©ffice of People Analyticg2018). 2018 Status of forces survey of active duty members, tabulation of responses.
https://dhra.deps.mil/sites/OPA/eparvey/SitePages/Home.aspx

51 Note: The Status of forcesusveyof active duty membemoesnot define counselor, and may include military and civilian, ioe¢ar non
medical, providers.

52 Department of Defens©ffice of People Analyticg2018). 2018Status of forces survey of active duty members, tabulation of responses
https://dhra.deps.mil/sites/OPA/oparvey/SitePages/Home.aspx.
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concerns and perceived barriers of Service members head do,emmburage Service members
to seek out help early on, before life challenges become overwhelming.

As a third illustrativeexample, take the broad stratéglromoting Connectedness key

proximal outcome aligned with this strategynisreased connectedness connections with

others serve as an important protective factor against suicideQusiectedness baseline metric
findingswere gathered via the 2018 Defense Organizational Climate Survey. Service members
responded to a statement, fAThese days, I feel
Overall, 70.9% of Service membeaeported high connectedness with others, with connectedness
ranging from 63.8% for junior enlisted to 84.7% for senior officéygpendix E provides

additional details on the proximal outcomes in the enteraide program evaluation framework

and the bseline metric findings.

With respect to Departmental clinical suicide prevention effovtich align under the broad
strategy ofStrengthen Access and Delivery of Suicide Catee 2019 VA/DoD Clinical Practice
Guidelines serve as a guide faralthcareproviders to understand which clinical
approaches/treatments for suicide prevention have the most scientific eiti@in@eDepartment
is developing tiicial procedural instructions to guide the implementation of best practices and
treatment in the Military Treatment Facilities based on these most current findings (with
publication expected by CY 2021). Military Treatment Facilities follow the J&ammission
standards for U.S. health care organizations. Mwboth clinical behavioral health care
providers and nomedical providers receive training on best practices for evideased care for
assessment, managememtd intervention of suicideslated behavior, mandated reporting, duty to
warn and reporting of adverse incidents.

Regarding program evaluation metrics for clinical suicide prevention eftdise Department is
developingpolicy to include metrics associated with clinical suidigatment and prevention.
Specifically, theDepartments focugdon creating and implementing policy with associated
outcomes and process metrics, which will: (1) identify whether effective treatment modalities are
being used for those at risk for suiej (2) examine the rate of integration of mental health
screenings and suicide risk and prevention for members during the delivery of primary care; and
(3) ensurghattraining standards for behavioral health care providers are being met.

Given the complexity and sensitivity of the subject matter, and the need to review, assess, and
incorporate evidenebased best practices, thepartment continues to collaboratgh subject
matter experts across the Departnennform its policies andevelop measures that define and
guantify success, efficiency, and program effectiveness

In terms of the way forward for program evaluation: leveraging the baselinerdia¢sy proximal

and distal outcomesithin the enterprisevide program evaluatiomdmework, the Department

will continue to assess our standing on these metrics in order to evaluate the effectiveness of our
programs and activities more holistically as a collective system in combatting stibidB. The
Department is also working withe Military Services to examine Servilevel data on non

clinical suicide prevention programs that may help shed further light on the effectiveness of our
efforts. For examplaghe Army is currently conducting a program evaluation forl&hgage

training, which is targeted toward junior enlisted Soldiers and designed to inttredskowing

53 Department of Veterans Affairs & Department of Defense. (2048)DoD clinical practice guideline for assessment arhagement of
patients at risk for suicide.
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awareness of risk indicators for suicide, substance misuse, and sexual harassment; individual sense
of responsibility for intervening; and indirect andedit plans for effective intervention. The
Engageprogram evaluation is a nimaonth longitudinal randomized stutty collectdata in CY

2019 and CY 2020The Army expects to haverguation findings by the end of FY 2021.

The Department conting¢o pilot and evaluate new promising initiatives in our military

population using thiprogram evaluatioframework, such as tfREACHtrainingpilot, before
implementing more broadly across DoD. As previously menticaddifionalprogram evaluation
metrics are in progress for assessing clinical suicide prevention efféiése collective efforts
strengthen the Departmentdéds understanding of
programs, helping to identify gapeficiencies, andwhen modificationsare necessary

Current Research Collaborations and Data Sharing

In addition to program evaluation and the previously mentioned new pilot initiatives, the
Department collaborates regularly on efforts, both internally and extematiyother

organizations in order to continually advance our understanding of suicide and our ebiasace
of effective suicide prevention policies and programs. Partnerships with national and local
organizations, such as other Federal agenat®rdit organizations, and academia, are essential
in creating a robust safety net for our military community and advancing the public health
approach to suicide prevention.

The Department recently developed the enterpuisie DoD Suicide Prevention Research

Strategy FY 2026 203Q The DoD Suicide Prevention Research Strategy focuses on addressing
military-specific gaps in knowledge through research that will inform policies and support
evidencebased programs to reduce suicides in our military communitys strategy represents a
collaborative effort with both internal and external collaborators, led by the Office of the Assistant
Secretary of Defense for Health Affairs, the U.S. Army Medical Research and Development
Command, and the Uniformed Servicesvénsity of the Health Sciences, in collaboration with

the Defense Health Agency, the Military Services, Special Operations ConbBiR@®, VA,

CDC, and the National Institute of Mental Health. This strategy aligns with the Defense Strategy
for Suicide Preention and the seven broad, evidemdermed strategies published by CDC, as

well as other key foundational suicide prevention strategies, such as the National Strategy for
Suicide Prevention, the National Research Action Plandthe National Action Aliance for
Suicide Preventionds Prioritized Research Age
comprehensive approach with a focus on the unigue research needs specific to the military. The
DoD Suicide Prevention Research Strategy prioritizes milgaigide research efforts that will
ultimately lead to evidenelkased policies and programs that benefit the health and readiness of
Service members and their families.

To meet the goals and objectives of the aforementioned strategies and plans, theddepartm
engages in research collaborations and data shaotiginternally and externally, with the VA,

other Federal Government agencies, academia, andawamnmental organizations. Cress

agency data and research collaboration allows for a mutuallyii@hekchange of knowledge

and resources, driving advances in the understanding of suicide risk and development of effective
programs and policies. Collaborative efforts are critical to surveillance efforts, as well as the

54 Department of Defense, Department of Veterans Affairs, Deparwhétealth and Human Service® Department of Education. (2013).
National research action plan: Raecesp to mehtial ineplth tsepvices foeveterang sewiteimerabers,ardie r A | 1
military families 0 htt ps:// obamawhitehouse. archives.gov/sites/default/files/u
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implementation and evaluatioh evidencebased suicide prevention programs for Service
members and their families.

In CY 2019, numerous research collaborations andsteteing activities occurred across the
Department, with the VA, other Federal agencies, universitiesy@mglofits, to include the
following efforts highlighted belowAppendix F providesadditional research collaborations and
data sharing efforts that occurreda@ss the Department in CY 2019.

1 Executive Order 1386lLPr esi dent 6 s Roadmap t oaN&iomalower
Tragedy of Suicide (PREVENTSJignedon March 5, 2019, this Executive Order directs
DoD, VA, Department of Health and Human Servi@iéklS), Department of Labor,
Department of Housing and Urb&evelopment, Department of Energy, Department of
Education, Department of Homeland SecufiidS), Office of Management and Budget,
White House Office of Science and Technology Policy, as welhling uponstate, local,
and private sector organizations develop and implement a national, comprehensi
roadmap to prevent suicidg@nongour Veterans and all Americans, including our military
community. This roadmap, which was published on June 17, 2020, includes both research
collaborations and data sharing.

1 Executive Order 13822 Supporting our Veteras During Their Transition from
Uniformed Service to Civilian LifeSignedon January 9, 2018, this Executive Order
requires DoD, VA, an@®HS to work together to create a robust Joint Action Plan to ensure
seamless access to mental health care and spi@dention resources for transitioning
Service members and Veterans during their first year after retirement or separation from the
military. This Joint Action Plan includes both data sharing and research collaborations.
For example, this inclugalatasharingbetweerthe DoD Transition Assistance Program
(TAP) to enableVA to contactiransitioning Service members aratentVeterans at key
intervals postransition to provide information on access to peer support, availability of
mental health car@ndavailable local and national resourcasiong other information

1 Executive Order 13626 Improving Access to Mental Health Services for Veterans,
Service Members, and Military FamilieSignedon August 31, 2012, this Executive Order
directed the DoDYA, andHHS to ensure that Veterans, Service members, and their
families have access to needed mental health services and support. This Executive Order
called for the development of a National Research ActiorfPlaimprove the
coordination of agencyesearch and reduce the number of affected men and women
through better prevention, diagnosis, and treatment. The National Research Action Plan,
published in 2013, is a 3ykar blueprint for interagency research to enhance the diagnosis,
prevention, and &atment of Postraumatic Stress Disorder and Traumatic Brain Injury,
and to improve suicide prevention. It strengthens ongoing and directs new collaboration
activities.

1 DoD and VA Mitary Mortality Database (MMDB) The MMDB is the only mortality
database that includes all causes of death for individuals with a history of military service
mergng existing data from DoD and VA with death records acquired by CDC. DoD and

% Department of Defense, Department of Veterans Aff@iepartmendf Health and Human Service® Department of Education. (2013).

