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

 

 

¶ The Veterans/Military Crisis Line is a toll-free, confidential resource, with support 24/7, that 
connects Veterans, Service members, including members of the National Guard and Reserve, 
and their family members with qualified, caring responders. 

¶ The Veterans/Military Crisis Line text-messaging service and online chat provide free support 
for all Service members and Veterans, even if they are not registered with the Department of 
Veterans Affairs (VA) or enrolled in VA health care.  Service members, along with their loved 
ones, can call 1-800-273-8255 and press 1, chat online at 
https://www.veteranscrisisline.net/get-help/chat, or send a text message to 838255. 

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

¶ Need crisis assistance while overseas?  The following overseas locations have direct crisis 
line numbers: 

o In Europe:  Call 00800 1273 8255 or DSN 118  

o In Korea:  Call 0808 555 118 or DSN 118  

o Crisis chat support is available internationally at https://www.veteranscrisisline.net/get-
help/chat 

¶ In an emergency, dial 911 or your local emergency number immediately.  An emergency is 
any situation that requires immediate assistance from the police, fire department, or an 
ambulance.  Contact information:  

o Phone:  911 

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

  

https://www.veteranscrisisline.net/get-help/chat
https://www.veteranscrisisline.net/get-help/chat
https://www.veteranscrisisline.net/get-help/chat
https://www.911.gov/
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Executive Summary 
The Department of Defense (DoD) is committed to preventing suicide 
and reducing stigma for seeking help within our military community, 
recognizing and valuing the diversity and talent each member 
contributes to our mission.  We owe this to our Service members and 
families defending our Nation. 

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

This ASR provides an update on the Departmentôs efforts to combat 
suicide, presenting recent suicide data on Service members and, to the 
extent available, their families; trends over time; and ongoing suicide 
prevention initiatives, including recent program evaluation, data 
sharing, collaborative research efforts, and programs to reduce the 
stigma associated with seeking assistance for mental health or suicidal 
thoughts.  This report also meets requirements of Section 741 of the 
William M. (Mac) Thornberry National Defense Authorization Act 
(NDAA) of Fiscal Year (FY) 2020 (Public Law 116-92) as amended in 
Section 742 of the NDAA for FY 2021 (Public Law 116-283), as noted 
in Appendix A. 

Department Actions Taken Since CY 2019 ASR  

Since the publication of last yearôs ASR, the Department collectively 
has made progress in developing and fielding programs targeting our 
population of greatest concern identified in the CY 2019 ASR 
findingsðyoung and enlisted membersðas well as supporting our 
military families (Department of Defense, Under Secretary of Defense 
for Personnel and Readiness, 2020a).  The Department has also taken 
proactive steps to mitigate the impact on membersô well-being caused 
by the COVID-19 pandemic.  Examples of actions taken include:  

Support Young and Enlisted Service Members:  

Á Piloted and evaluated a Simple Things Save Lives training video on 
how to recognize and respond to suicide warning signs on social 
media.  DoD released the video after a successful evaluation pilot, 
which showed that Service members found the video useful (85%), 
learned how to recognize warning signs online (80%), and how to 
respond (84%), including specific resources to share with others (84%).   

Á Piloted and evaluated a Resources Exist, Asking Can Help (REACH) 
training designed to address perceived help-seeking barriers (e.g., 
career concerns) and encourage help-seeking and the use of 
resources before challenges become overwhelming.  Evaluation found 
REACH lowered Service membersô perceived barriers, and increased 
their comfort with seeking help and knowledge of resources available. 

Á Published Leaders Suicide Prevention Safe Messaging Guide to 
address misconceptions about suicide and increase safe and effective 

communication about suicide across DoD. 

 
 

WHAT IS THE ANNUAL 
SUICIDE REPORT? 

The DoD Annual Suicide 
Report (ASR) serves as the 
official source for annual 
suicide counts and rates for 
DoD.  This report also 
describes Departmental 
initiatives underway to combat 
suicide among Service 
members and their families. 

