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MEMORANDUM FOR SEE DISTRIBUTION

SUBJECT: Army Campaign Plan for Health Promotion, Risk Reduction and Suicide
Prevention (ACPHP)

1. Situation: In calendar year 2008, the Army's confirmed suicide rate reached an all-time
high of 20.2 per 100,000, a measure of tragedy and loss to our Army and Nation that we wiil
simply not allow to continue. The intent of this Campaign Plan is to take a strategic
approach to m~igating suicides and high-risk behavior across the Army. The Army will
employ every available resource, and every member of the Army team, towards promoting
overall Soldier and Family health. This campaign plan wHl emphasize the physical, mental,
and spiritual aspects of health to achieve an immediate and lasting impact. This
comprehensive approach is the optimal means of reversing the increasing occurrence of
suicide among our Soldiers. Simply put. this campaign plan will operationalize my intent to
do everything in our power to reduce the occurrence of suicides in our Army.

2. Mission: The Army Campaign Plan for Health Promotion, Risk Reduction and Suicide
Prevention (ACPHP) is the means by which HQOA and leaders will direct actions necessary
to implement immediate and enduring Policy - DOTMLPF- Resource solutions necessary to
improve and, where necessary, immediately affect Army health promotion, risk reduction,
and suicide prevention-related programs.

3. Execution:

a. VCSA Intent. My intent is to meet the gUidance of the Secretary of the Army and the
Chief of Staff to reduce the Army suicide rate. We will conduct a thorough, comprehensive
analysis of existing health promotion systems and processes to take immediate action to
adapt and improve enduring health promotion, risk reduction, and suicide prevention-related
programs and operations.

b. Methods.

(1) ARSTAF Plan. The Army Suicide Prevention Task Force (ASPTF) and the Army
Suicide Prevention Council (ASPC) are interim HQOA·level organizations chartered under
my authority. These organizations will analyze existing programs and lessons learned;
correct deficiencies; develop and implement immediate Policy - OOTMLPF - Resource
solutions for Soldier and Family heatth promotion, risk reduction, and suicide prevention­
related programs across the Army. The ASPTF and ASPC will transition a holistic and
integrated Army health promotion, risk reduction, and suicide prevention-related program to
the DCS, G1 and coordinating agencies. The process utilized by the ASPTF and the ASPC,
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as described in paragraph 4.8. below, is a modified version of the ARSTAF process,
abbreviated to reflect the urgency and immediacy of this mission.

(2) Commanders' Plan. The second component of this campaign plan is to
promulgate guidance for immediate implementation by Installation, Garrison, and Medical
Treatment Facility (MTF) Commanders. Commanders, please direct your attention to
paragraph 4.b. and Annex 0, Installation, Garrison, and MTF Commander Critical Actions I
Tasks.

C. End State. The suicide rate is reduced through improvements in Army Soldier and
Family health promotion, risk reduction and suicide prevention that result in enhanced
Soldier, Civilian, and Family resiliency and positive life coping skills. The Army has
implemented campaign plan tasks, continues to assess effects, and incorporates lessons
learned into future policy, programs, and initiatives.

4. Concept of Operation:
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Figure 1. Army Suicide Prevention Campaign

"The Army's charter is more ebout holistically improving the physical. mental, and spiritual
health of our SOldiers and their families than solely focusing on suicide prevention. "we do

the first, we ere convinced that the second will happen.•
- Gen Peter W. Chiarelli, VeSA, 29 March 2009

2



DACS
SUBJECT: Anny Campaign Plan for Health Promotion, Risk Reduction and Suicide

Prevention (ACPHP)

a. ARSTAF Plan. The ACPHP formalizes the Anny's commitment to improving Soldier
and Family health promotion, risk reduction, and suicide prevention-related programs. The
ACPHP will document. synchronize, and integrate the efforts of the Army Staff and
coordinating staff, agencies and external partners to implement Policy - DOTMLPF ­
Resource solutions and to assess the effects and incorporate lessons learned into future
policy, programs, and initiatives.

(1) Phasing (Figure 1). ASPTF actions initiated and completed prior to publication of
this Plan are identified as Phase I. Phase II operations are designed to implement the
ACPHP via the ASPC to rapidly develop, obtain VCSA approval, and field out-of-cycle and
programmatic solutions to promote the health of our Anny Soldiers and Families. Phase III
focuses on transilioning and resealing ASPTF roles and responsibilities and integral
processes into the HQDA proponent (DCS, G-1), coordinating staffs (e.g., OTSG, OCCH,
ACSIM, OPMG) and external partners (e.g., Defense Centers of Excellence, Department of
Veterans Affairs (VA), National Institute of Mental Health, Centers for Disease Control).

(a) Phase 1- Production. This phase was initiated with the creation of the ASPTF
on 6 March 2009 and ended with the publication of this Campaign Plan. Operations during
Phase I included approval of the ASPTF charter; VCSA's installation visits and assessment;
Congressional and public engagements; multi-disciplinary analysis and translation of tasks
from findings and lessons learned into a synchronization matrix (Figure 4 and Annex B); and
production of the campaign plan and other "informing~ documents.

(b) Phase 11- Implementation. This phase was initiated with the publication of this
plan. Phase II operations focus on implementation and integration of Policy - DOTMLPF­
Resource solutions by the ASPC (Figure 3). The ASPC synchronizes and integrates all
staff, agency, external partners, and field command efforts. Its primary purpose is to initiate,
implement and approve multi-disciplinary health promotion, risk reduction, and suicide
prevention-related solutions. Its mandate is to expedite solutions from HQDA through
appropriate commands I support lines to the front lines and post, camp, and station, and to
every theater of operation. The ASPC has a secondary role to assist commanders in
implementing Annex 0, Installation, Garrison, and MTF Commanders Critical Actions I
Tasks via policy, program guidance, and resourcing.

(c) Phase 111- ARSTAF Integration. This phase begins the dissolution of the
ASPTF, upon VCSA order, and the transition of the functions of the ASPTF to the DCS, G1
and coordinating staffs. The DCS, G1 retains the Anny Staff lead for all suicide prevention­
related issues to include co-chairing the ASPC to implement and approve multi-disciplinary
health promotion, risk reduction, and suicide prevention-related solutions. All related staff
actions are processed through normal DCS, G1 staffing actions I functions and operational
procedures.

"The Army's charter is more about holistically improving the physical, menial. and spirituat
health of our Soldiers and their families than solely focusing on suicide prevention. If we do

the first, we are convinced that the second will happen."
- Gen PelerW. Chiarelli, VeSA, 29 March 2009
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(2) Measure of Effectiveness. The VCSA determines that adjustments in health
promotion, risk reduction and suicide prevention-related programs are being implemented
throughout the Army as measured by Synchronization Matrix status and follow-up actions
documented in Task Action Plans (see paragraph 4.a.(3)(d) below). Indicators of efficacy
include retirement of critical tasks from the Synchronization Matrix, feedback from the field
Army, and substantial subsuming of Synchronization Matrix management by proponent staff
I agencies. Upon the VeSA determination that these indicators have been satisfied,
transition to Phase III (ARSTAF Integration) will occur. In Phase III the DCS, G1 and
coordinating proponents will monitor completion of all remaining tasks on the
Synchronization Matrix as a routine staff function.

(3) Framework. The oversight, integration and synchronization of tasks required to
implement solutions will utilize the Army functional structure of Policy - DOTMLPF ­
Resources. The Synchronization Matrix (Annex B) will be continually updated to monitor
implementation, ensure synchronization across the Army, and to integrate new findings and
recommendations under the guidance of the ASPC (Figure 3).

I VCSA

Army Suicide Prevention Task Force

Director 11 Deputy "I I XO

Primary Staff I
OTSG II G1 G 3/5/7 MEDCOM I CIDC II OTJAG I
OPMG II ASPP G8

Coordinating Staff I
OACSIM II CSF II ASAP II CHPPM II ABO II G6

OCll I[ IMCOM II OCCH II OCPA I[ OCAR II NGB

SAIG II AFHSC II SPO II DHPW II DHRM I[ SPD

DEDS IFSA(M&RAJ

Figure 2. Army Suicide Prevention Task Force

'The Army's charter is more about holistically improving the physical, mental, and spiritual
health of our Soldiers and their families than solely focusing on suicide prevention. If we do

the first. we are convinced that the second will happen. ~
- Gen Peler W. Chiarelli, VCSA, 29 March 2009
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(a) Army Suicide Prevention Task Force (ASPTF). The ASPTF (Figure 2) is a
HQDA·level interim organization designed to provide immediate, coordinated reporting and
programmatic solutions for my engagement I approval and establish integrated, sustainable
ARSTAF and external agency program participation.