Nati onal Research Action Pl an: Responding to the EXxeavicé MemigersOr der
and Military Families 6 Wa s h i Deparmnants of[D&fense, Veterans Affairs, Health and Human Services, and Education.
https://obamawhitehouse.archives.gov/sites/default/files/uploads/nrap_for_eo_on_mental_health_august_2013.pdf.
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VA jointly manage access this databastor DoD and VA researchersyith more than
300 studies from DoD and VA researchers approved to attissisita since 2014.

Military Suicide Research Consortiunthis consortiunmintegrates and synchronizBsD

and civilian research efforts to implement a multidisciplinary research appmaaltide
prevention. The consortiunis funded by the Defense Health Programanaged by the
Military Operational Medicine Research Progtand operated by Florida State University
and the Denver ®terans Affairs Medical Center.

DoD SuicideEventReport(DoDSER®National Violent Death Reporting SystéRVDRS
Databasd.inkage Effort DoD is partnering with CDC to link NVDRS data on suieid
deaths with DoDSER data, withkay outcoméeingdetailed mapping of suicidteathdy
U.S.county (and the characteristiofdecedents these concentrated areas). Identifying
areas and localized populations with high suicide natikelpenable the allocation of
suicide prevention resources where tmdshom they are most needed.

The Natimal Action Alliance for Suicide Preventioffhis Action Alliance brings together
more tharR50 national partners from public and private secioduding DoD to advance
the National Strategy for Suicide Prevention. This forum allows for sharing the latest
researchindings that may inform poliesand programs, as well as opportunities to take
action on potential research topics.

DoD/VA Suicide Prevention Ctarence DoD and VA host a biennial suicide prevention
conferencé representing the only national conference that specifically addresses suicide in
themilitary andVeteran populations. The conference pilesgian opportunity for

behavioral health and ®ide prevention exgrts,clinicians andcommunity health

providersfrom public and private sectots share their expertise and learn about the latest
research and promising practices for preventing suicide in oitamiand Veteran
communities.

The Sudy to Assess Risk and Resilience in Servicemenhoagitudinal Study This
DoD-fundedlongitudinalresearctstudyis focused omreatng practical, actionable
information on risk reduction and resilienwgilding for suicide, suicideelated behavior,
and other mental arliehavioral health issues in the militarfjhe study is led bthe
Uniformed Services Urersity of the Health Sciencesd University of Californigan
Diego. Other major contributormcludeHarvard Medical Schoandthe University of
Michigan. A Federal Government steering committeansistingof DoD, VA, National
Institute of Mental Healthand Military Service members, oversees the project goals and
objectives
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Conclusion

The Department is deeply committedetosuring the health, safety, and wading of our Service
members and military families. We embrace a public health approach to suicide prevention that
recognizes suicide as a complex interaction between environmental, psychological, biological, and
socal factors. We are committed to addressing suicide comprehensively, and our efforts address
the many aspects of life that impact suicide. The Department has made strides in our suicide
prevention efforts. Yet, we recognize there is more work to betdamvance and adapt our

efforts. We continue to enhance support to our entire military community by providing evidence
based policies and programs and encouraging positiveseeking behaviors, eliminating stigma,

and increasing visibility and accessaritical resources.

This second Annual Suicide Repaeflectst he Depart ment 6s continued
transparency and accountability, which we believe strengthens our program oversight and policies
and assists the Department in its commitmeipréwent this tragedy. We continue to work to
effectively capture Service member and military family suicide deaths and report these data in a
transparent and timely manner each year

The Department will also continue to take a focused approach to pregednation to assess
existing policies and programs, as well as pilot new eviderfoemed initiatives gathered from

the everevolving science on suicide prevention. This includes ensatingolicies and programs
are crafted within a broader, evideriz@sed, violence prevention framework that address the risk
and protective factors shared by multiple readitketgacting behaviors. To achieve our goals, we
must also continue robust research collaborations, data sharing, outreach, and other key efforts
with national and local organizations, such as other Federal agemaesofitorganizations, and
academia. This report highlights some of those recent efforts, and we look forward to the way
ahead, strengthening current alliances and building netegicaollaborations to prevent suicides
among our Service members and military families

Suicide is preventable. The Department will continually wonsraventtherisk for suicideand
stigma for seeking helpalong with increasing protective factors through stakeholder and
community engagemenihe Service members and military families we serve have earned
nothing less
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Appendix A: Sedion 741, National Defense

Authorization Act (NDAA) for FY 2020Requirements

Section 741 of th€Y 2020NDAA requires the DoD to submain annuafeport on suicide among
members of the Armed Forces to CongreBsefollowing table lists each of the requirements,
identifying where they arspecificallyaddressedh this report (or the forthcoming CY 2019

DoDSER Annual Report)

Requirement Location

The number of suicides involving a dependent of a member.

p.6;19-23

A description of any research collaborations and data sharing Bot&vith the
Department of Veterans Affairs, other departments or agencies of the Federal Govert
academic institutions, or negovernmental organizations.

p.30-32
AppendixF

Identification of a research agenda for B&D to improve the evidence base on effective
suicide prevention ¢éatment and risk communicatiorhe DoD Suicide
Prevention Research StrategY 20202030is accessible at

https://mrdc.amedd.army.mil/assets/docs/DoD_Suicide_Prevention_Research_Strate

p.30

The availability and usage of the assistance of chaplains, houses of worship, and oth
spiritual resources for members of the Armed Forces who identify as religiously affilia
and have attempted suicide, have experienced suicidal ideation abrriakeof suicide, and
metrics on the impact these resources have in assisting religadfisdyed members who
have access to and utilize them compared to religi@iBliated members who do not.

Appendix D

A description of the effectiveness of the policies developed pursuant to section 567 o
NDAA for FY 2015 (Public Law 11i3291; 10 U.S.C. 1071 note) and section 582 of the
NDAA for FY 2013 (Public Law 11239; 10 U.S.C. 24 1071 note), including with resp
tod

(i) metrics identifying effective treatment modalities for members of the Armed Forceg
are at risk for suicide (including any clinical interventions involving early identification
treatment of such members);

(ii) metrics for the rate ofitegration of mental health screenings and suicide risk and
prevention for members during the delivery of primary care for such members;

(iif) metrics relating to the effectiveness of suicide prevention and resilience programs
preventative behaviorélealth programs of theoD (including those of the military
departments and the Armed Forces); and

(iv) metrics evaluating the training standards for behavioral health care providers to e
that such providers have received training on clinical bestipes and evidendesed
treatments.

p. 25-26;
AppendixE

The number of suicides, attempted suicides, and known cases of suicidal ideation iny
a member of the Armed Forces, including the reserve components thereof, listed by 4
Force.

CY 2019
DoDSER

The number of suicides, attempted suicides, or known cases of suicidal ideation that
occurred during each of the following periods:

(i) The first 180 days of the member serving in the Armed Forces.

(ii) The period in which the member is deployedupport of a contingency operation.

CY 2019
DoDSER

During the first 180 days of the Service member serving in the Armed Fdheeitial
recruit training location of Service members who died by suicide, attempted suicide, ¢
known cases of sui@tlideation.

CY 2019
DoDSER
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Appendix B: Common Suicide Misconceptions

Misconceptions about contextual factors and sujeit@e broadlycan hinder suicide prevention
efforts in our military community and across dation. Knowing the facts may allows to take
life-saving steps to help our loved ones. Given the importance of dispelling misconceptions in
suicide prevention, the following section contains misconceptions that were published in the CY
2018 ASR (numbersd.0), along with five new miscoeptions and facts (numberd5).

MISCONCEPTION #1: Suicide is not impulsive.

FACTS: Some suicide attempts or deaths can happen without warning and within a short span of
time. Research shows it can take less than 10 minutes between thinking about suidime

acting on it. Because it can happen quickly, putting time and distance between a person at risk
and a means for suicide is an effective way to prevent G&&#§70

MISCONCEPTION #2: Owning a firearm is not associated with suicide risk.

FACTS: Owning a firearm does neausesomeone to be suicidal; howevkayving a loaded
firearm at home may increasethe risk of dying by suicideby four to six times./*?> Some
preliminary research indicates thalthough nearly half of Service members may possess a
firearm, only one in three may safely store their firearms in the HBffe.

MISCONCEPTION #3: Suicidal behavior is hereditary.

FACTS: Suicidal behavior is complex. Socioeconomic and sociocultacabifs are some of the

factors that contribute to the righr suicide. Many people have one or more risk factors and are

not suicidal. There is no genetic predisposition to suicidéthatis,i t does not @Arun
f a mi’% Althooagh there may be arver-representation of suicide in some families, behaviors

such as suicide ideation and/or attempts do not transmit genetically. Members of faaylies

% Simon, T. R., Swann, A. C., Powell, K. E., Potter, L. Bregtiow, M. J., & O'Carroll, P. W. (2001). Characteristics of impulsive suicide attempts

and attemptersSuicide and LifeThreatening Behavior, 2 Suppl), 4959.

Swann, A. C., Lijffijt, M., O6Bri en, ehvior CuentMapicshireBehaviokl Nedciencés2 020 ) . | n
8 Anestis M. D., SoberayK. A., Gutierrez P. M., et al. (2014). Reconsidering the link between impulsivity and suicidal behBeionality and

Social Psychology Reviewg4), 366-386.

5 Klonsky, E., & May, A. (2010). Rethinking impulsivity in suicide.ui ci de and Li fe T®he6laGo.eni ng Behavior, 4
“Henn, M., Barber, C., & Hemenway, D. (2019). Involving firearm stakeholders in comnalasiéd suicide prevention effor@urrent

Epidemiology Reports,(8), 231237.