 

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

The ASR provides the official 
annual DoD suicide counts and 
rates to the public, and reports 
on trends over time, which may 
provide  
an indication of whether recent 
DoD policy or programmatic 
initiatives are having the  
desired effect.  The DoDSER 
Annual Report is the 
Departmentôs official source for 
detailed risk and contextual 
factors associated with suicide 
and suicide-related behavior in 
DoD. 
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Á Collaborated with the Department of Veterans Affairs (VA) and 
other agencies to implement a national public health 
communication campaign to increase awareness of resources and 
help-seeking, and to prepare for ñ988ò crisis line implementation.   

Á Conducted first-ever DoD survey examining Service member 
attitudes and behaviors regarding firearm storage and their beliefs 
about firearms and suicide risk.  Leveraged findings to develop 
evidence-informed means safety communication tools. 

Á Advanced the Departmentôs public health approach in policy to 
address risk and protective factors shared across readiness-
detracting behaviors, such as suicide. 

Support Military Families: 

Á Established a working group to develop a suite of family safety 
communication tools (e.g., Means Safety Guide for Service 
Members and Family Members, public service announcement 
[PSA] video), as well as a means safety campaign reinforcing the 
importance of safely storing firearms and medications.  This suite 
is scheduled for approval in CY 2021.  

Á Developed Resources Exist, Asking Can Help - Spouse (REACH-
S) training to address spousesô barriers to care and increase help-
seeking. 

Á Trained middle and high school students in DoD schools via Signs 
of Suicide (SOS) training on suicide risk factors and help-seeking 
skills.  Trained staff to deliver training in person for schools 
operating on regular schedules, and adapted training for virtual 
learning environments, with curriculum accessed at 100% of 
middle and high schools. 

Better Measure Program Effectiveness: 

Á Collected follow-up Service member data, in addition to the prior 
baseline data, aligned with the DoD-wide suicide prevention 
program evaluation framework.  Several years of data are required 
to reliably track changes over time and evaluate effectiveness of 
programs. 

Á Developed new DoD-wide suicide prevention program evaluation 
framework, specific for the military spouse population.   

Address Potential Impacts of the COVID-19 Pandemic: 

Á The Coronavirus Disease 2019 (COVID-19) pandemic has 
tremendously impacted our Nation, influencing the health, well-
being, social isolation, economic strain, and/or suicide risk for many 
individuals.  The Department proactively responded via a variety of 
initiatives and virtual support efforts to ensure continued delivery of 
services and resources to the military community.  Across the 
Department, examples of actions taken include the following, with 
further detail in the report: 

 

KEY FINDINGS 

1. Active Component suicide rate 
statistically increased from CY 
2015 - 2020. Near-term, Active 
Component rate was 
statistically comparable across 
CY 2018 to CY 2020. 
 

2. Reserve and National Guard 
suicide rates did not show 
evidence of an increase or 
decrease from CY 2015 - 2020. 
Near-term, Reserve rate was 
statistically comparable across 
CY 2018 to CY 2020. National 
Guard rate had statistically 
decreased from CY 2018 to  
CY 2019, returning to a 
comparable level in CY 2020. 
 

3. Service members at higher 
suicide risk are primarily 
enlisted, male, and under 30 
years of age. 
 

4. Suicide rates for military 
spouses and dependents in  
CY 2019 were statistically 
comparable with CY 2017 and 
CY 2018, and to the U.S. 
population rates after 
accounting for age and sex, 
with the exception of male 
spouses. 
 

5. Firearms were the primary 
method of suicide death for 
Service members and family 
members. Recent DoD data 
also revealed Service member 
hold misconceptions regarding 
firearms and suicide risk. 

WAY FORWARD 

The Department will focus its 
efforts on young and enlisted 
member populations, and continue 
to support our military families, as 
well as track progress and 
evaluate program effectiveness. 
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Á Participated in the Federal Coronavirus Mental Health Working Group per Executive Order 13594, 
Saving Lives Through Increased Support for Mental and Behavioral Health Needs.  