1) Mission: The ASPTF will develop. synchronize, and implement this Plan to
inculcate an enterprise approach to managing the Army's health promotion, risk reduction
and suicide prevention-related policies and programs to reduce suicides and promote more
resilient, trained, and ready forces in support of an era of "persistent engagement." The
ASPTF is intended to encapsulate but expedite the Army staff Policy and DOTMLPF­
Resource process for an immediate impact on suicide reduction.

2) Organization: The ASPTF staff is comprised of two elements, primary staff and
coordinating staff members. representing a comprehensive multi-disciplinary representation
from across the ARSTAF and partner agencies.

a) Primary staff: Primary staff is assigned full-time to the ASPTF, with duties as
specified by Director, ASPTF. The primary staff must have unencumbered access to their
respective staff I agency principals for immediate decision authority to execute ACPHP
actions. Primary staff is responsible for staffing all ACPHP products through their respective
staff I agency for Director, ASPTF or Chairpersons, Army Suicide Prevention Council
(ASPC) approval.

b) Coordinating Staff: Coordinating staff will work from lheir designated offices but
will provide immediate and dedicated support to the ASPTF. The coordinating staff will
attend all meetings and provide all staff functions as required. Coordinating staff must have
unencumbered access to their respective staff I agency principals for immediate decision
authority to execute ACPHP actions. Coordinating staff is responsible for staffing all
ACPHP products through their respective staff I agency for Director, ASPTF or
Chairpersons, ASPC for approval.

(b) Army Suicide Prevention Council (ASPC). During Phase II, the Director, ASPTF
will co-chair a recurring council with the DCS, G-1 that will monitor the execution of all heaith
promotion, risk reduction, and suicide prevention-related program tasks, using the
Synchronization Matrix as the primary tool.

1) ASPC Roles and Responsibilities.

a) Vice Chief of Staff. Approves (based upon the recommendations of the ASPC
Chairpersons) all task status changes and introduction of new tasks. Adjudicates any
unresolved issues with regard to ASPC operations.

-The Army's charter is more about ho/isticaJfy improving the physical, menial, and spiritual
health 01 our Soldiers and thea' families than solely focusing on suicide prevention. "we do

the first, we are COiMnced that the S6COOd win happen.-
- Gen PeterW. Chiarelli, VCSA, 29 Mard12009
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Figure 3. Army Suicide Prevention Council

b) Chairpersons. The ASPC Chairpersons will:

i. Nominate out-of-cycle Policy - DOTMLPF - Resource solutions.
ii. Provide oversight, synchronize efforts and resolve issues.
iii. Identify priorities and establish the ASPC agenda.
iv. Approve the agenda and minutes for each meeting.
v. Recommend status changes, including final disposition of ASPC tasks.
vi. Establish subgroups and assign work to Members to achieve ASPC objectives.
vii. Have tasking authority to assign work to other Army organizations to achieve

ASPC objectives.

c) Council Members. The Council Members of the ASPC are senior representatives
(0-6 or civilian equivalent) from the key staff elements and proponents identified in Figure 3.
Each Council Member may represent multiple accounts or multiple Council Members may
represent a single account, with approval of the Director, ASPTF. Council Members may
provide advice and recommendations on ASPC business; however, only the Chairpersons
have decision authority. Council Members are generally responsible to ensure that tasks

-The Army's chat1er is more about holistically improving the physical. mental. and spiritual
health of our Soldiers and their families than solely focusing on suicide prevention. If we do

the first. we are convinced that the second will happen.·
- Geo PeterW. Chiarelli, VeSA, 29 March 2009
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and other ooordination assigned to their staffs I agencies by the ASPC Chairs are expedited,
completed, and integrated. In addition, Council Members will:

i. Attend scheduled ASPC meetings.
ii. Report on the status of tasks assigned to their area of responsibility.
iii. Propose changes in task status and OPR IOCR assignment.
iv. Propose introduction of new tasks and retirement of completed tasks.

d) Advisory Members. Advisory Members are ARSTAF elements that are invited by
the Chairpersons to provide recommendations and advice regarding ASPC business.
Advisory Members will attend ASPC meetings by invite only.

2) ASPC linkage to ASPTF. Each member of the ASPC is supported by either a
primary or coordinating staff member (acoount holder) on the ASPTF (see Figure 2).
Primary and coordinating staff members are not the staff action officers for execution of the
task; their function is to support the ASPTF and prepare the Council Member for ASPC
meetings. The account holder is responsible for tracking all Synchronization Matrix tasks
assigned to his/her office on the ASPTF Task Action Form (Figure 5) when necessary and
providing the ASPC member regUlar status updates. Preparation of the ASPTF Task Action
Form is discussed in paragraph 4.a.below.

3) ASPC Meetings.

a) Orientation Meeting. The initial meeting of the ASPC will be conducted NET
15 April 2009. The purpose of the initial meeting is to introduce the ASPC process and
protocols and familiarize ASPC members with the Synchronization Matrix and their roles and
responsibilities. I will attend the ASPC Orientation Meeting.

b) Regular Business Meelings. RegUlar business meetings of the ASPC will be
conducted at the discretion of the Director, ASPTF. It is anticipated that the first regUlar
meeting will occur shortly after the Orientation Meeting, with twice-monthly meetings
(normally held on the first and third Wednesdays of each month) thereafter. Regular
meetings will be conducted by a facilitator designated by the Director, ASPTF.

c) Regular business meeting agenda.

i. Roll cail of ASPC members present.
ii. Review of prior ASPC meeting minutes.
iii. Discussion of ASPC due-outs.
iv. Review of open tasks and status change requests.
v. Summary of ASPC co-chair recommendations.
vi. Other items as determined by the Director, ASPTF.

-The Army's charter is more about holistically Improving the physical, mental. and spiritual
heaJrh of our Soldiers and their families than solely focusing 00 suicide prevention. If we do

the rrst. we are ccnvinced that the seoond wi" happen.·
- Gen Peter w. Chiarelli. VCSA. 29 Marctl 2009
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d) Meeting Deliverables. Following each ASPC regular business meeting, the
ASPTF will prepare the following products within three business days:

I. VCSA approval briefing, approved by the ASPC co-ehairs.
ii. Council meeting minutes for all ASPC members.
iiI. Updated Synchronization Matrix, reflecting the proposed status of all tasks, for all

ASPC members.

(c) Policy - DOTMLPF - Resource Overview. A brief synopsis by functional area of
planned or executed adjustments to Army health promotion, risk reduction and suicide
prevention-related programs are provided below.

1) Policy. The ASPC will conduct an analysis of relevant policy, to include both the
Army Regulation 600 series and 40 series, to analyze, integrate and revise program
guidance.

2) Doctrine. The ASPC is engaged in the on..going analysis of programs and
recommendations. Doctrine is being refined by draWing from recent field observations and
lessons learned in order to educate Army Soldiers and leaders on problems and solutions
from current operations. Currently. actions are underway to develop and publish revised
Army health promotion, risk reduction and suicide prevention doctrine. Under ASPC
gUidance, the proponents of related doctrinal products will also ensure appropriate Army
doctrine is revised.

3) Organization. Organization refers to the administrative and functional structures
of the force as well as a culture that contributes to accomplishing the force's mission.
Health promotion, risk reduction and suicide prevention program organizational
recommendations focus on ensuring that behavioral health care providers and suicide
prevention enablers are optimally positioned to implement programs.

4) Training. The Army is actively incorporating health promotion, risk reduction and
suicide prevention training at unit and installation levels. Training programs will be based
upon policy revisions and lessons learned.

5) Materiel. Material solutions that support health promotion, risk reduction and
suicide prevention are focused upon the development of integrated information systems to
provide Commanders, clinicians and preventive personnel a comprehensive overview of our
Soldiers' and Families' wellness.

6) Leaders. Leader development in the area of health promotion, risk reduction and
suicide prevention is crucial in de-stigmatizing the use of behavioral health care services by
our Soldiers and Families and ensuring access to those services.

"The Annis charter is mere about hoIisticBNy improving the physical, mental, and spiritual
health cI our Soldiers and their 'armies than solely focusing on suidde prevention. ff we do

the first, we are convinced that the second wiN happen.-
- Gen Peter W. Chiarelli, VeSA, 29 March 2009
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7) Personnel. Personnel solutions that support health promotion, risk reduction and
suicide prevention are focused upon appropriately staffing the programs and agencies that
support our Families and Soldiers, with focus on behavioral health care providers.