" Dempsey, C. L., Benedek, D. M., Zuromski, K. L., Rig@snovan, C., Ng, T. H. H., Nock, M. K., & Ursano, R. J. (2019). Association of firearm

ownership, use, accessibility, and storage practices with suicide rislg&iBoirmy soldiersJournal of the American Medical Association

NetworkOpen 2(6), €195383195383.

2 Simonetti, J. A., Dorsey Holliman, B., Holiday, R., Brenner, L. A., & Monteith, L. L. (2020). Fireelated experiences and perceptions among

United Staes male veterans: A qualitative interview stuelyoS one, 163), e0230135.

Bryan, C. J., Bryan, A. O., Anestis, M. D., Khazem, L. R., Harris, J. A., May, A. M., & Thomsen, C. (2019). Firearm ayaitab#torage

practices among military personnehavhave thought about suicidurnal of the American Medical AssociatidatworkOpen, Z8), €199160

€199160.

7 Crifasi, C. K., Doucette, M. L., McGinty, E. E., Webster, D. W., & Barry, C. L. (2018). Storage practices of US gun o@agfsAmerican

Journal ofPublic Health, 1084), 532537.

s Cottrell, B. (2019)Suicide throughout military personnel and veterans: A literature re\i@vaduate thesis). Augsburg University

“Edwards, A. C., Ohlsson, H., MoScicki, E. K., Sundaessocatedwithi . , Sundqu
transmission of suicidal behaviour among siblirysta Psychiatrica Scandinavica, 149, 30-38.
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share the same environmental stressors, and the death by suicide of one family member may well
raisethe awareness of suicide as an option for other family memf/é&rs.

MISCONCEPTION #4: Most military firearm deaths are by combat.

FACTS: Most firearm deaths of Service members are the result of suicide (83.0%@s
compared to combat (3.5%), accideh8¢), or homicide (8%).8°

MISCONCEPTION #5: Only mental health professionals can help individuals who are at risk
for suicide.

FACTS: A public health approach to suicide prevention includes mental health

professionals, but everyone has a role to play preventing suicide. Friends, family, and the
community can all help individuals who are at risk for suicide. Prevention of suicide cannot be
accomplished by one person, organization, or institution alone; it requires support from the whole
community. Foexamplefinancial distress is one of the risk factors for suicide that can be
mitigated with help from financial counseld¥s.

MISCONCEPTION #6: The military suicide rate is higher than the U.S. general population.

FACTS: On the surface, suicidanongthe militarypopulationfor CY 2019 appears to be higher
than the U.S. population. However, the direct comparison of military suicide rates and the U.S.
population is misleading. In the U.S., males have nearly four times migkéor suicidedeath

than female$? As the U.S. militarycomprisesa higher percentage of mak&2%)compared to

the U.S. population (4996%,it is not surprising the suicide rate is higher in the military. Age is
another demographic factor associated with suicide risk, andal®s substantially between the
military and U.S. population. The U.S. military has a higher percentage of younger individuals
(mean age=29.6) than the U.S. population (mean age=41.3). Given the differences in composition
between the U.S. military argkneral population, any comparison of suicide rates must first
account for age and sex. After accounting for these factor€Ytg019military suicide rates

are comparable to U.S. population rates for the Active Componerdnd National Guard, and
lower for the Reserve These comparisons are preliminary since the U.S population rate is from
CY 2018 (latest available) and the U.S. population rates continue to increase over time.

MISCONCEPTION #7: Deployment increases suicide risk among Service members.

FACTS: Several studies have sho#iratbeing deployed (including combat experience, length
of deployment, and number of deployments) is not associated with suicide risk among

" Brent, D. A.,& Mann, J. J. (2006). Familial pathways to suicidal behavior understanding and preventing suicide among adilesceéntgand
Journal of Medicine, 3526), 27192721

8 Coon H., Darlington T., PimentelR., et al (2013): Genetic risk factors in twotah pedigrees at high risk for suicideanshtional Psychiatry
3(11), e325e325

® Cheung, S.Woo, J., Maes, M. S., & Zai, (2020). Suicide epigenetics, a review of recent progdessnal of Affective Disorder265 423438
80 Averages calculatedsing the National Death Index (200.2017).

81 Stone, DM., Holland, K.M., Bartholow, B., Crosby, AE., Davis, S.& Wilkins, N. (2017).Preventing suicide: A technical package of policies,
programs, and practicestlanta, GA: National Center for Inju Prevention and Control, Centers for Disease Control and Prevention.

82 Centers for Disease Control and Preventind), Webbased njury StatisticsQuery andReportingSystem (WISQARSRetrievediuly 17, 2020
from http://www.cdagov/injury/wisgars/index.html.

83U.S. Census Bureawn.fl). Quick facts: United StateRetrievedluly 17, 2020 from
https://www.census.gov/quickfacts/fact/table/US/PST045219
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Service member$*8> In addition, ofthe Service members who died by suicide in CY 2018,
47.1%o0f Active Component and 66.1% of Reserve Component suicide decedents, respectively
had no history of deploymefft. However, there are some factors related to deployment that may
affect suicide risk, sth as being repeatedly deployed with six months or less between
deployments, or being deployedthin a yearafter joining the militany?”®® It is important to note
thatsuicide is complex, and there is no single cause for suicide among Service mertiers or
general U.S. population.

MISCONCEPTION #8: The majority of Service members who die by suicide had a mental
illness.

FACTS: Less thanhalf (45.3% Active Component and44.4% Reserve Component) of

Service membersvho died by suicide had at least one cuent or past mental health

diagnosis. The two most common diagnoses were (1) Adjustment Disorder (clinically significant
distress or impairment in response to a stressor), and (2) Substance Use Disorder (misuse or abuse
of moodaltering substance8j.Researclamongboth the militarypopulation andhe U.S.

population has refuted the exclusive causal connection between mental illness and suicide.
Althoughmost people with mental health problems do not attempt or die by suicide, the level of
suicide ri& associated with different types of mental illness vafieBhere are other factors, such

as economic influences, cultural norms, access to lethal means, and media reporting/messaging
about suicide that impact suicide rates above and beyond mentaitines

MISCONCEPTION #9: If you remove access to one lethal method of suicide, someone at risk
for suicide will replace it with another.

FACTS: A considerable amount of rigorous research has indicated that when lethal means are
made less available or lessadlly, suicide rates by that method and rates overall déélifieis

has been demonstrated in a number of safety improvements: bridge barriers, detoxification of
domestic gas and pesticides, medication packaging, and others. Means safety intenamions h
resulted in a decrease in suicide rates and have demonstrated more potential for reducing suicides
than clinical intervention®® Further, research has debunked the misconception that people

84LeardMann, CA., Powell, T.M., Smith, T.C., Bell, M. R., Smith, B., BoykoE. J, et al.(2012). Risk factors associated with suicide in current
and former US military personndournal of the American Medical Associati@i(5), 496506.

8Reger, M. A., Tucker, R. P., Carter, S. P., & Ammerman, B. A. (2018). Military deptugraed suicide: A critical examinatidPerspectives on
Psychological Science, (), 688 699.

86 Tucker, J., Smolenski, ., & Kennedy, CH. (2019).Department of defense suicide event report: Calendar year 2018 annual report.
Psychological HealtlCenter of Excellence. https://www.pdhealth.mil/sites/default/files/images/docs/TAB_B_2018_DoDSER_Annual_Report
508%20final9MAR2020.pdf.

8 Bryan, C. J., Griffith, J. E., Pace, B. T., Hinkson, K., Bryan, A. O., Clemans, &.I&el, Z. E. (2015)Combat eposure and risk for suicidal
thoughts and behaviors among military per sS3ucideantlifeaThrdatening Behaviarns: A syst
45(5), 633-649.

88 UrsangR. J., KesslerR. C., Naifeh J. A., et al. (2018). Associations of tinmelated deployment variables with risk of suicide attempt among
soldiers: Results from the army study to assess risk and resilience in servicemembers (Army SJ@RRS of the American Medical
Association Psychtay, 75(6), 596 604.

89U.S. Census Bureau. (2019). Quick facts: United States. Retrieved from https://www.census.gov/quickfacts/fact/table/23PST045

% Coon H., Darlington T., PimentelR., et al (2013): Genetic risk factors in two Utah pedigreesigt hisk for suicideTranshtional Psychiatry
3(11), e325e325

9 Anestis, M., & Houtsma, C. (2017). The association between gun ownership and statewide overall suicifieicatesand Lifelhreatening
Behavior,48(2), 204217.

92Yip, P. S., Caine, E., Yousuf, S., Chang, S. S., Wu, K. C., & Chen, Y. Y. (2012). Means restriction for suicide pré:aemgniilondon,
England), 3799834), 23922399.

9% Harvard T. H. Chan School of Public Health. (n.Mgansmatter website Retrieved July 17, 2020 frohittp://www.hsph.harvard.edu/means
matter.
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substitute methods of suicidé.access to thepreferred lethal means of suicide is limited,
other forms are not substituted®4%°

MISCONCEPTION #10: Talking about suicide will lead to and encourage suicide.

FACTS: Talking about suicidein a supportive way can help prevent suicid® It does not

give someone the idea of suicide, nor does it encourage someone to act on those thoughts. There is
a widespread stigma associated with suicide, which may lead people to be afraid to speak about

it.°” Talking about suicide not only reduces #tigma, but also allows individuals to seek help,

rethink their opinions, and share their story with othégsproximately31% of Active

Component members and% of Reserve Component members who died by suicide

communicated intent for sefifarm prior b the event® Talking about suicide gives the-rask

individual an opportunity to express thoughts and feelings about something they may have been
keeping secret, as well as obtain help and support as n€eded.

