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Suicides dog US troops in Iraq
by Benjamin Duncan in Washington, DC
Tuesday 08 December 2003 3:12 AM GMT

Of the more than 450 US fatalities since the beginning of the war |
in Iraq, 20 have reportedly been suicides, or “self-inflicted™
deaths, as the military prefers to call them.

While officials at the Pentagon say they are looking at these cases |
seriously, there is no evidence yet to suggest that the stress,

fatigue and uncertainty associated with combat environments
such as Irag contribute to an abnormally high rate of suicides,

health experts say. o e

Depression seems to be the cause

Even so, the United States Army considered the situation SEihGLESHic es orhony Haops

disturbing enough to send Lt Col Jerry Swanner, its suicide-
prevention programme manager to Iraq in late September as part of a 12-person Mental Health
Advisory Team.

The group was to study the effects of combat stress and extended deployments on US troops.
Findings from the study are yet to be released.

Virginia Stephanakis, a spokeswoman for the Office of the Army Surgeon-General and the Army
Medical Command, said the issue of military suicides in Irag was a matter of concern, but it
“was not the primary reason” the advisory team was dispatched.

Problem
“It's always looked at as a problem,” Stephanakis said. “"Even if it's just one, it's one too many.”

The precise number of troops who have taken their own lives has not even been determined,
with some ambiguous cases still under review.

“We have some deaths that we're not sure what the problem was,” |
Stephanakis said.

Of the 20 individuals who have committed suicide thus far, 18
were army soldiers and two were Marines, according to
representatives from each branch.

With roughly 130,000 US troops stationed in Iraqg, there was a
likelihood of at least a few suicides, said Dr Thomas Hicklin, an
assistant professor of psychiatry at the University of Southern
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Risk of suicide and related adverse outcomes after exposure to a

suicide prevention programme in the US Air Force: cohort study
Kerry L Knox, David A Litts, G Wayne Talcott, Jill Catalano Feig, Eric D Caine

Abstract

Objective To evaluate the impact of the US Air Force suicide
prevention programme on risk of suicide and other outcomes
that share underlying risk factors.

Design Cohort smdy with quasi-experimental design and
analysis of cohorts before (1990-6) and after (1997-2002) the
intervention.

Participants 5 260 292 US Air Force personnel (around 84%
were men).

Intervention A multilayered intervention targeted at reducing
risk factors and enhancing factors considered protective, The
intervention consisted of removing the stigma of seeking help
for a mental health or psychosocial problem, enhancing
understanding of mental health, and changing policies and
social norms,

Main outcome measures Relative risk reductions (the
prevented fraction) for suicide and other outcomes
hypothesised to be sensitive to broadly based community
prevention efforts, (family violence, accidental death, homicide).
Additional outcomes not exclusively associated with suicide were
included because of the comprehensiveness of the programme.
Results Implementation of the programme was associated with
a sustained decline in the rate of suicide and other adverse
outcomes. A 33% relative risk reduction was observed for
suicide after the intervention; reductions for other outcomes
ranged from 18-54%.

Conclusion A systemic intervention aimed at changing social
norms about seeking help and incorporating training in suicide
prevention has a considerable impact on promotion of mental
health. The impact on adverse outcomes in addition to suicide
strengthens the concdusion that the programme was
responsible for these reductions in risk,

end of a long road of personal suffering in which multiple indi-
cators of vulnerability pointed to the need for help. They
reasoned that this extended period of distress also offered an
opportunity for preventive intervention. From their perspective,
a responsible suicide prevention programme had to deal with
the entire range of afflictions experienced by individuals,
families, and their communities,

While many individuals have risk factors, only a few will ever
attempt suicide. However, many exhibit decreased functioning,
contributing to lost workdays, reduced productivity, great
personal suffering, and substantial family distress. The
uniqueness of the continuing programme has been its emphasis
on early prevention, by intervening at the first signs of dysfunc-
tion or distress before the risk of suicide is imminent, while at the
same time enhancing the detection and treatment of those at
increased danger of taking their own lives. Karly population
based intervention to prevent suicide has been relatively uncom-
mon. This may be partly due to the pervasive stigma in many
cultures surrounding psychosocial or mental health problems,
which deters individuals from seeking help.”” These effects are
compounded by poor understanding of mental health, defined
as “knowledge and beliefs about mental disorders which aid their
recognition, management or prevention.”” Fundamental to the
approach taken by the Air Force was the understanding that only
through reducing stigma could its community save lives,