8) Facilities. Facilities solutions that support health promotion, risk reduction and
suicide prevention are focused upon providing sufficient physical infrastructure to ensure
delivery of services (especially confidential counseling services) to our Soldiers and Families
in a convenient and timely manner.

9) Resources. Resource solutions will enable the immediate implementation of
changes to Army health promotion, risk reduction and suicide prevention programs, activities
and initiatives. Such solutions may include expedited funding for personnel or interim
contract solutions.
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Figure 4. Synchronization Matrix Exemplar

"The Army's charter is more about holistically improving the physical, mental, and spiritual
health of our Soldiers and their families Ihan solely fOCUsing on suicide prevention, If we do

the firsl, we are convinced that the second will happen."
- Gen Peter W, Chiarelli, VeSA, 29 March 2009
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(d) Synchronization Matrix (Annex B). All ongoing Policy - DOTMLPF - Resource
solutions developed to improve health promotion and related suicide prevention
programs will populate the Synchronization Matrix. The purpose of this matrix is to
facilitate synchronization and monitor implementation by tracking each task's Office
of Primary Responsibility (OPR), Office of Coordinating Responsibility (OCR),
suspense date and status, and to provide the synchronization or linkage to other
tasks within the matrix. An exemplar of synchronization matrix entries is shown in
Figure 4.

1) The primary fields of the synchronization matrix are:

a) Bin 1#- Policy - DOTMLPF - Resource domain + series number.

b) OPR - Office of Primary Responsibility - the staff office(s) primarily responsible
for preparing and executing the task action pian.

c) OCR - Office of Coordinating Responsibility - the staff office(s) responsible for
proViding input I support to the OPR as reqUired.

d) Task I Suspense - Seif-expianatory.

e) Status - The status of each task is color·coded. The initial status of tasks on the
Synchronization Matrix is Green and the objective is to move each task to Black status.
Task status changes are discussed below. The status codes are:

D•••

• Green - Task is on track to achieve deadlines for completion as defined in
Task Action Plan (TAP).

• Amber - Task is in progress but may not meet deadlines for completion as
defined in TAP.

• Red - Task is impeded from further progress and will not meet deadlines for
completion as defined in TAP.

o Blue - New task to be added to the Synchronization Matrix.
• Black - Task is completed and can be retired from the

Synchronization Matrix.

f) Linkage - Task may be either independently (completion of listed task will result in
completion of other task) or dependently (accomplishment of other task required to
complete listed task) linked to other tasks on the Synchronization Matrix.

2) Monitoring of Task Implementation. The mechanism for monitoring task
implementation is the ASPTF Task Action Form (Figure 5). The Task Action Form proVides
a clear path to task completion by specifying specific sub-tasks with suspense dates and

"The Army's charter is more about holistically improving the physical, mental, and spiritual
health of our Soldiers and their families than solely focusing on suicide prevention. If we do

the first, we are convinced that the second will happen.·
- Gen Peter W. Chiarelli, VCSA, 29 March 2009
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identifying constraints and required follow-up actions. Council Members will utilize the Task
Action Form to brief the ASPC when requesting a task status change or proposing a new
task for addition to the matrix. The Task Action Form is normally not required for tasks that
are on track for completion by the scheduled date (green status); however, the Task Action
Form is required when the Council Member proposes that the task is completed and can be
retired (black status).

I ~" I •~ Topic I .....M.. Com_"" I
P• ..., ASPTF "'F c.nUIIlc:ed medc.la-. (Plnlllly .nd 15!<1Ioy09 Saff~w.m·

~- ceo b.lIl_l'II~.1 lar.lOnt t/'ll'.l >OTsa
Fe 151pO" >OCS,GI

Findi"O' t~s:• .JI:O,' ."I\~:P'tl'iod "I~~'1"II.·1 :I~ '"U1'l)Q .......'ll."" 0"Of._.,. :t~"",=.le..toOO .......:of .....,;;a ".:/\ Olr\lVO"l1

l\'I~"1 ~I" o"'..d ............ "Il1c·.l'II:~-'I:,,:~. "':''':0'11 I ~ ~:) 'do~o, .::... ~"'i". ~~ d~1:O"5 I: :t:x. U"I a~:o: P"=l"o:l.n;c.... '

T:Uk IOuteoml I) 1:4":"<':'1 - ..nl~""':QIp'..... r/c... I· '01 ... .-4"' "':'1a.. :l'Ovc., .I-.:l... etIl1:...utr'oCl"":i ,5._.'.1"""
:;:::::1 5'"0''''-:1<-1 Ol'«'),l ~5l'·':QtIS::):)O:M-~'0':4:"::.' (1."..0.,.:0 O'l""l NQ"'OO'''-'''''' 0'0_' o'Q..u_.. o....~:>""If,'lI
0 , ".. :~ e., 0'0""'" I: ~J~I"":O"lS1'1 ~:Ioil'1 'Y ""I.I~"",:I" 0"0', :l:n~ OI:."Ca,:o SOo:l.ts

OP. SuSptM' kob-Tnk.
':'5"-" 15/.ltyO~ :::..... <:10 ~ ... tl "1.1::$':' S"":1I': V:;S':' lPO":I'IU :ll:":)~:.. :o ':':;'$7':';, AS::::: "C:::f.1I CrlUI '~:I Co"O" CiV

I~I:' I:O~ S~o' :;;::;:1:1 II' O"\(l~ ~; ......etllW\ 1f"l10"I~ 1U:IH:f.ltt'll: :II~ II f~ ....

"'5;0-" '::5 '.lIyO! :lfltll.It-.o 10'\'CS,,:0 J)"O"d. "'IO ........ 'lI'>; "1:""'::0'1111'>:1 e."1y ~I:"-I:,O~I~:l~" :.:0"'O"\t<\:l '11 IlO'lm;s
=-SG I':'W':':I: 1:1-8, '~d '.:o~I:""':I' OIioN

f,r"::C=:t 1.~ :13 C.....IO:) 1":11:'- I ',liO:' ... :~ 5."'O,:::::;:{ (.00'0...... I: <le.t ~I:. C'O~::I -'O ...... 'lI:lOu·..... 0.:.. 'lIe.t....~~~
5::1MO :,. ':":01:":110:

::5-03 1 5." O~ " ....... 1,It:l<:' Po cy:o n~"OO"I.C,:, 1.11-.0 ~....:l""~

Conllulnts:
, :::=:tl ..... 1: ..ll ~ ,..,. 0 lylO ":'~"Il' ....o~. o"O ...<l.., ~:O:""':I'''' :I.".,.. ; 0....:11000) .... "1(:... ~ '>; I~:" III,: .=:t-::.•::
":::=1.1 ......:,..:1"'1 f ..~ :,':0 I "' .. :". 'el'1l ,,-:I',de,::1 :... .,.::0.......... :1 000.1.:0'1 0""" 0"0"'<1 '>; \l........!.~:lO~
-:':":1"'." .....:in et... : ... O--,,·,I\1"::;>'lof ::O"OICIV 5:- e... ""OV>d" :....,..~ """l'~POiY1~I"'" 1:111f~ ..-= 0'11

Follow-up'
--"'-II~ I ".:0"00":10 ..:t.>:-, AS;>O Sy"C.I.It~ (t.>"It.> <:I .....,OUIti...... "C 0i:'.,:.-.' S~C>d.?.....IO::(lI'I Ct.>.'"Ie
-S... or ::O;:{, :O·l,IECC~,.IC::=<J ll.:.': or..f MO........:.:.:> .. "I ~.xllW\et'·:I~. ;.. I:':" I :I ..... ; 1J'l' V::SA $\10:::. P .....~;o .. UO:l ••
'O·'SG ... "".. : ,~.:o :••:~ """ ........11:.0 .... OIS::I..:::e•• ,-..::l ..UllfU .......,

~-, s..c: Jt"'I.r.71 -.. -11':1 Tae A:'::f' -";1-

Figure 5, ASPTF Task Action Fonn.

3) Criteria for Task Status Changes. Council Members will propose task color status
changes (see paragraph (4.a.(3)(d») based on the following criteria:

a) Amber task status will be proposed when a task remains on track tor completion,
but will not be completed by the specified deadline. The ASPTF Task Action Form will be
completed by the OPR with a detailed explanation of the issue and a proposed altemative
deadline tor task completion.