9 Owens, D., Horrocks, J., & House, A. (2002). Fatal andfatal repetition of setharm: Systematic reviev@ritish Journal of Psychiatry, 18),
193-199.

% Barber, CW., & Miller, M. J . (2014) . Reducing a suicidal per son @wericaeclowmlof t o | et ha
Preventive Medicine, 43}, S264 S272.

% Dazzi, T., Gribble, R., Wessely, S., & Fear,TN(2014). Does asking about suicide and reladthviours induce suicidal ideation? What is the
evidencePsychological Medicinet4(16), 33613363.

9 Tadros, G., & Jolley, D. (2001). The stigma of suici#igtish Journal of Psychiatry, 179), 178178.

% Tucker, J., Smolenski, ., & Kennedy, CH. (2019).Department of defense suicide event report: Calendar year 2018 annual report.
Psychological Health Center of Excellence. https://www.pdhealth.mil/sites/default/files/images/docs/TAB_B_2018 DoDSERRéporal_
508%20final9MAR2020.pdf.

% Anestis M. D., & Green, BA. (2015). The impact of varying levels of confidentiality on disclosure of suicidal thoughts in a sample of United
States National Guard personnkurnal of Clinical Psychology, 710), 10231030.
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Appendix C: Example DoD Initiatives Aligned with the
Seven Broad Suicide Prevention Strategies

The Department has a number of efforts underway to support our Service members and military

families. The following tablé organized by the seven broad, evidemfermed strategieb
provides uplates to initiatives highlighted in the CY 2018 ASR and introduces other new
initiatives underway. Notthatthese examples are by no means an exhaustive list.

Strengthening Economic Supports
Financial Literacy

Financial education, including financial
readiness common military training, through &
variety of programs, resources, and modalitie:
Oneonone personal financial counseling
available at installations and remotely.

Aims to increase access and reduce barriers
support; develop and enhankeowledge and
skills tomanage financial stressosnong
young and enlisted Service members

Status: Ongoing

DoD and he Military Services continue to provide
financial education and counselinginancial
education includes required financial literacy comm:
military training at key personal and professional life
events and a variety of additional resources to ensL
Service members have easy access to educational
content. Personal financial caeting is available
from accredited professionals at installations and
remotely via Military OneSourceSurvey findings
indicate 44 percent dictive ComponenService
members received support from an installation
financial counselot® Military OneSourcés engaged
in an outreach effort for Service members transition
to civilian life to ensure awarenessitsf
comprehensive services to include financial
counseling.

Strengthening Access and Delivery of Suicide Care
Zero Suicide Pilot

Train medical personnel on suicide risk
assessmensafety planning in Air Force
hospitals and clinics (at five installations for tr

pilot).

Aims to increase access to care and reduce
barriers to receiving suppart

Status: Pilot complete

Pilot resultsfound that 88% of Military Treatment
Facility staff across the five participating installation
reported confidence in administering the Zero Suici
protocols, and 82% reportélgey were likely to use thi
ColumbiaSuicide Severity Rating Scale for screeni
and assessment. A reduction in psychiatric
hospitalizations and suicide attempts at installations
that participated in the pilot comparedte control
was also observed.

New initiative. The Military Operational Medicine
Research Progrann collaboration wittPennsylvania
State Universityhasinitiated a second phase of the
pilot and will continue to analyze and evaluate the
intervention

100 pepartment of Defens©ffice of People Analytics(2018a)2018Status of forces survey of active duty members, tabulation of responses.

https://dhra.deps.mil/sites/OPA/eparvey/SitePages/Home.aspx

39



Resources Exist, Asking Can Help (REACH) Status: Pilot began in CY 2019 (resultexpected
late CY 2020)
Barrier reduction training to familiarize Service
membes with helpseeking resources After finalizing the REACH training materials in CY
2019, REACH is being pilot tested at multiple milital
Aims to increase accessresources and reduc: installations in CY 2020. The results of the pilot
barriers to receiving support; develop and (expected late CY 202Will inform the decision to
enhance skills to address life stressors amon¢ begin implementing RECH more broadly in DoD.
young and enlisted Service members
New initiative. Additionally, a new pilot project
recently began in CY 2020 to develop REACH
training for military spouses.

National Guard Bureau (NGB) and Status: Ongoing

Department of Veterans Affairs (VA) Vet

Center Initiative 1 TheNGB andVA RCS hae partnered to provide
greateraccess to¢havioral health services for

EnhanceNat i on al Gu ar d me National Guardnembers and their familiefCSVet

mental healttcare and support in remote area: Center teams offer early identification, counseling,

via VAReadjustment Counseling Service (RC referralsupport to geographically disperseedrvice

Vet Centers durintraining periods members, to include services provided during trainil
periods with the intent of increasisgrvice provision,

Aims to increase access to care and reduce improving transitions to civilian life, and supporting

barriers to receiving suppart suicide prevention efforts. This allows the opportun
for NGB to improveNatioral Guard force readiness,
transition adjustment, and is integral to suicide
prevention. The initiative, which began in CY 2019,
has seen an increase in National Guard members
receiving services during drill weekends (14%) and
RCS Vet Center locationd4%), compared to last
year.

1011n CY 2019, the National Guard Bureau and VA Mobile Vet Center Initiative, as reported in the CY 2018 Annual SuicidevRepenamed
as the VA Readjustment Counseling Service (RCS) Vet Centers.
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Creating Protective Environments

Counseling on Access to Lethal Means Status: Phase 1 pilot complete; Phase 2 pilot
(CALM) Training Pilot project began in CY 2020

Training normedical military providers on Phase 1 of the pilot trained Military and Family Life

strategies to reduce access to lethal means i Counselors (MFLCs) and Militg OneSourceall

increase safe storage of lethal means center staffwith more than 2,000 counsel@nsd calll
center staftompleting CALM training. Over 90% of

Aims to increase awareness of risk factors fc the counselorand call center stafftho completed the

suicide; increase safe storage of lethal mear pre- and postest, experienced increased knowledge
terms of means safety practices following the CALNMN
training. These evaluation findings have prompted
continued CALM training for MFLCs and Military
OneSourceall centergoing forwad. The next phase
of thispilot expands training to others in the military
community (e.g., chaplains, spouses, and communi
counselors) and began in CY 2020.

Social Norms for Safe Firearm Storage Status: Began in CY 2019messagingdevelopment
expeced to be completed late CY 2020

Messaging on safe firearm storage to promo

firearm safety practices as an acceptable no Focus groups tested firearm safety messages at

and decreaseisk for suicide multiple military installations to learn which messag
resonate with Service members. Firearms safety

Aims to increase awareness of risk factors fc messaging guidance developed through thigepto

suicide; increase safe storage of lethal mear will be provided to the Military Services for use in
communication and education effots.

Lethal Means Safety Video Status: Began in CY 2019yideo expected to be
completed in late CY 2020

Educational video to encourage military

families to keep methods of suicide safe and New initiative. This project aims to develop an

secure educational video for Service members and families
the importance akthal means safetystoring

Aims to increase awareness of rfaktors for = firearms and medications safely.

suicide; increase safe storage of lethal mear

Promoting Connectedness

Peerto-Peer Support through Military Status: Ongoing DoD effort
OneSource
In FY 2019, Military OneSource providetD5 peer
Military OneSource consultants are Veterans supportconsutations.
National Guard/Reserve members, and milit
spouses

Aims to increasaccess and reduce barriers ti
receiving support

102 Execution of the focus groups and projeeis delayed in CY 2020 by the COVI® pandemic travel andbsial distancing restrictions.
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Non-Medical Counseling Status: Ongoing DoD effort

Military and Family Life Counselors (MFLCs) More than 90% of participants reported positive

and Military OneSourcéaceto-face, in experiences with nemedical counseling provided

person, chat, video counseling through theMFLC and Military OneSource programs
(e.g., how quickly they were connected to a counse

Aims to increase access and reduce barriers how easy it was to make an appointment; continuity

receiving support care and confidentiality they received), and reportec
they were likely to use the nenedical counseling
services agairt®

Teaching Coping and ProblerSolving Skills
Rational Thinking i Emotional Regulationi  Status: Began in 2019pilot expected to be

Problem-Solving (REPS) Training Pilot completed in late CY 2021

Interactive educational program to teach Initial pilot testing of REPS training with selected
foundational skills to deal with life stressors traininginstructors was completed in CY 2019.
early in military career Feedback from the instructors indicated training

procedures were acceptable, feasible to implement.
Aims to develop and enhance skills to addre: supported by leadership. Service member focus

life stressors among young and enlisted groups were conducted to refine and finalize the RE

Service members in particular curriculumi® Next steps include training pilot with
Service members, including collection of evaluation
data.

Identifying and Supporting People at Risk

Service Member Gatekeeper and Leadershiy Status: Ongoing
Interventions

According to recenbtatus of Forces Survey Attive
QuestionPersuadeRefer (QPR) training Duty Members2018 data, 78% of Service members
teaches Servicmembers and others, includini indicatedsuicide prevention trainingas at least
chaplains, to act as somewhathelpful (and of those, 48% indicating it w
individuals at risk to detect behavior changes very to extremely helpful) in identifying and
or warning signs responding to suicidal behavior in others.

