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SUBJECT:  Army Suicide Prevention Campaign Plan Summary

1.  Purpose.  To provide information concerning the new Army Suicide Prevention Campaign Plan.

2.  Facts.

     a.  Introduction.  Suicide rates within the U.S. Army have increased 38% from 1997-1999, causing the Army Chief of Staff to direct a complete review of the Army Suicide Prevention Program (ASPP).  DCSPER assumed the lead and working with representatives from the Army Surgeon General’s Office, psychiatrists and psychologists from Walter Reed Army Hospital, the U.S. Army Center for Health Promotion and Preventive Medicine (USACHPPM) and the Chief of Chaplains Office, has developed a new suicide prevention campaign plan to minimize suicide behavior within the U.S. Army.  The plan was briefed to the VCSA on 30 August 2000, to the SMA on 30 October 2000 and to the CSA on 8 November 2000.  

     b.  Summary.  The new ASPP marks a significant departure from the previous model in that it recognizes that the majority of all suicides are due to some form of psychiatric disorder, which frequently manifests itself in chronic depression and/or substance abuse.  The previous model was based primarily upon stress reduction.  The new model has four major components with the emphasis on preventive measures (identifying high-risk individuals, educating leaders in recognizing warning signs and avoidance of stress-inducing behaviors).  The goal of the preventive measures is to equip individuals with the tools required to constructively handle life’s crises.  The second component recognizes that despite all potential preventive measures, some soldiers will have difficulty handling a particular crisis.  At this point, our model switches to intervention measures.  The goal of intervention is to recognize when these individuals are at risk and provide them the professional assistance/counseling they require before the crisis becomes unbearable.  The third major component of the model is  properly “secure” those individuals who have been identified at risk for suicidal behavior.  The goal is to protect the individual from harm, allow a mental health provider to diagnose the possibility of rehabilitation with a recommendation on whether or not to separate them from active service.  The fourth major component of the model recognizes the importance of a commander led effort that is integrated throughout the installation and synchronized with existing unit and community support agencies. 

     c.  Focus of the New ASPP.  A comparison of the new model and the existing ASPP revealed deficiencies in four major areas: Developing life-coping skills, reducing the perceived stigma in seeking mental health counseling, raising awareness and maintaining constant vigilance against suicide behaviors, and the integration and synchronization of unit and community programs.  A study of the suicide demographics from 1999 reveal a bimodal distribution where although there are more younger soldiers (17-25 years of age) committing suicide, a higher proportion of older soldiers (over 40) are committing suicide.  A psychological autopsy review indicates the younger cohort’s suicides are most often attributable to an act of impulsiveness or poor life-coping skills.  The fact is that soldiers enter the service with varying degrees of constructive life-coping skills or resilience due to varying degrees of individual genetic vulnerability, coupled with their developmental history.  The older cohort’s suicides are often the result from difficulties in facing major life transitions or mood disorder and/or substance abuse.  These individuals should receive professional psychiatric treatment, but often refuse to self-initiated help because of perceived stigmas attached toward seeking mental health counseling.      

     d.  Education.  To maintain constant vigilance, we have targeted specific education requirements for five different tiers.  The first tier of education is received by all soldiers and DA civilians, and identifies suicide risk warning signs and information on available unit and community support agencies.  The second tier is in addition to the individual training and is targeted at the NCO’s and officers.  This tier receives training on the new ASPP, the importance of total individual well-being, and encouragement of help-seeking behavior.  The third tier is targeted at the installation gatekeepers (those individuals who typically come in contact with soldiers at risk).  Their training includes proper suicide risk assessment and protection of persons at risk until they receive professional assistance.  Also included is training on when/how to interact with other support agencies to share information and keep the chain-of-command informed.  Unit Ministry Teams will also receive specialized training in crisis intervention and family life advocacy and life-skill training.  The fifth tier targets mental health care providers who receive very specialized tertiary care prevention training and advanced screening techniques.  