'The Army's charter is more about holistically improving the physical, mental, and spiritual
health ofour Soldiers and their families than solely focusing on suicide prevention. If we do

the first, we are convinced that the second will happen.·
- Gen Peter W, Chiarelli, VCSA. 29 March 2009
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b) Red task status wiil be proposed when a task wiil not be completed. The ASPTF
Task Action Form will be compieted by the OPR with a detailed explanation of the
impediment and proposed altematives.

c) Blue task status will be proposed for new tasks to be introduced to the
synchronization matrix. The ASTPF Task Action Fonn will be completed by the proposed
OPR specifically addressing the requirement for the new task.

d) Black task status will be proposed when all sub-tasks associated with a task have
been completed and the OPR believes the task can be removed (retired) from the
synchronization matrix. The ASPTF Task Action Form will be completed by the OPR
detailing the completion status of the task and all associated 5ubtasks.

b. Commander's Plan.

(1) Commanders, the Army and each of you have an extensive support structure of
health promotion, risk reduction, and suicide prevention-related policies, programs and
resources. We as an Army are working hard to support Soldiers. Civilians. and Families.
As you fully appreciate, our Army is tired and under immense stress as the result of a
protracted conflict and associated OPTEMPO, DEPTEMPO and PERSTEMPO factors.
Under these strains, current efforts are not enough. Many of our Soldiers. Civtlians, and
Families need our immediate help to cope, build resilience and overcome cumulative
stressors, complex medical and behavioral health issues, and subsequent compassion
fatigue among our ~help~ providers.

(2) We recognize that this Army Campaign Plan must encompass much more than
suicide prevention - it is really about the physical, mental, and spiritual health of our
Soldiers, Civilians, and Families. This Plan takes a comprehensive, multi-disciplinary
approach that focuses on all aspects of health and factors in promoting total health across
the Force. It prioritizes, synchronizes, and implements a series of critical tasks that I firmiy
believe will emphasize health as the most critical component in re-energizing Force
readiness and endurance.

(3) This Campaign Plan recognizes about 250 tasks across the Army that must be
executed to achieve this goal; of this total, I have identified actions I tasks at Annex 0 that
must be implemented immediately by you at every camp. post. and station and in every
MTF to:

• Maximize the effects of your Health Promotion, Risk Reduction and Suicide
Prevention-related Programs;

• Optimize your policy, programs, and resources; and

"The Army·s charter is mor6 about holistically improv;ng the physical, mental, and spiritual
heanh of '" Soldiers and their families than solely focusing on suicide prevention. If we do

the first. we are convinced that the second wi" happen.•
- Gen Peter W. Chiarelli, VCSA. 29 March 2009
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• Set conditions for new and supplemental Army programmatic solutions and
resources.

(4) Your caring and compassionate leadership ensures that our Soldiers, Civilians
and Families receive the required front-line prevention and intervention services to reduce,
identify, treat and heal their physical and "unseen" wounds. On behalf of the SA and CSA,
our senior leaders and the Army Staff are working hard to assist you in your efforts to
promote health and reduce risks across our Force. It will take all of us working together to
fully implement this campaign plan; the ASPTF and I stand ready to assist you in
accomplishing this critically important mission.

5. Shaping Operations: The strategy for communicating the Army Health Promotion, Risk
Reduction and Suicide Prevention Campaign Plan is focused on informing, educating and
persuading three critical major audiences: Soldiers and their Families, critical policy and
resource decision makers (Congress) and key media agenda setters (who will shape public
perception). Our purpose is to be effective, persuasive, compelling and consistent in
communicating the circumstance and the content of the plan to our key audiences and
stakeholders. Our communication priorities in order of importance are: 1) inform and
educate Soldiers and Families as to what has happened and action that is being taken; and
2) as appropriate, provide factual, transparent information to key agenda setting media to
make sure that the American public understands that the Army takes the mission of
reducing Soldier suicides seriously and solutions are actively being incorporated into policy,
procedures and training.

a. Execution. We will accomplish this strategy with an active Congressional Engagement
Plan, Command Information Plan and Media I Public Engagement Strategy. See Annex C
(Strategic Communications).

b. End State. Our desired end-state is a common understanding and appreciation that
the Army is taking an active and effective approach to reducing the number of Soldier
suicides.

6. Specified Tasks:

a. Director, Army Suicide Prevention Task Force. During Phase II (as described in
paragraph 4.a. above), the Director, ASPTF will:

(1) Lead the Army effort to monitor and synchronize all Army actions to implement
Policy·DOTMLPF-Resource improvements to Army health promotion, risk reduction and
suicide prevention-related programs.

(2) Coordinate and execute all necessary actions to complete tasks assigned in the
Synchronization Matrix (Annex B), as described in paragraph 4a above.

"The Army's charler is more about holistically improving the physical, mental. and spiritual
health of our Soldiers and their families than solely focusing on suicide prevention. If we do

fhe first, we are convinced that the second will happen.·
• Gen Peter w. Chiarelli, VeSA, 29 March 2009
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b. Deputy Chief of Staff, 8-1.

(1) During Phase II (as described in paragraph 4.a. above), the DCS, 8-1 assists the
Director, ASPTF in monitoring and synchronizing Anny actions to implement Policy­
DOTMLPF - Resource improvements to Army health promotion, risk reduction and suicide
prevention-related programs.

(2) During Phase III <as described in paragraph 4.a. above), assume proponent
responsibility and integrated community leadership for the Anmy health promotion, risk
reduction and suicide prevention-related programs. DeS, G1 will continue to monitor and
synchronize Army actions to implement Policy· DOTMLPF - Resource improvements to
Army health promotion, risk reduction and suicide prevention-related programs.

c. Deputy Chief of Staff, 8-3/5/7.
(1) Assist the Director, ASPTF in monitoring and synchronizing all Anmy actions to

implement Policy - DOTMLPF - Resource decisions to improve health promotion, risk
reduction and suicide prevention-related programs.

(2) Ensure the ACPHP is synched with the Army Campaign Plan.

(3) Coordinate and fonmally task the Field Anmy (ACOM, ASCC, DRU, etc.) with all
appropriate tasks in support of the ACPHP.

(4) Ensure growth validation incorporates new rules of allocation or other
organizational templates.

d. Office of the Chief of Public Affairs. ICW OCll, assist the ASPTF in establishing a
communication planning group to produce a long tenn strategic communication plan that
nests into the long term ACPHP. Establish over-arching messaging for the effort and
provide support to highlight current programs, new initiatives and new policies and
procedures launched as part of the campaign. The communication planning group, chaired
by the subject matter expert lead with appropriate staff in support, will meet on a bi-weekly
basis to maintain Strategic Communication efforts and plan support to operational and
tactical product launches and event support required by the task force.

7. Commander's Critical Information Requirements (CCIR): CCIR will be provided
immediately to the Director, ASPTF (Phase II) or the DCS, 8-1 (Phase III):

a. Any incidents of attempted or suspected suicidal acts by Soldiers.

"The Army's charter is more about holistically improving the physical, mental, and spiritual
health of our Soldiers and their families than solely focusing on suicide prevention. If we do

the first, we are convinced that the second will happen.'
- Gen Peter W. Chiarelli, VCSA, 29 March 2009
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b. Initiation or gUidance to initiate any new suicide prevention-related inspection.
assessment, review or investigation of any Anny organization.

c. Any suicide prevention-related Congressional or media engagement.