Aims to increase awareness of risk factors fc
suicide

Status: On track to be completed at the end of CY

Recognizing the Signs of Intent to Die by 2020

Suicide on Social Media Training Pilot

The video, titledSimple Things Save Livés currently
being evaluated. The results of the evaluation
(expected late CY 202®ill inform the decision to
begin implementing more broadly across the DoD ir
CY 2021.

Teaches Service members how to recognize
respond to suicide warning signs on social
media

103 Trail, T. E., Martin, L. T., Burgette, L. F., May, L. W., Mahmud, A., Nanda, N., & Chandra, A. (28@a®valuation of US military nemedical
counseling program RAND Health Quarterly, 8(2https://www.rand.org/pubs/research_repor&IR61.html.
104REPS Training Pilot executiamas delayed in CY 2020 by the COVII® pandemic travel andsial distancing restrictions.
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Aims to increase awareness of risk factors fc
suicidei among young anenlisted Service
members in particular

Cognitive Behavior Strategies for the Status: Began in 2019pilot expected to be
Prevention of Suicide Training Pilot completed in late CY 2021

Training for chaplains on cognitive behavior = This training, titledChaplains CAREs now available

strategies to reduce suicide rigR online through DoD6s Mi
Nearly 100 chaplains have been trained in the pilot

Aims to increase awareness of rfaktors for = thus far, with preliminary feedback being positive

suicide regarding course content and structure. The results
the pilot (expected late CY 202d)ll inform the
decision on whether to begin implementing more
broadlyacross DoD.

Suicide Prevention and Readiness Initiative Status: Began in CY 2019pngoing
for the National Guard (SPRING)
The National Guard Bureau is developing a data
Data-driven, holistic approach for data driven tool to help leaders make manéormed
collection and predictive analytics decisions about the health and wedling of Service
members.This effort began in CY 2019 and is
Aims to increase awareness of risk factors fc ongoing.
suicide

Signs of Suicidg SOS)for Secondary Status: Newinitiative
Studentsin DoD Schools
Training and planning for th8OScurriculum began ir

TheSCSis an evidencéased suicide 2019 by the DoD Educational ActivityThe objectives
prevention program designed for middle and of the SOS program are to decrease suicide and su
high school students attempts by increasing student knowledge and adaj

attitudes about depressidn;encourag helpseeking
Aims to increase awareness of risk factors fc for oneself or on behalf of a frient reduce the
suicide among middle and high school stigma of mental illness and acknowledge the
students importance of seeking help or treatment; emengage
parents and the school staff as partners in preventic
The curriculum is slated to beldvered to students in
the 20202021 school yedr?

105 Appendix D contains additional information in support of FY 2020 NDAA, SectionZ{@&l), reporting requirementhe availability and usage

of the assistance of chaplains, houses of worship, and other spiritual resources for members of the Armed Foemsfydw religiously

affiliated and have attempted suicide, have experienced suicidal ideation, or are at risk for suicide, and metrics actttieeseresources have

in assisting religioushaffiliated members who have access to and utilize tlenpared to religioushaffiliated members who do not.

106 Execution of the irperson curriculum may be delayed in CY 2020 by the Coronavirus pandemic travel and social distancing restrictions, as the
delivery of this curriculum is highly dependent on whetherschool status is-person. Decisions will be made at the school level.
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Lessening Harms and Preventing Future Risk

Postvention Toolkit

Guide to providing safe bereavement suppor
unit/next of kin after suicide

Aims to support families and Service membe
affectedby suicide; educate stakeholders on-
role of chaplains in spiritual welbeing of
Service members and their families

Safe Messaging and Reporting on Military
Suicide

Determine how safe reporting guidelif€sre
followed by media when reporting DoD suicit
deaths to inform if specific training, educatiot
or engagements are needed with DoD Public
Affairs Officers, military senior leaders, and/c
media sources

Aims to increase awareness of risk factors fc
suicide

DoD-Wide Annual Suicide Death Review
Methodology

Develop a standardized anuhified public
healththeoryguided methodology to perform
DoD-wide review of military suicides.

Aims to develop lessons learned to apply to
future suicide prevention efforts

Status: Toolkit development complete and
dissemination began in CY 2020

ThePostvention Toolkit for a Military Suicide Loss
complete ands being disseminated across the Milita
Services.

Status: Began in CY 2019pngoing

A collaborative effort to ensure national safe reporti
guidelines are understood and followed by Service
Public Affairs Officersand DoD leaders. Curriculum
development foPublic Affairs Officersat the Defense
Information School is underway. A safe messaging
guide is also being developed for DoD leaders, with
expected CY 2020 completion date.

Status: Data collection began in 2019ngoing

Suicide expert review panels to pilot test this
methodology are expected to be completed by the ¢
of CY 2021% |ndividual, Service, and DoDlevel
results of the panels will provide lessons learned ar
recommendations for future actions.

107 Reporting on Suicide. (2019est Practices and Recommendations for Reporting on Sulttighs://reportingonsuicide.org/wp

content/themes/ros2015/assets/images/Recommenslatigrpdf

198 DoD-Wide Annual Suicide Death Reviews executizas delayed in CY 2020 by theo@naviruspandemic travel and social distancing

restrictions.
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Appendix D: Chaplainsand Other Spiritual Resources

Spirituality is one of the domains of Total Fitness of Service members, and the Department
encourages Service members and their families to seek spiritual help when stressed. Research
indicates that spirituality and religious service attendance are atesbwiith fewer divorces, better
social support, and greater satisfaction withiliedl of which help reducéherisk for

suicidel®®!0 Chaplains play an important role in the promotion of spiritualdveihg in Service
members and their families, a&ll as the prevention of risk factors for suicide. Chaplains have
been shown to be a first line of defense when it comes to caring for Service members who are
coping with mental health issuésand with suicide ideation.

Chaplains promote spiritual fitneand resilience by integrating in units to provide religious

spiritual support, coordinating with support agencies in the community, and acting as primary
advisors to commands at every echelon on religion, morals, ethics, and morale. Through programs
sudh as Army Strong Bonds and the Air Force Religious Support Teams, chaplains coordinate with
local commands and garrisons to develop religious and spiritual programs that increase wellness
and spiritual fitness tailored to local needéavy Chaplains, inddition to playing a vital role in
Resilience Promotion, also conduct marriage retreats/workshops, and facilitate Safe TALK/ASIST
training. Chaplains and their assistants also help commanders in providing suicide prevention and
awareness training for tmailitary community.

Starting at basic training and through a Seryv
and their family are informed about chaplains and the services they provide through email, chapel
websites, social media, and facefacevisits. Integration of chaplains in military units increases

their visibility and encourages Service members and family members to seek help.

Note thatgiven the confidential nature of ci@-one interactiondjmited data is collected for
individuals whoreceive services from chaplains. Howewveysshow that Service members

have access to, utilize, and find these resources useful. A recent DoD survey found that 42% of
Active ComponenService members talked to a military chaplain or civilian religious or spiritual
leader in the past year and 86% found it usefuSimilarly, 10% of Reserve Component Service
members saw a military chaplatdin the past two yeamnd 94% were satisfiedith the services
provided!4

Some of the Departmentodés key spiritual servic
provided to chaplains to enhance their knowledge and skills with regard to suicide prevention are
highlighted below.

19 vanderwWeele, T. J. (2017). Religion and health: A synthesis. In M. J. Balboni & J. R. PeteeS(idtiality and religion within the culture of
medicine: From evidence to practifep. 357 401). Oxford University Press.

H0vanderWeele, TJ., Li, S.,Tsai, A., & Kawachi, I. (2016). Association between religious service attendance and lower suicide rates among US
women Journal of the American Medical AssociatiBaychiatry.73(8), 84551.

1 Kopacz, M.S., Nieuwsma, A., Jackson, GL., Rhodes, JE., Cantrell, W.C., Bates, MJ., & Meador, KG. (2016). Chaplainsd el
with suicidality among their service users: findings from the VA/DoD integrated mental health stgatiege and Life Threatening Behavior

46(2), 206212.

112 Department of Defens®ffice of People Analytic§2018&). 2018 Status of forces survey of active duty members, tabulation of responses.
https://dhra.deps.mil/sites/OPA/eparvey/SitePages/Home.aspx.

113 Note: The Status of forcesurveyfor reserve comprent memberassesasutilization of military programs or servicecludingmilitary

chaplains. Thisurveydoesnot assesReserve Componefervice membautilization of civilian religious or spiritual leadsr

14 pepartment of Defens®©ffice of People Analytics(201&). 2018 Status of forces survey of reserve component members, tabulation of
responseshttps://dhra.deps.mil/sites/OPA/eparvey/SitePages/Home.aspx.
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Community-BasedSupport

Chaplains and other religious support staff play a critical role in monitoring and supporting the
well-being of Service members and their immediate support structure. Chaplains serve as
members of installatiehased, multidisciplinary teams anducails that help promote an

understanding of the potential for suicide in the community. Installation chaplains conduct
education awareness programs, in partnership with and support of suicide prevention program
managers, for family members to help theoagnize the signs of increased suicide risk and to

learn about referral sources for friends and family members. Educational programs currently focus
on three groupsparents, teenagers, and spouses.

Through the Marine Corpsav W nSlefde Wadamrhbh omr, Bar
hospitals, among other efforts, chaplains provide pastoral care to Service members to help them

heal from different levels of trauma. The Services also include chaplains as key members of their
respective Suicide Resp@an$eams to provide postvention support. These teams generally consist

of chaplains, behavioral health professionals, other counselors, and helping agencies, as

appropriate. The teams respond to any known or suspected suicide by offering additional suppor

to unit commanders, ensuring that proper guidelines are followed for local media coverage, and
monitoring completion and submission of appropriate reports.