During 1995 there were limited prevention efforts in selected
groups of the Air Force and the suicide rate remained unaccept-
ably high. In 1996, the Air Force implemented a population based
preventlon programime, ]nvolv]ng cotnmunity agenc:les ]IlSlde
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Suicide
Objectives

* Definitions

* Prediction versus risk reduction
* Epidemiology

* Risk factors

* Assoclated mental ilinesses

* |Intervention

»

DEPLOYMENT HEAITH CLINICAL CENTER



Definition & Phenomenology (ff§
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* Suicide is a behavior with many causes
* Suicide Is not a disorder or disease

* ‘Suicidal tendency’ is not a characteristic trait
or personality type



Magnitude of the Problem (/f§
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* QOccurrence
e 30,000 per year in US
e /5 per day or one every 20 minutes

* Doesn’t include attempts (at least ten for each
one completed)

* Doesn’t include misclassification
e Intentional versus accidental OD
e One car accidents



Magnitude of the Problem 2 (/*?§
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* USA: 12/100,000
e New Jersey--lowest; Nevada--highest
e Golden Gate Bridge: 800 since 1937

* Scandinavia/Germany/Japan: 25/100,000
* Spain/ltaly/Egypt. <10/100,000



Prediction Vs Risk Reduction (@
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* Risk factors are consistent across many
excellent studies

* Suicide cannot be reliably predicted
* Suicide risk can be reduced

* Task:
e |dentify those who can benefit from care
e Destigmatize the care
e Provide the care



The Base Rate Problem (@
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* US base rate =
10-12 completed suicides per 100,000 person-
years

* 100 fold increased risk =
1 suicide per 100 person-years

* Actual timing depends on many
‘unpredictables’ — life events, chance, changes
In general health & psychiatric status

* Can’'t keep people permanently in the hospital

* Involuntary commitment often has adverse
effects



Risk Factors (/*P§
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* Static risk factors

e Demographics

e Psychiatric diagnosis

e Prior attempts (100 fold increase risk)

e Physical iliness

e Trait vulnerabilities (personality disorder)
* Dynamic risk factors

e Clinical

e Situational



Static Risk Factors 1 (@

DEPLOYMENT HEAITH CLINICAL CENTER

* Gender
e Completers - male:female = 3:1
o Attempters - female:male = 4:1
* Age
e Men: peak after 45
e \Women: peak after 55
e 40/100,000 in men > 65
e Elderly: 25% of suicides in 10% of population



Static Risk Factors 2 (@
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* Race
e 2/3in US = white males (16.9/100,000)
* Religion

e Catholics<Protestants<Jews

* Marital Status

e Divorced>single (never married)>married>married
w/children



Static Risk Factors 3 (@
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Psychiatric Disorders & Suicide — 90-95 percent of those
who complete have at least one:

* Depression: 50-70%
* Schizophrenia: 10-15%
* Alcohol/Drug Dependence: 15-25% of above



Depressive Disorders (@
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* Major depressive disorder (MDD)
e 15% of patients with MDD complete suicide
e Males: 400 per 100,000 person-years
e Females 180 per 100,000 person-years

* Psychiatric treatment
e Less than half at time of suicide
e Antidepressant therapy (caution TCAS)
e ECT for severe depression if present
e Psychotherapy



Schizophrenia

* 30% attempt & 10% complete suicide
* 4000 completers per year in the US
* /5% of these are young, single, men
* Why?

e Associated with depression (40%)

e Command auditory hallucinations
e Poor social support systems

»
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Substance Dependence (ffﬁ
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* Strong association with polysubstance use
* 15% In persons with alcohol dependence
* Between 7,000 and 13,000 per year

* Other Substances

e cocaine, crack cocaine (crash)

e |V substances (intentional v. unintentional ODs)
* Personality disorders (antisocial, borderline)

* Associated emotional states
(anxiety/depression).