~~Ot,..._-_
PETER W. CHIARELLI
GEN, USA
Vice Chief of Staff, Army

ANNEXES:

A - ASPC/ASPTF Membership
B - Synchronization Matrix
C - Strategic Communications Plan
0- Installation, Garrison and MTF Commanders Critical ActionsfTasks

"The Army's charter is more about holistically improving the physical, mental, and spiritual
health of our Soldiers and their famifies than solely focusing on suicide prevention. If we do

the first, we are convinced that the second will happen.·
- Gen Peter W. Chiarelli, veSA, 29 March 2009
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Army Suicide Prevention Council Members

NAME ORGANIZATION EMAIL ADDRESS DUTY TITLE
McFarlina, Les Dr CIV USA HQDA DCS G-1 ACSAP Les.McFarlina(Q)us.armv.mil Director, ACSAP
Lanauirand, Thomas E COL MIL USA HQDA DCS G1 DCSG1 Thomas.La Uir~s.armY. Chief, Cmd Policv, ProQrams
Madden, Kenneth C COL RES USA DCS G-315 DCS G3I5I7 kenneth.madden·r us.armv.mi G3.0DO
Daus, Cliff A Mr CIV USA C10/G~6 DCSG6 Cliff.Daus~us.armY.mil Chief. Data Transform Div
Char, Chet A Mr CIV USA HQDA DCS G~8 DCSGB chet.char@us.armv.mil DA GB. DAPR-DPM
Stramer, Carl W Mr CIV USA HQDA IMCOM IMCOM carl.stramerU'ilus.armv.mil Chief, ASAP
Canestrini, Kenneth G COL MIL USA MEDCOM OTSG MEDCOM kenneth.canestriniCro.US.ARMY. Dir, Tri-Care Services
Jaffin, Jonathan H COL MIL USA MEDCOM OTSG MEDCOM Jonathan.Jaffin@us.armv.mil Dir, Warrior Transition Office
Thede, Erin Ms. CIV NG NGB ARNG NGB erin.thede@us.armv.mil Chief, Soldier and Familv Sot Div
Bullard. Garv COL IOCAR-HRl OCAR laarv.bullard®ocar.armv.oenta Office Chief of Armv Reserves
Reese, Charles COL Mil USA OCCH OCCH charles. reese us.armv.mil Dir, Minitrv Initiatives
Davis, Jenny W l TC Mil USA OCll OCLL enny-davis@us.armY.mil OCll, Proqrams
Dahms, Jonathan A COL Mil USA OCPA OCPA ·onathan.dahms@us.armv.mil OCPA. SAPA-RMD
SWODe. Robin N COL Mil USA OTJAG OTJAG RObin.sw~.armv.mil OTSG. JALS- AD Law
Ritchie, Elsoeth C COL MIL USA MEDCOM OTSG OTSG Elsoeth.Ritchie us.armv.mil Dir. Behavioral Health Prop
Tennison, Charles COL MIL USA OPMG OPMG Charles.Tennison(i21us.army.mil Chief, OPMG PoliCY
Williams, Benny COL DAIG SAIG bennie.williams@us.armv.mil Dir IG Inspection Team
Belcher, Eric R COL MIL USA USACIDC USACIDC EriC.Belcher@us.armv.mil G3. CIDC
Polo, James A. COL MIL USA ASA M&RA ASA M&RAl ·ames.ooloabus.armv.mil Assistant Deoutv for Health Policv
O'Brien, Karen COL MIL USA TRADOC TRADOC karen.obrientfilus.armv.mil Command Suroeon
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Army Suicide Prevention Task Force Primary Staff

NAME EMAIL ADDRESS DUTVTITLE
McGuire. Colleen L BG MIL USA VCSA colleen.mcauire@us.armv.ml1 Director
Richardson. James M COL MIL USA VCSA ·ames.m.richard~n@U9.armv.mil Deoutv Director
Ruth, Leo J LTC MIL USA HQDA VCSA Leo.Ruth@us.arm .mil Executive Officer
Booenhaaen, Carla R LTC MIL USA HQDA VCSA carla.renee.bOQenha en onus.armv.mil OTSG Account Mar
Deloach. Anaelia J SSG MIL USA VCSA DeloachAJ-HQTMP@conus.annv.mil Admin Soecialist
Dixon, Robert M. LTC MIL USA HQOA OCS G·31517 Robert.M.Dixon@us.armv.mll G-3/Sn Account PoAar
Goodson, Mark E CPT MIL USA VCSA mark.aoodson@us.armv.mil aTJAG Account Mar
Gosselin, Chrlstooher R LTC MIL USA HQDA VCSA christooher.aossellntalus.armv.mil G·1 HRM Account Mar
McCollum, Robert S Mr CIV USA HQDA IMCOM robert.s.mcco~ us.arm .mil IMCOM Account r
Morales, Walter a Mr CIV USA HODA DCS G-1 walter.morales us.army.rnll G1, ASPP Account MQr
Schillina, Duane T Mr CIV USA HOOA VCSA duane.schitlinQ@us.armv.mil G·8 Account MQr
Shahbaz, Bruce A Mr elv USA MEDCOM OTSG bruce.shahbaz@us.annv.mil OTSG Account MQr
Soann, John R SA MIL USA VeSA iohn.soann@us.amw.mil TF CID Reoresentative
Svdes. Thomas A LTe MIL USA HQOA DCS G-8 tom.svdes(Q)us.a~mil G-8 Account Mar
West, Michael K Dr elv USA HQDA veSA WestMK-HQTMP conus.arm .mll OTSG Account M r
Richardson. James M eOL MIL USA VCSA ·ames.m.richardson(Q)us.armv.mil DePOtv Director
McGuire, Colleen L BG MIL USA VCSA coUeen.mcaulre@us.armv.mll Director
Nicosia, Donna M Ms elv USA VeSA donna.nicosia@conus.armv.mil ACSAP Account Mar
Bradshaw Marshall 0 MSG MIL NG NGB ARNG marshall.bradsha us.armv.mil ARNG Account M r
Soelaht, Dallas E COL MIL USA OCCH dal1as.sP8k1ht@us.armv.mil OCCH Account MQr
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Annex C (Strategic Communication) to the Army Campaign Plan for Health Promotion,
Risk Reduction and Suicide Prevention

1. General: Implementation of the Army Campaign Plan for Health Promotion, Risk
Reduction and Suicide Prevention (ACPHP) will be supported by a strategic
communication effort to infonn and educate key audiences of the Army's ongoing,
comprehensive approach to health promotion, risk reduction and suicide prevention.
Building on and making connections between existing Army programs related to
preventive medicine, health promotion and resiliency initiatives, the ACPHP strategic
communication effort will focus on highlighting existing programs, and communicating
specific improvements, enduring solutions across the full spectrum of health promotion,
risk reduction and suicide prevention-related programs.

2. Background: In response to increased suicide rates, the Army has established the
Anny Suicide Prevention Task Force (ASPTF), an interim organization focused an
promoting Soldier, Civilian and Family wellness and launched a Health Promotion, Risk
Reduction and Suicide Prevention Campaign plan to better synchronize efforts between
multiple programs focused on care, support, services and Army policy. This annex will
focus strategic communication efforts to increase awareness among Soldiers, Civilians
and Family members of programs I initiatives designed to promote wellness and to
improve the resiliency of our A""y community.

3. Purpose: To info"" and educate key audiences of the campaign plan's mission,
end state and comprehensive actions designed to promote wellness within our Army
community.

4. ACPHP Staff Lead I Primary Audiences:

a. Staff Lead: The ASPTF, an interim HQDA-Ievel organization chartered under
the Vice Chief of Staff of the Army. All other ARSTAF elements are in support.

b. Primary Audiences:

(1) Installation, Garrison and MTF Commanders. Initial effort will focus on
Commander's actions to implement the recommendations and tasks listed in Annex 0
to the ACPHP. We will support Commanders by providing outlets to the community
regarding new and modified programs and initiatives at the installation level.

(2) Soldiers, Civilians and Families. Effort will focus on informing and
educating Soldiers, Families, DA Civilians, and the contracted work. force using a multi­
faceted communication approach incorporating the use of operational channels
(OPORDs, EXORDs, FRAGOs, ALARACTS) and command information, community
relations and social media across the institutional and operational Army (IMCOM,
FORSCOM, MEDCOM, TRADOC, FMWRC, etc.) Tools include VCSA Sends, STAND­
TO, Senior Army Leader's Paper (SALP), AKO, the Army home page and Command
Information (CI) outlets, including Soldier's Magazine, Army News Service (ARNEWS)
and Soldier Radio and TV (SRTV). Additionally, we will pUblicize through these CI
outlets approved updates and revisions to both individual and collective programs and
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services at installations and institutional training in TRADOC schools. PAOs at
garrisonslinstallations and commands affected by these changes I updates I revisions
will submit CI products (broadcast and print) that inform our internal publics on these
changes to ARNEWS and SRTV. Clearance for these will be at the source.

c. Congress: OCll will work with the Staff Lead and SMEs to infonTl and educate
Congress on the comprehensive changes the Army is making across multiple functional
areas in health promotion, risk reduction and suicide prevention. Dell will inform by
electronic IMCs (InfonTlation to Members of Congress), Office Calls, and briefings.
Dell will educate Congress through Congressional participation in Army-level events
and unit activities at Posts, Camps, and Stations. They will assist in witness preparation
for any hearings, Oversight committee briefing (SASC, HASC, SAC-D and HAC-D), and
member inquiries. OCll will work with OCPA to ensure strategic communications,
themes and messages are synchronized.

d. External Media: OCPA will work with the Staff lead and SMEs to schedule
events and products highlighting the comprehensive changes the AnTlY is making
across the Policy - DOTMLPF - Resource domains to address this issue. Reinforcing
key health promotion, risk reduction and suicide prevention themes and messages,
OCPA will engage external media in an effort to increase accurate, balanced and
comprehensive coverage of ASPCP activities.