Resiliency Promotion

Chaplains within the Military Services are integrated into Sewice resilency efforts. A few
examples are highlighted bel ow. For instance
and family retreats/workshops, singles programming, Chaplain Gacpisated podcasts on

resiliency topics, and SafeTALK/Applied Side Intervention Skills Training led by chapel

personnel to equip Service members with skills for suicide intervenfiba.Air Force Chaplains
Corps also played a key role in developing th
2019Resilience Tactical Pause, and their Religious Support Teams have begun using virtual

reality technology in deployed settings to help support Service members and provide virtual
connections with family back home. Army chaplains are trained and compe{zadtaral

counselors to enhance broad holistic mental health and wellness skills within our Service members
and their families. As a final example, Navy chaplains work closely with recruits at boot camp
through the Warrior Toughness program to equipo8ailvith resources and resiliency skills even

before they are sent to their first assignment.

Training for Chaplains

All of the Military Services have implemented tQeestionPersuadeRefertraining framework as

part of their suicide prevention effortseémpower Service members and others in the military
community, including chaplains, to act as figa
to ask individuals in trouble if they are suicidal, @odefer the individual to a trained helping
professional. Specifically, chaplains and their assistants receive suicide prevention training, which
includes recognizing potential warning signs, suicidal risk estimation, conducting unit suicide
prevention training, and intervention techniques. Chaplndsreligious support personnel

routinely coordinate with local behavioral health personnel in a multidisciplinary team approach to
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refer individuals in need of clinical care atocensure suicide prevention information provided to
units meets professionavidencebased standards.

To enhance training for chaplains with respect to suicide prevention, the Department implemented
atraining pilotin CY 2016itled, A Tr ai ni ng C h-Bgsddand mtegrated CakeMoi d e n ¢
Promote Suicide Preventionand Meit He al t h. 0O The training ai me
providing care to Service members afeterans with mental health issues and suicidal thoughts.

Based on positive evaluation results, the training is now widely available to DoD and VA
chaplainghrough the Mental Health Integration for Chaplain Services training progfam.

Chaplains are trained on a multitude of topiesluding spirituality and linkages to mental health,
problemsolving, moral injury, resilience, and suicide prevention.

The Unted States Special Operations Command developed a Special OpédraticesSuicide
Prevention Workbook for Chaplains. This workbook is intended to train chaplains on how to
appropriately handle suicidal thoughts and behaviors within this unique corgmtwib other
examplesnclude the Army Chaplain Corps enhances professionalization of the chaplains
through two advanced professional training and certification programs regarding Family Life and
Hospital/Institutional chaplaincy care; and the Air Fatdeplain Corps College began using
augmented reality in the Basic Chaplain Coursestavatars of live actors to simulate working

with distressed Service members.

The Department is also currently piloting or implementing additional initiatives thabdumther
enhance our chaplainsd skillset with respect
currently pilotingCognitive Behavior Strategies for the Prevention of Sui€rdéing, designed

to teach chaplains cognitive behavioral strategies aimed at reducing suicide risk in our Service
members and their families. The Department has also developed and begun disseminating a
Postvention Toolkitor a Military Suicide Los$or DoD postvention providers, including

chaplains, regarding evidenogormed practices for delivery of bereavement and postvention
services to unit members and nektkin who survive a military suicide loss.

The Department is committed to preventing Eld@mong Service members and families by
leveraging valuable resources for spiritual cakéhoughthe Department will continue to train,
educate, and utilize chaplains, discussions about additional ways to integrate chaplains and other
spiritual resoures in suicide prevention efforts continue teelplored.

115 Department of Veterans Affairblental Health and Chaplaincy. (n.dyental halth integration for chaplain services.
https://www.mirecc.va.gov/mentalhealthandchaplaincy/docs/MHICSBrochure2018t019.pdf.
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Appendix E: Program Evaluation

Suicide is a complex anahultifacetedohenomenoithatrequires a comprehensive, holistic

approach to prevention. CollectiveoD policy, programs, anhitiatives are designed to

address various suicide risk and protective factors that have been shown to impact suicide within
our military community. Likewise, our program evaluation efforts must account for such complex
suicide risk and protective facgrexamining the effectiveness of our ongoing suicide prevention
efforts more holistically as a collective system.

To evaluate the effectiveness of the Dspart me
an enterprisavide program evaluation framerk, which integrates the seven broaddevice

informed strategies frol@DC, and is aligned with the 2015 Defense Strategy for Suicide

Prevention goals.

The following table provides examples of baseline metrics for our suicide prevention efforts that
align with proximal outcomes for each of the seven broad stratelyiesludes g&amples of

suicide prevention initiatives underway that align with each strategy and are designed to impact the
proximal outcomes; these illustrative examples are by no na@aeshaustive list.
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Connecting SeverktvidenceInformed Strategies to Proximal Outcomes and Baseline Metrics

7 Evidence
Informed
Strategies

Examples

DoD Initiatives Proximal Outcomes

Strengthen A Financial Alncreased Access 1

Economic Readiness to Financial
Supports Required Support
Common
" .. ADecreased 1
Military Training Financial
A Financial Stressors
Counseling
(Installation and !
Military
OneSource

Example Baseline Metrics

17% ofActive ComponenService memberEl 7% enlisted, 12% officers) reportec
that, compared to 12 months ago, their finargitalation was much worse or
somewhat wors#&?®

14% of Reserve Component Service members (16% enlisted, 12% officers)
reported that, compared to 12 months ago, their financial situation was much
or somewhat worsg’

5% of Active Component Service memisericide decedents ai8o of Active
Component Service members who attempted suicide experienced excessire (
bankruptcywithin 90 days prior to the suicide evétit.

10% of Reserve Component Service member suicide decedents and 12% of
Reserve Componenegf/ice members who attempted suicide experienced
excessive deldr bankruptcywithin 90 days prior to the evehif

Economic and financial strain, when combined with other factors, may increas
i ndi vi dforadicitlesor may mdirectly increase risk by exacerbating relat
physical and mental health concettfs.

116 pepartment of Defens©ffice of People Analyticg2018). 2018 Status of forces survey of active duty members, tabulatiespoinseshttps://dhra.deps.mil/sites/OPA/opa

survey/SitePages/Home.aspx

117 Department of Defens®©ffice of People Analyticg201&). 2018 Status of forcesirvey ofeserve component members, tabulation of respohttps://dhra.deps.mil/sites/OPA/opa

survey/SitePages/Home.aspx

18 Tycker, J., Smolenski, ., & Kennedy, CH. (2019).Department of defense suicide event report: Calendar year 2018 annual reggohological Health Center of Excellence.
https://www.pdhealth.mil/sites/default/files/images/docs/TAB_B_2018 DoDSER_Annual_R&A8#620finaldMAR2020.pdf
H8yrsang R. J, KesslerR. C., Stein M. B., et al. (2016). Risk factors, methods, and timing of suicide attempts among US army shidie. of theAmerican Medical AssociatidPsychiatry 73(7),

741-749.



Connecting SeverktvidenceInformed Strategies to Proximal Outcomes and Baseline Metrics

7 Evidence
Informed
Strategies

Examples

R Proximal Outcomesg Example Baseline Metrics
DoD Initiatives

Strengthen A Resources Exist, Almproved Access AIn the passix months, 16% ofctive ComponenServicemembers talked to a
Access and Asking Can Help to Resources and  counselor (17%nlisted and 12%fficers)11612°

Delivery of (REACH) Care A Active ComponenService members were most likely to report the following as
Suicide Care Training Pilot reasons for not seeking helfith personal problems (e.qg., relationship, financial)

AReduced Barriers loss of privacy/ confidentiality (68% overall, 66% enlisted, 74% officers), fear ¢

A Zero Suicide to Care . ; ~ . )
Pilot being perceived as fibrokeno by chai
Alncreased Help enlisted,73% officers), negative impact to their career (65% overall, 63% enlist
A National Guard ~ Seeking 72% officers), and not knowing who to turn to (50% overall, 51% enlisted, 439
Bureau and VA officers).116
Readjustment
Counseling
Service (RCS)
Vet Center
Initiative
Create A Counselingon  AReduced A Method of death/injury is a proxy for lethalitfthe most common methods of
Protective Access to Lethal Lethality of suicide behavior in Service members were firearms with suicide decedents (6
Environments Means (CALM) Suicidal and 80% for Active and Reserve Component, respectively), and drugs/alcoho
Training Pilot Behavior those who #iempted suicide (60% and 51% for Active and Reserve Componer
. respectively):8
A Social Norms for Alncreased Safe
Safe Firearm StoragePractices A A study examining lethality rates for suicide methods found firearms to be mos
Storage Initiative lethali at 90% lethal followed by hanging (53%and drugs 2%).1?! If access to

the most lethal means of suicide is limited, other means are not substituted,

o L] Lzers therefore the suicide rate may reddég?

Safety Video

120 Note: The Status of forceswsveyfor active duty membermoesnot define counselor, and may include military and civilian, medical ommentical, providers.

121 Conner, A., Azrael, D., & Miller, M(2019). Suicide casfatality rates in the United States, 2007 to 2014: A nationwide populadised studyAnnals of Internal Medicie, 171(2), 885895.