Á Launched tailored coronavirus resources on Military OneSource, DoD websites, Service/unit social 
media channels, and virtual leadership engagements.  Offered suicide prevention training and 
resources virtually and increased communication on available resources (e.g., Veterans/Military Crisis 
Line, inTransition, non-medical counseling, financial education/counseling). 

Á Leveraged DoDôs CY 2020 Suicide Prevention Month campaign of ñConnect to Protectò throughout 
the year to focus on promoting connectedness and preventing suicide. 

Á Implemented studies to understand the impact of the pandemic and inform additional DoD actions.   

Key CY 2020 Findings: 

Service Members:  In CY 2020, 580 members died by suicide. 

Active Component: The suicide rate statistically increased from CY 2015 to CY 2020 (i.e., 20.3 
to 28.7 suicides per 100,000 Service members).1  A rise in the rate of suicide deaths across all 
Services was observed.  In the near-term, the CY 2020 suicide rate was statistically comparable to 
both CY 2019 and CY 2018.2   

Reserve: There was no statistically significant increase or decrease (i.e., no change) from CY 
2015 to CY 2020.  In the near-term, the CY 2020 rate was statistically comparable to both CY 2019 
and CY 2018.  The CY 2020 suicide rate, across Services and regardless of duty status, was 21.7 
suicides per 100,000 Reservists. 

National Guard: There was no statistically significant increase or decrease (i.e., no change) 
from CY 2015 to CY 2020.  In the near-term, the CY 2020 rate was statistically higher than CY 2019, 
but statistically comparable to CY 2018.  The CY 2020 suicide rate, across Services and regardless of 
duty status, was 27.0 suicides per 100,000 National Guard members. 

Service member decedents were largely enlisted, male, and less than 30 years of age, 
regardless of military population.  The demographic profile of Service members who died by 
suicide in CY 2020 was similar across the Active Component, Reserve, and National Guard, and 

overall, reflective of the profile of the Total Force.3  Enlisted members, males, and those under the 
age of 30 were at higher risk for suicide compared to the population average.  The majority of Service 
member suicide decedents died by firearm (ranging from 64.3% to 79.8%, across military 
populations).  Recent DoD survey data also revealed several misconceptions commonly held by 
Service members surrounding firearms and suicide risk (e.g., 66% of surveyed Active Component 
members held the misconception that suicide risk is not related to how a firearm is stored). 

The CY 2019 rates for Active Component, Reserve, and National Guard were comparable to the 
U.S. population, after accounting for age and sex.  With respect to CY 2020, the most recent U.S. 
population suicide data available is for CY 2019.  Accordingly, the data needed to compare for CY 
2020 are not yet available. 

Military Families:  In CY 2019, a total of 202 military family members died by suicide, according to 
the most recent data available. 

The CY 2019 military family suicide rates were statistically comparable to CY 2017 and CY 
2018.  Suicide rates for military spouses and dependents (minor and non-minor) in CY 2019 
were comparable to U.S. population rates after accounting for age and sex, with the exception 
of male spouses.  For military spouses, the suicide rate in CY 2019 was 12.6 per 100,000 

                                                           
1 The term ñstatistically increased/decreased/higher/lowerò means a statistically significant increase or decrease using a  
p value of .05. 
2 The term ñstatistically comparableò means no differences were statistically significant using a p value of .05. 
3 In this report, Total Force includes DoD Active and Reserve Component military personnel.  Reserve Component is further 
limited to members of the Selected Reserve (SELRES). 
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population.  About half of all spouse decedents were male, and about half had a history (current or 
prior) of military service.  When examined by sex, suicide rates for spouses, ages 18 to 60, were 6.8 
(female) and 51.7 (male) per 100,000 population, respectively.  After adjusting for differences in age, 
the CY 2019 female spouse rate was comparable to the U.S. population suicide rate for females ages 
18 to 60 years, whereas the male spouse rate was statistically higher than for similar-age males in the 
U.S. population.  Suicide deaths in CY 2019 were primarily by firearm (59.5%) for military spouses.  
For female spouses, firearms were the leading method (41.0%), followed by hanging/asphyxiation 
(24.6%).  This contrasts the similar-age female U.S. population where firearms and 
hanging/asphyxiation are about equal (about 31%) as the leading method. 