5. Key Theme t Messages:

AnTlY enduring theme: "Holistically improving the physical, mental, and spiritual
health of our Soldiers and their families"

a. ACPHP messages:

The AnTlY Campaign Plan for Health Promotion will identify and implement
immediate solutions-across the Army-to improve health promotion, risk reduction and
suicide prevention·related programs.

An Army Suicide Prevention Task Force and Army Suicide Prevention Council have
been established to rapidly analyze existing programs and develop solutions to reduce
the rate of AnTlY suicide.

The AnTly Suicide Prevention Task Force and AnTly Suicide Prevention Council will
focus on improving Army health promotion, risk reduction and suicide prevention
programs to improve resiliency and positive life coping skills throughout our Army
community.

b. Army enduring suicide prevention messages:

Suicide Prevention is critical in the Army.
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Suicide prevention is about Soldiers taking care of Soldiers. In the Army, we always
take care of our battle buddies.

Everyone in the Army Family needs to be involved in suicide prevention.

Taking care of our own is part of our cuiture and ethos.

We are committed to decreasing stigma associated with seeking help, to improving
access to care, and to incorporating suicide prevention training into all training
programs

World class training and resources are available to assist Soldiers, Families, and
Army Civilians in suicide prevention.

The loss at an American Soldier's life is a tragedy regardless of the reason.

Our goal is to provide men and women wearing the Army uniform and their Families
the best available support to help them overcome the stresses that society in general,
as well as military service entails.

6. Strategic Communication Event Matrix/Desired Effects:

Date Event Actions Desired Effect
April XX Strategic Distributed in Ensure Army

Communications coordination with leaders/staff/commands
Plan/Public Affairs Campaign Plan execute Task Force!
Guidance Camoaion ouidance.

April XX ARNewsiSTAND- Increase internal
TO/SALP audience awareness of

Task Force/Campaign
Plan mission, end state
and onaoina actions.

April XX Host MHM Media Engage Senior Army Increase public
Roundtable leaders and Task Force awareness of Army

Suicide Campaign Plan
mission, end-state, and
objectives via targeted
local and national media.

April XX Social Media- Outreach to Use social media to
810ggers Roundtable Soldiers/Army increase awareness of

FamiliesNeterans! Army Suicide Campaign
Military bloggers and Plan programs; enhance
TSG 810g public understanding of

Anny Suicide prevention
efforts.
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April XX Command Conduct Interviews with Educate Soldiers, Family
Information senior Army and Suicide members on Army
product(s) prevention, risk Campaign Plan

reduction SMEs initiatives and resources.
April XX External media Release updated Task Educate intemal/external

release(s) Force accomplishments audiences on Army
to targeted external Campaign Plan
media initiatives.

May? Monthly Suicide Data Release GreenTopllMC Inform key audiences of
Release with updated Army current Army suicide

suicide datalfacts data/status of Army
suicide prevention
efforts.

June 11 Monthly Suicide Data Release GreenTop/IMC Inform key audiences of
Release with updated Army current Army suicide

suicide datalfacts datalstatus of Army
suicide prevention
efforts.

July 9 Monthly Suicide Data Release GreenTop/IMC Inform key audiences of
Release with updated Army current Army suicide

suicide datalfacts datalstatus of Army
suicide prevention
efforts.

Aug 13 Monthly Suicide Data Reiease GreenTop/IMC Inform key audiences of
Release with updated Army current Army suicide

suicide dataifacts datalstatus of Army
suicide prevention
efforts.

Sep1 National Suicide Implement Army-wide Decrease Army suicide
Prevention Month communication effort to rate; Inform/educate key

increase effectiveness of audiences of ongoing
suicide prevention Army suicide prevention
programs efforts.
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Sep 10 Monthly Suicide Data Release GreenTop/lMC Inform key audiences of
Release with updated Anny current Army suicide

suicide datatfacts data/status of Anny
suicide prevention
efforts.

Oela Monthly Suicide Data Release GreenTop/lMC Inform key audiences of
Release with updated Anny current Army suicide

suicide datalfacts data/status of Anny
suicide prevention
efforts.

OFFICIAL:

CHIARELLI
GEN
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Annex 0 (Installation, Garrison, and MTF Commander Critical Action I Tasks) to the Army
Campaign Plan for Health Promotion, Risk Reduction, and Suicide Prevention

Installation, Garrison, and Medical Treatment Facility (MTF) Commanders will implement the
following checklist to optimize efforts in support of health promotion, risk reduction, and suicide
prevention-related programs, and set conditions for follow-on Army programmatic change:

1. Program I Service Integration (Community Integration of Health Promotion, Risk
Reduction, and Suicide Prevention-related Programs):

• Do you have a comprehensive, all encompassing health promotion, risk reduction and
suicide prevention-related strategy that links installation I garrison I MTF staffs and
activities and is readily recognized and acknowledged by the unit commanders, Soldiers,
Civilians, and Family members?

• Is your health promotion, risk reduction and suicide prevention-related strategy formally
organized via a published blueprint (wire diagram, etc.) that outlines the interdependent
and dependent relationships of the mUltiple staffs I agencies and programs supporting that
strategy?

• Do you have an aggressive marketing, advertising and outreach plan to heighten Soldier,
Civilian, and Family Member awareness of your health promotion, risk reduction and
suicide prevention-related strategy that clearly depicts staff I agency charters, programs,
services, and other activities?

• Do you have a formal process I system to assess, report, and measure the effectiveness
of your strategy and your marketing I advertisement? Does this process measure
strategic goals, program I service objectives, and customer feedback, with mechanisms to
adjust your strategy based on lessons learned?

• Is there an Installation I Garrison Community Health Promotion Council (CHPC), or similar
body, that meets regularly to integrate all staffs and agencies associated with providing
health promotion, risk reduction and suicide prevention-related programs (e.g., CHPC
coordinator, suicide prevention coordinator, risk reduction coordinator, clinical I non-elinical
ASAP, clinical I non-clinical FAP, ACS IMFLC, FRC, AER, etc.), chaplains, DES, CID,
CAO, oPTMS, primary care coordinator, behavioral health coordinator, SJA, safety, and
MSC CDRs (as appropriate], etc.)?

• Do you have formal charters signed by Installation I Garrison I MTF Commanders for all
health promotion, risk reduction, and suicide prevention-related programs, councils,
committees, task forces, etc.? Do charters clearly outline (at a minimum): (1)
organizational structure; (2) mission; (3) scope and objectives (integration with other
councils I committees) (4) authorities; (5) membership and roles I responsibilities; (6)
meeting schedules; (7) standard products I services; (8) protocols for assessments,
measuring, reporting, and incorporating lessons learned; and (9) marketing I outreach
plan?

• Do you require appropriate senior leadership attendance at meetings of installation I
garrison I MTF health promotion, risk reduction, and suicide prevention programs I
counsels I committees I task forces, etc. to ensure those groups are empowered to make
decisions and allocate resources appropriately?
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• Do your Installation' Garrison staffs' agencies provide you with a comprehensive,
composite report of all Soldier medico-legal actions and trends across the installation'
command (e.g., admin separations; MMRB, MES, PES, disciplinary actions; WTU
referrals; ASAP referrals, etc.) to inform' standardize Soldier medico-legal actions and to
reduce risks associated with policy, program, and process gaps' seams?

• Do your Installation' Garrison staffs' agencies integrate specific Soldier information to
share among ·need-to-know" commanders and "help providers- (e.g., law enforcement;
behavioral health; clinical and non-clinical ASAP and FAP) to integrate Soldier medico­
legal processes (administrative separations; MMRB, MEB, PEB, disciplinary actions; WTU
referrals; etc.)?

• Do your Installation' Garrison staffs' agencies integrate and reconcile common medico­
legal databases (e.g. ACI2, COPS, DAMIS, ACR, etc.) to ensure accurate, timely
information regarding Soldier medico-legal actions?

• Is there a "commander's forum" to share observations' TIPs 'lessons leamed from
suicide events (from successful intervention to events that led to Soldier's death) that
occurred in their commands?