Some new initiatives include the production of a new video training facilitator kit, and an Army suicide prevention web-site and the implementation of a systemic suicide surveillance program.  Once the Army Suicide Prevention Campaign Plan document has been approved, the document will be released with an CSA  endorsement.  

     e.  Checklists for All Soldiers.

· Know suicidal warning signs and the leading reasons for suicides.  Remain vigilant!    

· Take immediate action when suspecting someone is suicidal or if someone admits that they are contemplating suicide.

     f.  Checklist for First Line Supervisors/Leaders.  

· Get to know your soldiers so that you can recognize and even anticipate possible disorder before it becomes a crisis.  

· Assess each of your soldier’s life-coping skills.  Seek opportunities to positively influence your solder’s behavior.  

· Ensure all of your soldiers are properly trained in suicide awareness.

· Create an atmosphere of inclusion for all.  Never ostracize any of your soldiers, regardless of their actions.   

· Foster an atmosphere that encourages help-seeking behavior as a sign of individual strength and maturity.

g. Checklist for Senior NCO’s

· Assist unit commanders in the compliance of the new ASPP.
· Sponsor NCOPD’s that focus on aspects of mental health, developing life-coping skills in the younger soldiers and reducing stigma to help-seeking behavior.
· Working with the UMT’s, ensure suicide prevention/awareness training is conducted to standard and at least on a annual basis or more frequently as circumstances warrant.
· Understand the suicidal demographics and potential warning signs to assist in identifying those soldiers who might be or become at risk for suicidal behavior.
· Understand those potential suicidal “triggers” (such as relationship problems, financial difficulties, pending UCMJ or other legal action, being passed over for promotion or advance schooling) to anticipate those individuals who might be at risk or undergoing significant crises. 
· Develop the junior NCO’s as “life mentors” or role models for the younger, less mature soldiers.
     h.  Checklist for Commanders

· Ultimately responsible for the welfare of your solders, including mental wellness.  

· Conduct at a minimum, annual suicide prevention training for all of your soldiers.  

· Offer suicide prevention/awareness training for all spouses.

· Ensure all newly assigned soldiers are aware of the location and protocols for utilizing installation support agencies.

· Conduct at a minimum, biannual OPD/NCOPD’s for your unit that focuses on some aspect of mental wellness.  

· Ensure that your UMT’s are trained in suicide prevention/awareness at the Menninger Clinic in Topeka, Kansas and have also undergone Applied Suicide Intervention Skills Training so that they can properly assess suicidal risk and provide basic “1st Aid” for suicidal intervention until the person at risk can be properly safeguarded and referred to a professional mental health care provider.

· Promote help-seeking behavior as a sign of strength.  Working with the mental health provider, respect solder/counselor confidentiality when the soldier’s mental health is not in question and when the soldier is not a threat to himself, threat to others, or if they are unable to perform their prescribed duties.

· Develop well-defined procedures for registering and storing privately own weapons.  Ensure procedures are in place that denies access to firearms during times of suicidal watch.

· Ensure any Guard Members or Reservists attached to your unit for deployment have received proper suicidal prevention training and screening prior to deployment.  

· Ensure there are “family reunion” seminars for both soldiers and family members to assist in the successful integration of the soldier back into their family following an extended deployment.  

i.  Checklist for Unit Ministry Teams (UMT’s)

· Become ASIST T-2 Qualified

· Attend formal suicide prevention/awareness training hosted by the Chief of Chaplains (currently hosted by the Menninger Clinic in Topeka, Kansas)

· Download the USACHPPM Resource Manual for Suicide Prevention.  Prepare suicide prevention/awareness training for “all ranks,” OPD’s and NCOPD’s and spouses.

· Keep your commander informed on current suicide demographics.  Explain those identified as “high” risk categories – such as those who are experiencing relationship problems, financial difficulties or pending UCMJ or other legal action.
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