Dynamic Risk Factors (@
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* Clinical risk factors
e Progression (ideas, plan, intent)
e Associated symptom severity

e Associated symptom types (anxiety, depression,
hallucinations, delusions, substances, impulsive
aggression)

e Therapeutic alliance



Dynamic Risk Factors 2 (@
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* Situational risk factors
e Access
e Social supports
e QOccupational status
e Lethal & feasible means



Risk Assessment

* ldentify persons at risk

* Careful History & Physical (MSE)
* Past history of attempts

* ldeas (ideation), plan, intent

* Make an appropriate diagnosis

»
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Risk Assessment Mnemonic ( @
>
' = *
SAD PERSONS DHCC

* S.ex (m > f) * P.revious attempt(s)
* A.ge (old > young) * E.mployment status

* D.epressive Disorder * R.ecent loss
e “SIG E CAPS” * S.ingle, divorced

* O.ther substances
* N.o social support
* S.ickness



Clinical Intervention (@
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* Establish rapport and therapeutic alliance
* Remove access to lethal means

* Get people into treatment

* Address dynamic risk factors

* Activate support systems

* Clinical versus public health intervention



Risk of suicide and related adverse outcomes after exposure to a

suicide prevention programme in the US Air Force: cohort study
Kerry L Knox, David A Litts, G Wayne Talcott, Jill Catalano Feig, Eric D Caine

Abstract

Objective To evaluate the impact of the US Air Force suicide
prevention programme on risk of suicide and other outcomes
that share underlying risk factors.

Design Cohort smdy with quasi-experimental design and
analysis of cohorts before (1990-6) and after (1997-2002) the
intervention.

Participants 5 260 292 US Air Force personnel (around 84%
were men).

Intervention A multilayered intervention targeted at reducing
risk factors and enhancing factors considered protective, The
intervention consisted of removing the stigma of seeking help
for a mental health or psychosocial problem, enhancing
understanding of mental health, and changing policies and
social normis,

Main outcome measures Relative risk reductions (the
prevented fraction) for suicide and other outcomes
hypothesised to be sensitive to broadly based community
prevention efforts, (family violence, accidental death, homicide).
Additional outcomes not exclusively associated with suicide were
included because of the comprehensiveness of the programme.
Results Implementation of the programme was associated with
a sustained decline in the rate of suicide and other adverse
outcomes, A 33% relative risk reduction was observed for
suicide after the intervention; reductions for other outcomes
ranged from 18-54%.

Conclusion A systemic intervention aimed at changing social
norms about seeking help and incorporating training in suicide
prevention has a considerable impact on promotion of mental
health. The impact on adverse outcomes in addition to suid
strengthens the concdusion that the programme was
responsible for these reductions in risk,

end of a long road of personal suffering in which multiple indi-
cators of vulnerability pointed to the need for help. They
reasoned that this extended period of distress also offered an
opportunity for preventive intervention. From their perspective,
a responsible suicide prevention programme had to deal with
the entire range of afflictions experienced by individuals,
families, and their communities,

While many individuals have risk factors, only a few will ever
attempt suicide. However, many exhibit decreased functioning,
contributing to lost workdays, reduced productivity, great
personal suffering, and substantial family distress. The
uniqueness of the continuing programme has been its emphasis
on early prevention, by intervening at the first signs of dysfunc-
tion or distress before the risk of suicide is imminent, while at the
same time enhancing the detection and treatment of those at
increased danger of taking their own lives. Karly population
based intervention to prevent suicide has been relatively uncom-
mon. This may be partly due to the pervasive stigma in many
cultures surrounding psychosocial or mental health problems,
which deters individuals from seeking help.”” These effects are
compounded by poor understanding of mental health, defined
as “knowledge and beliefs about mental disorders which aid their
recognition, management or prevention.”” Fundamental to the
approach taken by the Air Force was the understanding that only
through reducing stigma could its community save lives,

During 1995 there were limited prevention efforts in selected
groups of the Air Force and the suicide rate remained unaccept-
ably high. In 1996, the Air Force implemented a population based
preventlon programlne ]nvolv]ng commumtv agenc:les ]IlSlde
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Program Components

Table 1 US Air Force (USAF) suicide prevention programme and associated policies (Air Force Instructions (AFls))

Initiatives and mandated policy

Action

Tracking indicators

| Leadership involvernent (ARl 44-154 Suiclide and Violence
Awareness and Education and Traiting)

Leader awareness education and training (squadron
commander courses)

Messages from USAF Chief of Staff delivered every 3-6 months to
all installation commanders reminding them of importance of
suicide prevention and encouraging them fo actively promaote
profective factors, identify nsk factors, and encourage personnel
not to fear seeking help

Il Dealing with suicide through professional military
education (AFl 44154 Suicide and Wolerce Awareness
and Edugation and Trafning)

Incorporate suicide prevention into professional military
education curriculums trough required training

