FOR OFFICIAL USE ONLY*

(*When completed)
FOR OFFICIAL USE ONLY
OFFICE SYMBOL 

SUBJECT: _____________ Suicide Prevention Action Plan

(office symbol)
This template is provided as an example and offers suggestions for inclusions.  These suggestions are not intended to be exhaustive but are meant as general guidelines. The SPAP should be customized for the particular needs of the individual unit.  
MEMORANDUM FOR SEE DISTRIBUTION
SUBJECT:  US Army __unit name________ Suicide Prevention Action Plan
1. PURPOSE.  This memorandum—
a. Establishes oversight for the _____________ Suicide Prevention Action Plan (SPAP).
b. Provides a basis for modifying and strengthening existing suicide-prevention services and programs.
c. Establishes minimum training requirements.
2. REFERENCES.  (minimum suggested inclusions)
a. Army Campaign Plan for Health Promotion, Risk Reduction and Suicide Prevention (ACPHP), 16 APR 2009
b. AR 600-63, Army Health Promotion, RAR 20 Sep 2009
c. DA pamphlet 600-24, Health Promotion, Risk Reduction, and Suicide Prevention, 17 Dec 2009
d. Army Suicide Prevention Program Guide for Installations and Units, 15 Mar 2008
e. ACE Intervention Card, GTA 12-01-003, May 2008
f. U.S Army Medical Department (AMEDD) Suicide Events Reports (ASER), 10 June 2003
g. AR 600-85, Army Substance Abuse Program, RAR 2 Dec 2009 
h. The Deputy Chief of Staff, Army G1, Home page at (Commander Tool Kit) 
i. others as required
3. EXPLANATION of ABBREVIATIONS. (may provide reference here and information as an appendix)
ACE

Ask, Care, Escort
AMEDD
Army Medical Department
ASAP

Army Substance Abuse Program

ASER

AMEDD Suicide Event Report

ASIST

Applied Suicide Intervention Skills Training

DOD

Department of Defense

DODSER
Department of Defense Suicide Event Report

NCO

Noncommissioned Officer
SPAP

Suicide Prevention Action Plan
(others as required)
4. Policy.

a. General.  (statement of commander’s intent)
(1) Suicide-prevention training. (suggested minimum inclusions)
(a) Commanders will incorporate suicide-prevention education into annual training requirements and ensure compliance.

(b) Training will be allotted no less than one 50-minute block of instruction each year. Mandatory topics will include the following:

1)  Common suicide warning behaviors.
 2)  Installation/local and other resources and how to access them.
3)  Resources during deployment and how to access them.
4)  Causes of stress that are known to lead to suicidal gestures or suicides.
 5)  Resources on Suicide Prevention can be found on The Deputy Chief of Staff, Army G1, Home page at (Commander Tool Kit) http://www.armyg1.army.mil/hR/suicide/commandertoolkit.asp
(c) All Soldiers will be given the ACE (ask, care, escort) suicide-response pocket cards (GTA 12-01-003).
(d) Indicate availability of Applied Suicide Intervention Skills Training (ASIST)  Trainers/Workshops to certify Army leaders at all levels and key personnel (gatekeepers) in suicide prevention and intervention _____________

(e) Indicate specific training requirements appropriate for pre- post- deployment

(f) Indicate specific training requirements appropriate for pre- post- R&R during deployment.
b. (list appropriate) commanders, through their health-promotion and wellness councils, will develop a suicide prevention program based on at least the key activities listed below. Additional activities may be listed as appropriate.
(1) Education. (available resources and plan of distribution/public awareness). 
(2)   Crisis Intervention. (installation/community available resources and how Soldiers are made aware of them)
(3)  Treatment. (list of medical treatment facility (MTF) departments and services and community-and unit-counseling agencies that provide ongoing treatment and how Soldiers are made aware of them.)
(4) Post Suicide-Intervention. (postvention plan to include minimizing risk to others, outreach to affected Families, Soldiers, and units.)
c.  Units. Unit commanders will establish suicide-prevention activities using the following guidelines:

(1) Education. The two approved suicide-prevention training programs are the  ACE program offered through the U.S. Army Public Health Command (Provisional) (formerly the United States Army Center for Health Promotion and Preventive Medicine) at http://phc.amedd.army.mil/default2.asp and Applied Suicide Intervention Skills Training (ASIST) Program offered by the Living Works Education at http://.www.livingworks.net for gatekeepers and other key personnel.
(2) Crisis Intervention.  Maintain a current list of agencies that provide crisis services. Unit commanders should consult with major agencies to become familiar with their services before a time of crisis. 




(3) Treatment. Maintain a current list of treatment services for high-risk or suicidal individuals.   
(4) Post-suicide Intervention. Unit commanders’ will-       
(a) Implement a local post-suicide intervention plan.
(b) Use resources personnel to minimize the disruptive effects of suicide.