22 0Qwens, D., Horrocks, J., & House, A. (2002). Fatal andfatal repetition of setharm: Systematic reviev@ritish Journal of Psychiatry, 18), 193199,

2Barber, CW., &Miller, M.J. (2014). Reducing a sui ci didelA rgsearcsagendasericart Jownalof PteventivedMiedicind (3)/1826432%2. of s ui
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Connecting SeverktvidenceInformed Strategies to Proximal Outcomes and Baseline Metrics

7 Evidence Examples
Informed ol Proximal Outcomes Example Baseline Metrics
. DoD Initiatives
Strategies

Promote A Peerto-Peer Alncreased A 71% of Service members overall (69%Aaftive Componentind 77% of Reserve

Connectednes:  Support through  Feelings of Component) reported a high sense of connectedness with others (ranging fror
Military Connectedness for junior enlisted to 85% for senior officers}.
B Alncreased Unit A 70% ofActive ComponenService members overall reported strong unit cohesig

A Non-Medical Cohesion (68% enlisted and 78% office) 115

Counseling

Alncreased Morale A 67% ofActive ComponenBervice members reported having at least moderate
morale within their unit (of which, 26% reported having high to very high unit
morale). 64% of enlisted Service members reportechgaati least moderate
morale within their unit (of which, 24% reported having high to very high unit
morale), and 82% of officers reported having at least moderate morale within t
unit (of which, 36% reported having high to very high unit mor&fé).

A 56% of Reserve ComponeBervice membenseported they were satisfied or very|
sati sfi ed wi t hand22eréporteditirey wee seitharosatisfiedenc
dissatisfied; 55% of enlisted Service membeeported they were satisfied or very
sati sfied wi t hand23¥eréportecitimey weie seithaosatiafiedend
dissatisfied; 67% of officers reported they were satisfied or very satisfied with
t hei r unandl®% repoded they everd tieer satisfied nor
dissatisfied).112°

Teach Coping A Rational Alncreased A 16% of Active ComponenService members sought counseling in the giast

and Problem Thinking T Knowledge of months(17% enlisted and 12% officerSf Of those, the top two topics they talke

Solving Skills Emotional Coping and to a counseloabout were coping with stress (77% overall, 77% enlisted, 75%
Regulatiori ProblemSolving officers) and problersolving (53% overall, 55% enlisted, 41% officers)

ProblemSolving  Skills

124 Department of Defense. (2018)efense organizational climate survétps://www.deocs.net/public/index.cfm

125 Note that the Active Component and Reserve Component metrics for unit morale are not comparable as different scaletovassessdtimorale across the Status oféessurveyof reserve
component members and Statusatéssurveyof active dutynembers.

126 Note: The Status of forcesisveyfor active duty members doast define counselor, and may include military and civilian, medical ommestical, providers.
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Connecting SeverktvidenceInformed Strategies to Proximal Outcomes and Baseline Metrics

7 Evidence

Informed Exar_n_plt_es Proximal Outcomes Example Baseline Metrics
. DoD Initiatives
Strategies
(REPS) Training A Decreased A SomeActive ComponenService members reported undesirable coping strategi
Pilot Undesirable when asked how theyould respond ithey felt trapped or stuck in a stressful
Coping situation, including:dealing with the situation on their own (77% overall, 75%
Strategies enlisted, 84% officers), which may include isolating or other negative coping s
A Decreased ignoring @ avoiding the situation (25% overall, 27% enlisted, 20% officers); an
Feelings of using alcohol or drugs to cope (13% overall, 14% enlisted, 9% offic¥rs).

Hopelessness A 9% of Service members overall (10%Axdtive Componenand 7% of Reserve
Component Service members) reported feelings of hopelessness (i.e., that the
future seemed dark; with 11% of juniemlisted and 5% of senior officersy.
Increased positive coping strategyEan help reduce hopelessness.

Identify and A Service Member A Increased A 78% ofActive ComponenService members indicated suicide prevention trainin
Support Gatekeeper and  Knowledge to was at least somewhat helpful (of which, 48% reported it beinghadpyul to
People at Risk  Leadership Identify and extremely helpful) in helping them identify and respond to suicidal behavior in
Interventions Respond to others. 81% of enlisted Service members indicated suicide prevention training
A Social Media At-Ri_sk at least somewhat helpful (of which, 51% reporteql i_t being very helpfpl'to
Training Pilot Individuals extremdy helpful), and68% of officers indicated suicide prevention training was
least somewhat helpful (of which, 36% reported it being very helpful to extrem

Almproved Access
to Resources and
Care

A Cognitive
Behavior
Strategies for
the Prevention of
Suicide Training
Pilot

A National Guard
Bureau Suicide
Prevention and
Readiness
Initiative for the

helpful).116
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Connecting SeverktvidenceInformed Strategies to Proximal Outcomes and Baseline Metrics

7 Evidence
Informed
Strategies

Examples
DoD Initiatives

Proximal Outcomes Example Baseline Metrics

National Guard

(SPRING)
Lessen Harms A Safe Messaging A lmproved A Military suicide news articles from fourth quarter of 2018 were rated based on
and Prevent and Reporting on  Responsible compliant they were with the safe reporting guidelin@s. average, articles
Future Risk Military Suicide Reporting of repoting on military suicide wer&4% compliant with safe reporting guidelin&s.
: DoD Suicide Most of the news articles violated abdive out of 18 guidelines. Guidelines suct
A Postvention o . ’ ; >
Toolkit A Increased Access asprowdlng_help or prevention resourcandeducating the public about suicide
= N, Ay were most likely to be violated.
Care A Media coverage of suicide can negatively impact behdyi@ontributing to

contagion or can positively encourage hedgking?®

127World Health Organization. (2017). Preventing suicide: A resource guide for metiagionals. http://apps.who.int/iris/bitstream/10665/258814/1/\WABD-MER-17.5eng.pdf?ua=1
128Bohannal., & Wang X. (2012).Media guidelines for the responsible reporting of suickdeeview of effectivenes<risis, 33(4),190-198.
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Appendix F: Research Collaborations & Data Sharing

The Department collaborates regularly on efforts, both internally and externally, with other
organizations in order to continually advance our understanding of suicide and our ebiasace
of effective suicide prevention policies and programs. The fallgywages are examples of
research collaborations and data sharing that occurred in CY 2019 across the Department and
beyond. Althoughit is beyond the scope of this report to provide an exhaustive list of
collaborations, we have highlighted in the follogytable a few examples.



Project Description

(not
exhaustive)

0
S
()
2%
E o
G 9
m‘_ﬁ
°
(@)

Across DoD
Other Federal
Agencies
Academia

9 Depatment of Defense
(DOD)129

1 Military Serviced3

9 Department of Veterans

1

1

Executive Order 13861 Pr esi dent 6 s Roadmap
and End a NationalTragedy of Suicide Interagency effort, along witk
state, local, and private sector organizations, to develop and implem
national, comprehensive roadmap to prevent sueidengour Veterans

and all Americans, including our military community Affairs (VA)

Department of Health and
Human Services (HHS)
Department of Labor

(boL) vV |V v Y Y
Department of Education

(DOE)

Department of Homeland
Security (DHS)

Harvard University
University ofOxford
American Foundation for
Suicide Preventio(AFSP)

DoD

Military Services
VA

HHS Vv \% \% V
University of Washington

==

= = =4 =

Executive Order 13822 Supporting Our Veterans During Their
Transition From Uniformed Service to Civilian Life: Interagency
effort to develop and implement a Joint Action Plan to ensesenless
access to mental health care and suicide prevention resources for
transitioning Service members and Veterans during their first year af
retirement or separation from the military

E R I ]

129poD could includehe Defense Suicide Prevention Offi(@SPO) Defense Health AgendPHA), Office of Force Resiliency (OFRDefense Human Resources ActifiyHRA), Uniformed Services
University of Health Scienct&)SUHS) Psychological Heath Center Bkcellence (PHCoEMilitary Community and Family PolicgMCFP), Office of People Analytics (OPARefense Equal
Opportunity Management Institu(@EOMI), and Military Operational Medicine Research Prog(M®MRP), among others.

130 The Military Services mainclude Army, Navy, Marine Corps, Air Force, National Guard, and Reserve components

131 Note: Centers for Disease Cont(@DC) and National Instiites of Health (NIH) fall under HHS.



Project Description

(not
exhaustive)

0
S
()
2%
E o
G 9
m‘_ﬁ
°
(@)

Across DoD

Other Federal

Agencies

Academia

Executive Order 13625 Improving Access to Mental Health Il (el
Services for Veterans, Service Members, and Military Families T VA
Interagency effort tensure that Veterans, Service members, and thei IS . : : \% \% \%
families have access to needed mental health services andtsuppo | T Catholic University
included the development of the National Research Action Plan.
Suicide Prevention Research Impact Network (SPRINT) H SXD
Collaborative network of VA and neiA researchers dedicated to
conducting higkguality, high-priority, and highimpact suicide T HH.S : o v v v
prevention services research. T University of Michigan
The National Action Alliance for Suicide Prevention Brings together I bl
more than 250 national partners from public and private sectors to [
advance the National Strategy for Suicide Prevention, including shar T HH.S .
of the latest research findings and potential research opportunities. | 1 University of Rochester
9 Northwestern University
9 Tragedy Assistance
Program for Survivors v v v
(TAPS)
I KaiserPermanente
9 National Shooting Sports
Foundation
1 RAND Corporation
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Project Description

(not
exhaustive)

0
S
()
2%
E o
G 9
m‘_ﬁ
°
O

Across DoD

Other Federal

Agencies

Academia

DoD and VA with death records acquired by CDC. DoD and VA join
manage access to shilatabase for DoD and VA researchers.