• Do you have a comprehensive process to maximize use of information regarding health
promotion, risk reduction, and suicide prevention (i.e., medico-legal trends across the
installation, specific Soldier information, etc.) during recurring commander reports' briefs
such as staff calls, OTBs, USR briefs, etc.?

• Do you have an MOA in place to allow all primary and behavioral health care providers
(MEDCOM and Corps' DIV , BDE) to be integrated under a central authority (Installation
Commander and MTF Commander) to provide comprehensive, seamless primary I
behavioral health care in MTFs, reduce provider-patient worktoad; and enhance provider
professional development? Does your MOA have a provision to ·surge" medical
capabilities and capacity upon unit redeployment?

• Are redeploying BDE and BN commanders retained for 90-120 days during the reset
phase to ensure leadership continuity and cognizant-mitigation of unit and Soldier
stressors (e.g., complete PDHRA, insulate Soldier teams' networks, complete disciplinary
, separation actions, integrate Soldiers and Families, naturalize health promotion, etc.)?
Are you coordinating directly with HRC' SLD on a case by case basis to provide balance
between late changes of command (25-36 months) and the reset mitigation of high-risk
Soldiers and Families?

• Are redeploying maneuver unit (DIV I BDE , BN) primary care and behavioral health care
personnel retained for 90-120 days during the reset phase (as feasible) to ensure
continuity of care, cognizant-mitigation of unit and Soldier stressors, and sufficient
treatment "handoff" to incoming medical personnel? Are you coordinating directly with
HRC and local MTF commanders to retain or align PROFIS primary care providers with
unit reset plans?

• Are redeploying unit level Soldiers retained for 90-120 days during the reset phase to
ensure team I network continuity and cognizant-mitigation of unit and Soldier stressors
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(e.g., team-based re-integration, team-supported family re~integration, refocus high~

adrenaline behavior, etc.)? Are you coordinating with AG JG1 to centrally manage
retention of the full-spectrum of MOSs?

• Does your installation Jgarrison have regular1y scheduled health promotion, risk reduction,
suicide prevention awareness observance activities (annually, quarter1y, and monthly)?
Are they formally scheduled on the installation Jgarrison calendars and attended by
appropriate senior leaders?

• Do you have a formal system or process to compare and bench your policies, programs,
and services with other like installations to identify and incorporate -best business
practices· (e.g., CHPC or other fonnal council establishes a relationship with other
installation CHPCs)?

2. Specific Programs I Staffs (Health Promotion, Risk Reduction and Suicide Prevention­
related Programs):

• Is there a designated leader (e.g. MTF Commander) in charge of installation Health
Promotion Programs and affiliated services?

• Is there a unit~based behavioral health and comprehensive fitness program with
appropriate designated counselors and clinical supervision?

• Are behavioral health initiatives coordinated with unit chaplains, unit medical personnel,
CSCTs, and MFLCs to deliver health programs, risk reduction, and suicide prevention­
related information and services at the Soldier I unit level?

• Do you have a comprehensive Installation JGarrison strategy [plan] to combat the stigma
associated with Soldiers seeking behavioral health care (e.g., guidance added to leader
and Soldier counseling, leaders attend mass screenings with their Soldiers, incorporate
importance of behavioral health in training guidance and forums, etc.)?

• Are chaplains integrated with behavioral health specialists in units, and with CSCTs and
MFLCs to provide multi-disciplinary support, naturalize referrals, and reduce stigma
associated with help seeking behavior?

• Do you have adequate number of ASAP and FAP staff (clinical and non-clinical) to provide
timely support to Soldiers and Family members? Is there a back-log or waiting list for
services? Are your education and training forums small enough to encourage dialogue J
group participation?

• [s your ASAP staff (clinical and non-clinical) co-located and interact regular1y to share
infonnation on substance abuse cases I trends to better infonn health promotion, risk
reduction and suicide prevention-related programs on the installation?

• Do you periodically and systemically track, monitor and report ASAP JFA? I AFA? and
other program personnel strength I hiring I retention Jqualification I certification issues to
ensure adequate support to commanders?
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• Are commanders directly involved in formulating ASAP treatment plans Jcontracts with
counselors and referred Soldiers to ensure leadership commitment to recovery programs?

• Do you have established procedures for the ADCO to receive information (abstracts)
derived from Centralized Operations Police Suite (COPS) on a recurring basis to maximize
information sharing related to high risk behaviors?

• Are Military Health System personnel providing direct oversight of network: inpatient
detoxification and recovery programs to maintain situational awareness of Soldier
recovery?

• Do you have systems to ensure timely communication among Military Health System
personnel, ASAP, and civilian inpatient Jdetoxification facilities?

• Are civilian inpatient Jdetoxification facilities located physically close enough to your
installation - with enough bed space - to ensure timely transfer of care to those off-post
facilities?

• Are Military and Family life Consultants (MFLC) readily available to Soldiers and Families,
incorporated into commander I unit programs, and fully integrated with other help
providers to ensure seamless coverage between contact and referral?

3. Primary and Behavioral Health Care:

• Are your primary health care and behavioral health care providers consolidated (co­
located) to provide comprehensive medical treatment, share treatment plan information,
and reduce stigma associated with behavioral health?

• Are your Corps JDIV JBDE primary Jbehavioral health providers treating patients in
modern MTFs to ensure that Soldiers receive comprehensive, state-of-the-art medical
health care commensurate with Family medical care (e.g., facility, equipment, and
specialty consultation and services, etc.)?

• Are MTF coordinators linked to Corps JDIV JBCT surgeons to coordinate Jschedule
facility access for patient care lAW the MTF commander's comprehensive medical care
plan?

• Are medical I clinic operating hours convenient for Soldier I Family care access and
maximum facility usage? Is there sufficient clinical and support staff to operate expanded
hours; and have you considered hiring part time employees and RC prov.iders to expand
operating hours?

• Does your MTF have a quality assurance process by which ~at risk medication"
prescriptions are tracked and peer reviewed? "At risk medication" prescribing would
include (label or off label use) drug combinations comprised of three or more of the
following: Opioid Narcotics, Anxiolytics, Antipsychotics, Sedative-hypnotics, mood
stabilizers, and anti-convulsants.
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• Does the Behavioral Health Department provide psychotherapy for Soldiers being
prescribed multiple psychotropic medications as deemed appropriate?

• 00 you have a comprehensive attemative pain management approach for Soldiers coping
with chronic pain to reduce the dependency on Opioid Narcotics (e.g., attemative
treatment modalities for pain such as spinal cord stimulation, acupuncture services, and
biofeedback, etc)?

• Does your installation have an SRP screening process that uses a face-to-face interview
with either a behavioral heatth specialist or primary care specialist with behavioral heatth
specialists as back-up?

• Has the installation implemented a coordinated program of periodic screening, triage, and
multidisciplinary treatment to support Soldiers and their Families? Have on-line programs
been implemented to increase screening rates and improve efficiency (i.e., Automated
Behavioral Health Clinic)?

• 00 you have systems I processes to leverage medical screening information (e.g., PHA,
POHA, PORHA, screenings for TBI and PTSO, etc.) to notify commanders of Soldier
compliance and risk fadors revealed by that information; and for appropriate referrals and
subsequent treatment plans?

• Is there a Mmedical care provider forumMto increase collaboration or improve identification
of at-risk Soldiers and Families to maximize their care and enhance general suicide
prevention measures?

• Is there a holistic and comprehensive case management system to synchronize individual
I family case file management to integrate and coordinate a treatment plan that is all
inclusive (e.g. primary health care, behavioral health care, substance abuse, family
advocacy) to ensure the effort is simultaneously coordinated among all care providers?

• Does your PTSO I mTBI program fully utilize opportunities for collateral contacts with
spouses and other family members to assess and validate symptoms associated with
PTSDfmTBI?

• Does your PTSO I mTSI program fully utilize opportunities for individual and family
psychotherapy to assist with resolution of symptoms and improve coping and subsequent
recovery?

• Does your PTSO , mTSI program utilize neuropsychological' psychological assessment to
validate complaints and symptoms, quantify deficits prior to developing a plan of treatment
and again after treatment to assist with determination of return to duty or referral to MES?

• 00 your Review of Care meetings include all providers involved in the care of an individual
Soldier?

• Does your PTSO 'mTSI program utilize Rehabilitation Psychologists as treatment
providers?
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4. Family I Friand. Participation:

• Do you have a means to connect Soldier Families (e.g., spouse, children, parents) and, in
particular, single-Soldier Families (e.g., parents, fiance, and children) with commanders
and their programs?