For military dependents under 23 years of age, the overall suicide rate in CY 2019 was 4.5 per 
100,000 dependents.  About 76% of all dependent decedents were male.  The suicide rate for male 
military dependents in CY 2019 (6.7 per 100,000 population) was comparable to similar-age (< 23 
years) males in the U.S. population.4   Suicide deaths in CY 2019 were primarily by firearm for 
dependents (47.2%).  

Ongoing Efforts 

The Department embraces a comprehensive public health approach that acknowledges the interplay 
of individual-, relationship-, and community-level risk factors, as well as recognizes the need to 
enhance protective factors to help reduce the suicide risk for all Service members and their families.5  
This report highlights efforts underway aligned with this approach. 

Based on the CY 2020 ASR findings, the Active Component suicide rate statistically increased from 
CY 2015 to CY 2020, with young, enlisted Service members being at highest risk.  In addition to 
continuing to support our military families, DoD will continue to focus prevention efforts on young and 
enlisted Service members due to this population being of greatest concern.  Examples of new and 
ongoing efforts include: 

Support Population of Greatest ConcernðYoung and Enlisted Service Members:   

To support young and enlisted Service members, the Department is focusing on several efforts to 
reduce stigma and barriers to care and increase access to care.  New efforts include a pilot program 
wherein Soldiers complete an annual wellness check with a trained counselor on their personal well-
being.  DoD is also expanding the REACH trainingðdesigned to reduce stigma and barriers and 
increase help-seekingðtailoring and piloting this program for geographically isolated and Outside 
Continental United States (OCONUS) Service members.6   

The Department also continues to focus on foundational skill development for our young Service 
members, with training that teaches coping and problem-solving skills to deal with life stressors early 
in oneôs military career.  To further enhance means safety efforts, the Department is developing and 
piloting a new training that integrates suicide prevention curricula into firearm safety training for 
Service members. 

The Department is also conducting installation evaluations and command climate assessments to 
identify any areas of risk or promise in order to advance prevention efforts on the ground for Service 
members and ensure a workforce trained in prevention.   

The Department continues interagency collaboration efforts to advance prevention efforts nationally, 
and specifically within our military and Veteran communities; for example, via the Suicide Prevention 
Interagency Policy Committee.  DoD continues to partner with the VA on several efforts, including 
preparing for implementation of the ñ988ò crisis line and its linkage to the Veterans/Military Crisis Line, 

                                                           
4 DoD did not calculate the suicide rate for female military dependents because of low suicide counts.  Per DoD Instruction 
(DoDI) 6490.16, suicide rates are not reported for groups with fewer than 20 suicides due to statistical instability. 
5 For more information about the social ecological model, which encompasses multiple levels of focus from the individual, 
relationship, and community to better understand suicide risk and protective factors identified in this report, please visit 
https://www.cdc.gov/violenceprevention/pdf/suicideTechnicalPackage.pdf 
6 OCONUS includes Hawaii and Alaska, U.S. territories, and foreign locations. 

https://www.cdc.gov/violenceprevention/pdf/suicideTechnicalPackage.pdf
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as well as joint research collaborations using advanced analytics for assessment of suicide risk and 
outcomes. 

Support Military Families:   

To support military families, the Department is developing a first-ever survey focused on better 

understanding spouse/family member suicide ideations, behaviors, and suicide risk and protective 

factors to inform DoD policies and programs tailored for military families.  To reduce stigma and 

barriers to care and increase access to care, new efforts include screening for depression and suicide 

risk during primary care visits for individuals 11 years of age or older seen at a Military Treatment 

Facility (MTF).  The Department also has an outreach campaign called ñRe The Weò (REKINDLE, 

REPAIR OR RESET YOUR RELATIONSHIP) that serves to normalize help-seeking for relationship 

stressors and connect military couples to resources, personalized counseling, and other support.  The 

Department also continues to expand Counseling on Access to Lethal Means (CALM) training which 

is designed to teach strategies to increase safe storage of lethal means and address suicide risk 

factors while tailoring the training content to military spouses and others in the military community. 