Tracking of training, assessment of skills and knowledge of basic
suicide and violence risk factors, intervention skills, and referral
procedures for people potentially ar risk

Il Guidelines for commanders: use of mental health services
AFPAM 44160 The Afr Force Sulcide Prevention Program

Improve referrals of active duty members for evaluation of
mental health through emphasising that commanders and
mental health professionals are partners in improving duty
performance

Annual brefings to commanders included resources for referral to
mental health, substance abuse, family advocacy, or emergency
evaluation (as of 2008, resources accessible through AF website
for commanders)

I Community preventive senices (AF Manual 168-695)

Increase preventive functions performed by mental health
personnel

Provide one full time equivalent member of staff for community
based preventive senices af every mental health work centre

W Community education and training (ARl 44-154 Swicide
Fraverrfon Education and Community Traiing)

Required training at two levels for non-professionals in basic
suicide factors, intervention skills, and referral procedures
for people potentially at risk

Mon-supervisory “buddy care" training for all personnel and
leadership/supendsory training for unit gatekeepers

VI Investigative interview policy (hands-off policy)

Changes in policies to ensure individuals under investigation
for legal problems (nsk for suicide) are assessed for suicide
potential

AF Chief of Staff signed policy letter in 1998; no suicides have
resulted since due o agencies failing to comply

VIl Critical incident stress management (CISM) (AFI 44-153
Cittical Incident Strass Managermern)

Establishment of a multidisciplinany CISM team fo respond
fo traumatic events, including completed suicides

Al installations now have multi-disciplinany CISM teams composed
of mental health providers, medical providers, and chaplains.

VIl Integrated delivery systern (IDS) for human services
prevention, chartered as a standing subcommittee of (AF
CAIB AFI 90-500 Corrmmnity Action [rfognation Boards)

Establishment of seamless system of services across
multidiseiplinany human services prevention activities which
functions to provide centralised information (1) and referral
(R) and collaborative marking of 105 | and R and preventive
SEMVICes

Increase protective factors and decrease behavioural risk factors
through eliminating duplication, overlap, and gaps in delivering
prevention services. Gore membership includes but not limited to
family advocacy programme, family support, health
promotion/ealth and wellness centres, mental health clinics, child
and youth programmes, and chaplaing

[% Lirmited patient prvilege (AF| 44-109 Meantal Healtfr,
Cortfidentiality and Wlitary Law)

Established psychotherapist-patient privilege for individuals
at risk for suicide as means to promote help seeking
behaviour

Gonfidentality encourages help seeking behaviour; especially in
cases undergoing disciplinany action where information revealed to
mental health provider is not used in judicial action

X Behavioural health sunvey

Tool for assessing behavioural health aspects of unit
available to any commander

In 1993 survey 73% of commanders reported suicide was top Item
of interest to understand how to promote behavioural health
strengths and respond to needs of their units

Al Suicide event sunseillance system

Gentral surveillance database

Tracks ps_yoholog_ical,_sooialf_and behavioural risk factors

BMJ 2003 13 Dec: 327:1376
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Fig 1 Number of suicides, sucide rates, and three year moving average for rates
of sucide US Air Force, 1990-2002
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Table 3 Comparison of effects of risk for suicide and related adverse
outcomes in US Air Force population before (1990-6) and after
implementation of programme (1997-2002)

Relative risk Risk reduction Excess risk
Qutcome (95% Cl) (1—relative risk) (relative risk—1)
Suicide 067 (057 to 0.80) 33% =53
Homicide 048 (033t0074) 51 % —
Accidental death 082 (07310 0393) 18% =
severe family violence 046 (04310 051) 54 % =
Moderate family wiolence 070 (069 to 0.73) 30% —
Mild farmily wiolence 118 (1 16t01.20) — 18%

BMJ 2003 13 Dec; 327:1376



Summary (/fﬂ
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* Can’t be predicted

* Risk can be reduced

* Know the risk factors

* Make the appropriate diagnosis

* Document rationale & risk-benefit assessment
* Intervention — clinical & public health levels



Questions, Information,
0

Assistance

.DHCC |
DoD Deployment Health Clinical Center 202-782-6563
Walter Reed Army Medical Center DSN:662
Building 2, Room 3G04
6900 Georgia Ave, NW Provider Helpline
Washington, DC 20307-5001 1-866-559-1627
E-mail: pdhealth@na.amedd.army.mil Patient Helpline

Website: www.PDHealth.mil 1-800-796-9699