5. RESPONSIBILITIES. (Utilize suggestions as appropriate—designate specific responsibilities for all aspects of the plan)
a. Oversight of the SPAP is the responsibility of ___________
b. Commanders will –
(1) Demonstrate sensitivity and responsiveness to the needs of Soldiers, civilians, employees, and family members. 
(2) Become familiar with community agencies and individuals available for providing suicide-prevention activities.
(3) Responsibilities for the commander, IAW with AR 600-63, include the following:

(a) Publish a health promotion policy supporting healthy behaviors and including suicide prevention efforts.  
(b) Insure that Soldiers identified with suicide risk symptoms/behaviors are managed in a consistent manner, are not belittled, humiliated or ostracized by other Soldiers, and are not identified through special markings or clothing.

(c) Promote the battle buddy system for all Soldiers throughout the deployment cycle.

(d) Ensure that Soldiers are treated with dignity and respect and encouraged to seek assistance if they are experiencing challenges or have been identified with suicide risk symptoms.

(e) Ensure that policies are in place for unit watch, weapons profiles, and other unit-related procedures that relate to suicide risk symptoms or suicide-related events.

(f) Refer Soldiers undergoing multiple disciplinary actions and with multiple risk factors present to appropriate support services to mitigate risk.

(g) Ensure that Families, unit members and co-workers who experience loss due to suicide are offered long-term assistance.  See Annex D of DA PAM 600-24 for a list of available resources.

(h) Initiate proactive measures to prevent loss of life with units due to suicide and reduce the impact on survivors if a suicide takes place.

(i) Conduct an AR15-6 investigation of every suicide.
(j) Share information including but not limited to behavioral problems, family/relationship problems, financial problems, and any other information relating to the Soldier’s (or Soldier’s family’s) physical or behavior health on Title-10 Reserve Component Soldier suicides with parent ARNG and USAR component units.

(k) Establish task forces, committees and risk reduction teams to facilitate local health promotion initiatives to reduce high-risk behaviors and build resiliency.

(l) Communicate instructions to all units and organizations to schedule and complete suicide prevention training, for all Soldiers and DA civilians annually.  Monitor and maintain records of compliance with annual training.
c. Chief, Public Affairs Office will – (designate responsibilities as appropriate)
(1)  Public awareness campaigns for suicide prevention.

(2)  The release of suicide data to the media.
d. The Command Chaplain will – (designate responsibilities as appropriate)
(1) Designate a chaplain to serve on the Suicide-Prevention Task Force.

(2) Create a wellness and resiliency plan to promote overall spiritual fitness for Soldiers and Family members.
(3) Use U.S. Army Public Health Command (Provisional) - designed materials and training plans when conducting suicide-prevention training at the unit level.
(4) Conduct training for chaplains, chaplain assistants, and behavioral-health specialist. Topics must include mutual referrals, roles, responsibilities, and functions.
e.  The Provost Marshall will – (designate responsibilities as appropriate)
f.  The Command Surgeon will – (designate responsibilities as appropriate)
g. (continue as appropriate)
6. Program Elements.
a. Education. (suggested possible inclusions—example text provided)
(1) Anyone may come in contact with a person who is a suicide risk. Knowing the stress that places a person at risk and the signs and symptoms of such a person is crucial to suicide prevention. People must know-
(a) Important facts for preventing suicide.

(b) How to identify problems.

(c) How to refer friends and family members to the proper agencies for help.

(2) The following must be trained in suicide prevention and risk identification:
(a) Commanders, other leaders and supervisors.

(b) Professionals (behavioral-health personnel, physicians, chaplains, counselors, and teachers).
(c) Youth activities workers.
(d) Soldiers.
(e) Civilian employees.

(f) Family members (parents, adolescents, and spouses).
(3) Effective stress-management training is of great value in suicide prevention. The following are training opportunities in which effective stress management can be introduced:
(a) Officer and noncommissioned officer (NCO) calls.

(b) Officer, NCO and civilian professional-development classes.
(c) Family member orientation programs. These programs should include information about management and agencies that help deal with stress. 
(d) Command orientation courses.

(e) Family support group meetings.

(f) Unit holiday safety briefings.

(g) Chaplain training conferences.

b. Identification and Crisis Intervention.
(1) Leaders should be trained to recognize the basic symptoms of a serious mood disorders such as depression and substance abuse. The intent is not to train leaders to make a clinical diagnosis, but rather to alert the chain of command of a particular concern, so that the commander can make an informed, “pre-emptive” decision to make a referral to a professional mental health official. In addition, all leaders should be familiar with those stressors and potential suicidal “triggers” and know when one of their Soldiers or civilians are experiencing a crisis and might be at risk.

(2)  MTFs, MTF emergency room, and host-hospital emergency rooms are the primary 24-hour crisis-intervention facilities for most Army installation. Other agencies or individuals providing crisis coverage include chaplains, military police, and individual units. Procedures for continuous crisis intervention services should be well defined in the suicide prevention plan.