• Do you include Soldier Families (e.g., spouse, fiance, children, and parents) in re­
integration training?

• Has the Senior Commander implemented a program to actively engage leaders and their
spouses' fiances' parents in support of a comprehensive, health promotion, risk
reduction, overall fitness plan to strengthen relationships and support networks?

• Have you reviewed the OPTEMPO of the units assigned to the installation to sync'
implement Soldier and Family resiliency-focused programs to improve total family wallness
I quality of life?

• Are training and retreat programs, which are intended to improve resiliency (i.e., Strong
Bonds, Battle Mind, ASIST, etc.), adequately funded to allow maximum participation? Is
there a backlog or wait tist? Are additional resources required? If so, do you have a plan
to address those needs?

5. Warrior Transition Units:

• Do you have policies and programs at your WTU to monitor and optimize Soldier return to
duty?

• Do you have a system' criteria to vet each Soldier recommended for assignment to the
WTU to ensure that Soldiers remain with their units I teams as appropriate, and that only
Soldiers who clearly require WTU-Ievel management are assigned to the WTU lAW or
supplemental to FRAGO 3?

• Does the Installation I wru have clear policy and criteria for nominating and vetting WTU
cadre to ensure that only Officers and NCOs who have demonstrated success in prior
equivalent-level leadership roles be assigned to WTU leader positions?

• Do your WTUs track and report phannaceutical usage to Senior Command leadership?

• Are Opioid narcotic prescriptions in the WTU , WTB limited to 7 days (with commander's
authority to exempt on an individual basis)?

6. Reducing High·rlsk Behavior:

• Do you encourage subordinate commanders at all levels to comply with regulatory
guidance to initiate or process administratively separate Soldiers for misconduct to include
serious drug' alcohol or multiple drug , alcohol incidents?

• Has the installation implemented policies and programs to identify and assist Soldiers who
enlist with waivers or significant pre-existing conditions?
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• 00 your commanders refer Soldiers to ASAP Yr'ho have either a positive urinalysis or a
drug I alcohol related incident lAW AR 6Q0-85?

• 00 Soldiers receive an individual comprehensive evaluation within 12 working days of
being referred to ASAP counselors lAW AR6D0-85?

• Are ASAP timelines (referrals and ASAP intervention) reported to the Senior Commander?

• Do you offer installation MWR adventure-type activity programs to Soldiers to divert I
reduce Soldier combat-related adrenaline-rush that leads to inappropriate high risk I
adrenaline seeking activities?

7. Education I Training [Health Promotion, Risk Reduction and Suicide Prevention-related
Programs]:

• Does the Installation have a program for redeploying battalion and company commanders
to provide refresher training on Soldier-specific administrative and medico-legal
requirements to reduce high-risk populations (e.g., administrative separations;
commander's disciplinary reports; UCMJ, MMRS, MES, and PES processes)?

• Do you have a program to provide refresher training for incoming commanders and rear­
DEl commanders on policies and processes associated with disciplinary actions,
disciplinary action reporting, administrative separation, and medical board processes I
options? (Many commanders have only known multiple deployments and have little I no
experience on ·institutional roles and responsibilities· such as administrative, disciplinary,
and accountability policies I processes.)

• Have local Company Commander and First Sergeant's Course Programs of Instruction
regarding suicide prevention been updated to include the importance of developing
positive life coping skills in their Soldiers?

• Does the Instailation Chaplain have opportunities for (a) in-service training on counseling
skills or (b) external training I certification (e.g., professional courses, fellowships,
internships, exchanges. etc.) that focus on comprehensive wallness, behavioral health
referral consultations, and integration within the behavioral health community including
behavioral health providers, CSCTs, ASAP I AFAP, MFLCs, etc.?

• Is the Installation Suicide Prevention Program Manager tracking the number of Applied
Suicide Intervention Skills Training (ASIST) Trainers and ASIST-tevel Crisis Intervention
trained personnel on post?

• Does the Installation have at least two (2) ASIST qualmed trainers that can sponsor the
2.oay ASIST wor1<shop?

• Does the Installation have at least one (1) ASIST-trained personnel at each community
support agency (e.g., SJA, MP, ACS, etc.)?

• Have you incorporated the Army Suicide Stand-down and Prevention training (e.g.,
Beyond the Front, ACE, etc.) for retraining I refresher training this fiscai year? For
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instance, Beyond the Front could be utilized in smaller forums, under new group
dynamics, with changed interactive options' outcomes, with Families, or aggregated with
other products' forums.

8. Medico-legal and Command Systems:

• Do you have a reporting' tracking system to monitor compliance with regulatory guidance
on administrative separations of Soldiers for misconduct, to include serious drug' alcohol
or multiple drug I alcohol incidents and other serious criminal activity?

• 00 unit commanders, medical health providers, ASAP' FAP clinicians and non-clinician
personnel have a composite picture of high-risk Soldiers to sync medico-legal actions for
Soldiers who commit multiple criminal' substance abuse events, prevent recidivism, and
reduce high-risk Soldier populations?

• Do your medical board policies permit unit commanders to refer a Soldier to the MMRB
after a MEB , PEB determination to retain an MOS-limited Soldier; extend the deadlines
for MEB processing to complete the board with a single series of medical consults;
authorize resumption of MEB processing for expired cases with only a file review as an
option to expedite the case; and ensure adequate number of medical 'legal personnel to
expedite backlogs' surges for MEB , PEB services for pre- and post-deployment?

• Do unit commanders and Soldiers receive timely adjudication of disability status, fitness
for MOS, and fitness for duty as a result of MMRB JMEB J PES?

• Are procedures' policies in place for commanders to respond to Soldiers who refuse
treatment aagainst medical advice (AMAr?

• Is there a method for tracking at risk Soldiers due to intra-post transfers between activities,
units and tenants?

• Are Commanders incorporating the importance of Soldier, Civilian, and Family physical
and mental health in all initial and subsequent performance counseling to enhance
program and service awareness and reduce stigma associated with help seeking
behavior?

9. Postvention and Investigations:

• Is your Quality Improvement' Quality Assessment Program performing root cause
analysis on all deaths that occur within 31 days of last scheduled appointment?

• Are there procedures in place for commanders to participate with the CAO to meet and
talk with the family (spouse, parent, fiance, etc.) in an incident related to suicide?

• Do you have a Suicide Response Team (team of experts) to immediately assist
commanders in coordinating and integrating "postvention" activities in the event of a
completed I attempted suicide?

• Are commanders appointing an AR 15-6 investigation for suicide or suspected suicide to
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provide a comprehensive review of all possible causes: mental 1physical illness, financial
problems, failed relationships, other cumulative stress factors, bigger events, etc., to
inform current and improve More programs and services?

• Are AR 15-8 investigations deliberataly scoped and appropriately timed to ensure effedive
coordination with CID and MTF personnel conduding official, ongoing postvention
activities (e.g., investigation, coordination of autopsy, ongoing toxicology and forensic
examinations, etc.)? Are your 15-6 investigative officers coordinating with the CID Special
Agent in Charge and the MTF DODSER Coordinator to synchronize efforts and ensure an
accurate, inClusive, and synergistic 15·6 investigation?

• Is CID coordinating with specific commanders regarding equivocal death investigations to
ensure commanders take appropriate, timely actions (AR 15-6, LOD, etc,) in the event that
the equivocal death is determined to be a suicide? Are you tracking general trends for all
equivocal deaths resulting from high·risk behavior to inform current and improve Mure
programs and services?

• Are Une of Duty Determinations (LOOs) being performed in all deaths and injuries arising
from suicide-related events (equivocal deaths, attempts, and gestures, etc.)?

• Are post·suicide LOD investigators coordinating and communicating with an appropriate
MTF behavioral health officer to obtain an opinion from that officer regarding whether the
Soldier who died of suicide was "mentally sound- at the time of the suicide incident?

• Are Soldiers receiving instruction that dependents of active duty Soldiers generally will not
receive Dependency and Indemnity Compensation (OIC) benefits from VA in the event of
suicide?

• Has your Medical Treatment Facility migrated from the Army Suicide Event Reporting
(ASER) system to the 000 Suicide Event Reporting system (DoDSER) for reporting
suicide~reratedevent data? If not, have you taken all steps necessary to expedite that
migration?

• Is your Medical Treatment Facility working with CIO, Fatality Review Board, and AR 15-61
LOD investigator to ensure timely and accurate reporting of suicide-related event data on
DoDSER?

D-9