Multiple Universities

DoD/VA Suicide Prevention Conference:DoD and VA host a biennial T DC.).D :
suicide prevention conferenaepresenting the only national conferenc Il WATIETR7 SERE=s
that specifically addresses suicidethie military and Veteran [
populations. The conference provides an opportunity for the public ¢ T HHS
private sectors to share their expertise aathl@bout the latest researcl T AFSP Vv V Vv
and promising practices for preventing suiciaeongour military and T SAMHSA _ »
Veteran communities. T Multiple Universities
1 TAPS
1 Psych Armor
I Give an Hour
Assessing Social and CommunitiEnvironments with National Data % BXD
(ASCEND): ASCEND is a new 2019 Veteran suicide prevention pro
supported by &ederal partner engagement team (National Institute o T HH.S .
Mental HealthCDC, Substance Abuse and Mental Health Services | 1 Military Services
Administration, DSPO, VAand DoD Study to Assess Risk and T University of Michigan
Resilience in Service MembefSTARRS). Goals include establishing| T Harvard University v v Y,
nationally representative survey of Veterans (not just those enrolled
VA), using communitybased participatory methods to engage Vetera
leveragng the surveys as a national surveillance system, and estima;
the impact of social and community risk and protective factors on
Veteran suicidal thoughts and behaviors.
DoD and VA Military Mortality Database: This database is the only I e
existing mortality database that includes all causes of death for 1
individuals with a history of military service, merging existing data frc E RS \% \% \%
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Military Suicide Research Gaps Analysis CY 2012020 A large I el

scale analytic project to identify and prioritize gaps in military suicide iV . . Vv Vv

E—— 9 Multiple Universities

National Institute of Mental Health (NIMH) Suicide Prevention E aﬁg

Database National Action Alliance for Suicide Prevention Research

Prioritization Task Force led by NIMH1 developed a prioritized [

research agenda that aimediaiermine how recently funded U.S. stud T AFSP

(both federally and nefederally funded) could be leveraged. The

Research Prioritization Task Force collected information from Feder: Vv Vv

(including DoD, VA, National Institute of Health, CDC, and others) ar

nonFederal funders to categorize and characterize suicide preventig

research studies and conduct a portfolio and gap analysis. The Res

Prioritization Task Force released a report in 2015 summarizing the

national suicide prevention research effémsn 2008to 2013, with an

updatedanalysis underway.

Study to Assess Risk and Resilience in Service Members T D(.).D .

Longitudinal Study (STARRS-LS): This DoD-funded longitudinal I MRy Seriees

research study is focused on creating practical, actioidbkenation on T HH.S : I

risk reduction and resiliendeuilding for suicide, suicideelated T University of California

behavior, and other mental and behavioral health issues in the milita Sa_n Dle_go . V V V

The study is led by the Uniformed Services University of the Health 1l ST EEi O.f M".:h'gan

9 Harvard Uniersity

Sciences and University of Gfalrnia-San Diego. A Federal Governme
steering committee, made up of DoD, VA, NIMH, and military Servic|

members, oversees the project goals and objectives.
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Project Description

(not
exhaustive)
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Across DoD

Other Federal

Agencies

Academia

county (and the characteristics of decedents in these concentrated g
Identifying areas and localidepopulations with high suicide rates will
help enable the allocation of suicide prevention resources whete ang
whom they are most needed.

Military Suicide Research Consortium (MSRC) This consortium T DC.).D .

integrates and synchronizes DoD and civilian research efforts to IRMilitany=emvices

implement a multidisciplinary research approach to suicide preventic T HHS. : :

The consortium is funded by the Defense Health Program, managed T Flo_nda _State SV v v v
the Military Operational Medicine Research Program, and operated | T University of Denver

Florida State University and the Denver VeterAffairs Medical Center

Military Operational Medicine Research Program Review Panel T Dc_)_D .

Oversees and makes recommendations on planning, programming, | 1 Military Services

execution ofpsychological health research studies, to include suicide AR kel Y

family, resilience, and violence prevention.

National Guard Bureau (NGB) and VA Readjustment Counseling E \'\/ISB

Service (RCS)Vet Center Initiative: Provides greater access to . N

behavioral health and support services for National Guard members I el ey

their families via VA Mobile Vet Centers during drill periods. Numerc Vv
Army National Guard statlevel programs also share data with VA as

partof eitherh ei r Sui ci de Prevention 1T

Governorsé Chall enge, or sui ci |

DoD Suicide Event Report (DoDSERjNational Violent Death T DoD

Reporting System (NVDRS) Database LinkageDaoD is partnering T HH.S : .

with CDC to link NVDRS data on suicide deaths with DoDSER data, T University of Washington

with a key outcome being detailed mapping of suicide deaths by U.S Vv Vv Vv
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Use of Advana Leverage technology platform that houses a collectic Il e
of DoD enterprise data to develop SPRINGboard, which is adiiaten I NS
tool to help National Guard leaders make more informed decisions a \
the health and welbeing of Service members. Advaisan use by other
DoD agencies.
Army National Guard (ARNG) Resilience Program Collaboration T ﬁ;gf}\/lgl)atlonal clane
between ARNG anbefense Health AgencypHA) Army Satellite to 1 DHA Army Satellite Vv Vv Y
examine the effectiveness of the ARNG Resilience Program and its 1 SAMHS Ay
impact on Soldier resilience. ) : .
9 University of Pennsylvanig
Rational Thinking i Emotional Regulationi Problem-Solving T DQ.D :
(REPS) Training Pilot: Piloting an interactive educational program 1 WLDEetRy Sereiess Vv
designedo teach foundational skills to deal with life stress@dyein
oneds military career.
Transition Support: Outreach to Service members transitioning to T D(.).D :
civilian life to promote access to care (e.g., mental hefaiédmcial) and 1 WLDEELR SEreess
encourage helpeeking among Service members and Veterans. s v
Examples are inTransition and Solid Start programs
Counseling on Access to Lethal Means (CALM) Training Pilat T D(.)P ,
Piloting CALM training fornonrmedical military providers, such as 1 WLDEELRy SRreiess
Military and Family Life Counselors and Military OneSource counsel; 1 sl Vv Vv

In Phase 2 of the pilot, training will be extended to other individuals i
the military community, such as chaplains, spouses, amencinity
cownselors.
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retention intention, stress, deployments, financial readiness, and suis
prevention ofActive ComponenService membet

Resources Exist, Asking Can Help (REACH) Training Pilot A pilot T DC.J.D .
barrier reduction trainingesigned to address the most prevalent-help T Mll!tary S ervices
seeking concerns and perceived barriers of Service members (e.g., { | University of Michigan y y
and security clearance loss concerns, loss of privacy/confidentiality,
preference for selfnanagement), and encourage Service membesesak
help early on.
Recognizing the Signs of Intent to Die by Suicide on Social Media T D(.).D .
Training Pilot: Training video that educates Service memberthe T M|I|_tary S ervices
warning signs of suicide on social mediayasl as the constructive stey I WibEsElny off Uizl v i
to take to intervene in a crisis and refer to appropriate care.
Postvention Toolkit: Comprehensive, evidendaeformed guide to T Dc.’.D .
providing postvention services and bereavement support to unit men 1 Wiy Serieas
and nextof-kin who survive military suicide loss. 1 i . \%

9 Tragedy Assistance

Program for Survivors
(TAPS)

Social Norms for Safe Firearm Storage:Effort to develop and pilot T D(.).D ,
firearm safe storage messaging that encourage adoption of firearm ¢ T M|I|_tary S EIVIces Vv Vv
practices among Service members. Il Sl EE o.f Col'orado

1 Rutgers University
Statusof Forces SurveyActive Duty (SOFSA): Quantitative research T D(.).D .
effort focusing on qualityf-life factors, such as overall satisfaction, 1l WALDEELR SEreess Vv
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Status of Forces SurveyReserve (SOFSR): Quantitative research T DC.).D .

effort focusing on qualitpf-life factorssuch as overall satisfaction, Il WAINETR SERE=s Vv
retention intention, stress, deployments, financial readiness, and suis

prevention of Resrve Component Service members.

Defense Equal Opportunity Climate Survey (DEOC$ Quantitative T Dc.’.D .

datathat assess the level of connectedness (a known factor in suicid 1 Military Services Vv
within a military unit to inform strategies for military leaders to increa

connectedness and unit cohesion.

Survey of Personal Firearms Attitudes andPractices Survey to T DQ.D ,

understand beliefs about safe storage practices and attitudes about | 1 WLDEELR) Ser\-/lces. V \%
ownership among Service members. 1 RS LSy

Lethal Means Safety Video Develop educational video that educates T Dc.).D .

Service members and families on the importasfdethal means safety 1 Wy e Y,
storing firearms and medications safely

Longitudinal Study of Suicide Ideationt Longitudinal study to assess T D(.).D .

changes in suicidal ideation, resourassd and the effectiveness of 1 Military Services Vv
those resources in reducing ideation. This is a plannedydaestudy

with funding through Year 2.

Suicide Ideation andCareer Outcomes Study Longitudinal analysis T D(.).D .

of existing survey and administrative data to understand if suicide 1 Wy Seses

ideation and seeking helfavean effect on career outcomesAddtive Vv
ComponenService members. This is a planned, fpear study with

funding through Year 1.
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