(3)  Persons who are new to the unit/installation deserve special assistance in their orientation and in processing. This is an ideal time to evaluate individuals for the presence of suicide risk factors. Medical personnel will screen the medical records of newly arrived Soldiers according to AR 40-66. In processing personnel or medical personnel who detect the presence of suicide risk factors will refer the individual for further evaluation or treatment and will notify the individual’s unit commander. Unit commanders and supervisors should know about suicide risk factors and should be alert to these factors while in processing new arrivals. A strong sponsorship program is an effective tool for identifying persons who may be at high risk of suicide.
(4) Human-service agency personnel should continuously evaluate persons for the presence of suicide risk factors. Human-service agencies will place special emphasis on training programs to identify suicide risk factors and to evaluate suicidal persons. Human-services agencies include the following:

(a) Outpatient Army Substance Abuse program offices (include adolescent substance abuse counseling services offices). Questions about drug and alcohol abuse should be routine when assessing suicide risk factors because substance abuse is often found in crisis situations.

(b) Chaplain offices.

(c) Behavioral-health services offices.
c. Ongoing Monitoring and Long-Term Treatment.

(1) Actively monitoring Soldiers and Family members indentified as suicidal or as being at high risk of suicide is an important part of suicide prevention. Interagency cooperation and communication are key to helping commanders continue to seek assessments and determine the appropriate course of action.
(2)  Long-term suicide prevention for individuals at risk depends upon treatment of the underlying disorder/s (such as depression), and the alteration of conditions that produced the current crisis. Effective treatment depends on the availability of mental health professionals (psychiatrists, psychologists, psychiatric nurses, and social workers) who are properly trained for the population they serve.
d. Post-Suicide Intervention.

(1)  Suicide has a detrimental effect on morale and readiness of military units and other organizations. Leaders and people who knew the suicide victim often experience a great deal of guilt. People in the victim’s unit may ignore or repress these feelings in an attempt to continue “business as usual”. Ignoring guilt delays the healing process and prolongs the effect on unit readiness. Suicide-prevention must have provisions for behavioral-health professionals and chaplains to help unit personnel cope after suicide.
(2) Losing a family member, especially a child, through suicide is perhaps the most difficult form of death for survivors to accept. In addition to grief, families and friends of these suicide victims often experience shame, humiliation, and embarrassment. Other common reactions are fear, denial, anger, or guilt, which produce one of the most difficult crises a family can experience. At such times, the complete resources of the military community must be mobilized to assist the family. Suicide-prevention must have provisions to help Families and organizations (such as schools) experiencing such a loss to the extent permitted by law (such as the Privacy Act) and regulation.

(3) An extensive review of suicide and suicide attempts often reveal risk factors or other circumstances that can aid in ongoing suicide prevention. The (designate responsibility) will conduct standard review of suicides according to AR 40-66 and current policy.

e. Public Affairs.

(1) Sustaining a suicide-prevention program means continuous use of thoughtful, relevant publicity.
(2) Publicity includes publishing a list of local agencies that can assist in crisis intervention. Publicity also includes publishing articles on stress, depression, Family violence, and people who can provide help.

(3) Commanders and their staff must coordinate with behavioral-health professionals to determine the amount and type of publicity needed based on the local-suicide prevention program.
7. PROGRAM COORDINATION. (describe intent and responsibility for program coordination; example provided) Suicide prevention should be a regular topic at each unit health-promotion council meeting or equivalent organization meeting. Topics of discussion will include the following:

a. Coordination of suicide-prevention activities.
b. Review and refinement of local programs

c. Awareness training.
d. Suicide-prevention publicity.
e. Availability of treatment services.
f. Client advocacy and confidentiality.
8. SUICIDE REPORTING.  (describe conditions in which required and responsibility)
a. AR15-6 investigation applicability and conduct
b. Psychological autopsy applicability and conduct, (IAW DA pamphlet 600-24, Health Promotion, Risk Reduction and Suicide Prevention)
9. DOD SUICIDE EVENT REPORT.

a. General.

(1) The Department of Defense Suicide Event Report (DODSER) is not intended to replace the psychological autopsy.
(2) The psychological autopsy will be limited to those cases in which the manner of death is equivocal. For most suicide attempts and suicides in which the manner of self-injurious behavior or death is not in question, DODSER will be appropriate.
(3) The purpose of the DODSER is to provide the Army leaders, policy makers, and the Army Medical Department (AMEDD) standardized data on each suicide for the purpose of suicide-prevention programs, clinical-care improvement, and systemic risk management.

(4) The DODSER may be completed by any credentialed behavioral-health clinician except one who provided treatment to the involved patient or decedent or who personally knew the patient. 
b. Use. 
(1) The DODSER is required when either of the following apply:

(a) A suicide attempt was treated by a behavioral-health clinical provider within 12 months before the attempt.

(b) Successful suicide.

c. Notification. Specify POCs for notification in the event of suicidal behaviors or suicides as appropriate.
d. Report Deadlines. Specify reporting chain and deadlines as appropriate.
10.  POINTS OF CONTACT.  The following are the POCs for this memorandum:
FOR THE COMMANDER:  
Encl
(suggest an appendix SPAP Task List to include the following elements:  (1)Tasks and (2)subtasks appropriate to meet goals and objectives listed in the plan, (3)suspense dates, (4)OPRs for each, and the designated POC responsible for oversight of the plan)
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