Measure Effectiveness of Policies and Programs:   

The Department is continuing to take a focused approach to program evaluation to assess existing 
policies and programs, and leverage evidence-informed science on suicide prevention.  DoD 
continues to collect follow-up enterprise-wide dataðaligned with a program evaluation frameworkðto 
evaluate progress and the effectiveness of suicide prevention programs as a collective system in 
combating suicide.  In addition, the Department is exploring metrics for a new program evaluation 
framework for the military spouse population.  These and other efforts continue to identify any gaps 
and needed changes.   

To achieve Departmental goals, the DoD will also continue robust research collaborations, data 
sharing, outreach, and other key efforts with national and local organizations, continuing to strengthen 
current and build new collaborations.  The Department is steadfast in its commitment to the health, 
safety, and well-being of its military community.   
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Introduction 
Suicide is the culmination of multiple factors and complex interactions.  Yet suicide is preventable.  
Every death by suicide is a tragedy and weighs heavily on the military community.  The Department of 
Defense (DoD) is committed to preventing suicide within its military community, recognizing and 
valuing the diversity and talent each member contributes to our mission readiness and 
accomplishments.  By pursuing an inclusive and holistic public health approach to suicide prevention, 
especially during the Coronavirus Disease 2019 (COVID-19) pandemic, the Department has ensured 
its Service members and military families are informed about and connected with available programs, 
services, and each other.  The Department continues to work to address the stigma associated with 
seeking help, and identify protective factors through stakeholder and community engagement and 
collaboration.   

Purpose of this Report 

 

The CY 2020 Annual Suicide Report (ASR) presents suicide data on Service members and their 
families, describes efforts to combat suicide in DoD, including efforts to reduce the stigma associated 
with help-seeking, and shares program evaluation and policy review efforts, data-sharing initiatives, 
and research collaborations.  This report satisfies reporting requirements established by the Office of 
the Under Secretary of Defense for Personnel and Readiness (OUSD(P&R)) and addresses 
requirements in Section 741 of the National Defense Authorization Act (NDAA) for Fiscal Year (FY) 
2020 (Public Law 116-92), as amended in Section 742 of the William M. (Mac) Thornberry National 

Defense Authorization Act for FY 2021 (Public Law 116-283).7  Appendix A details Section 741 
reporting requirements in this report (or in the forthcoming CY 2020 DoD Suicide Event Report 
[DoDSER] Annual Report).  This report also satisfies reporting requirements per Section 567 of the 
Carl Levin and Howard P. ñBuckò McKeon NDAA for FY 2015 (Public Law 113-291), including the 
requirement to report on military family members.  

New Sections in this Report 

 

Given the COVID-19 pandemic afflicting the Nation, this report also includes a section describing DoD 
efforts to support Service members and their families during this unprecedented time as it relates to 
suicide prevention (COVID-19 Implications/Efforts).  This yearôs report also includes a more detailed 
description of data analysis methods for the reported suicide rates and trends over time (Appendix B) 
and provides key findings from the 2020 Quick Compass Survey of Active Duty Members on attitudes 
and behaviors around firearm safe storage, and beliefs about firearms and suicide risk (Appendix C).  
Finally, as required by Section 741 of the NDAA for FY 2020, as amended in Section 742 of the 
NDAA for FY 2021, this report describes key Departmental programs to reduce the stigma associated 
with seeking assistance for mental health or suicidal thoughts (Appendix D).  

Collaboration and Transparency 

 

This report was developed in collaboration with the Military Departments, Military Services, National 
Guard Bureau, Office of the Assistant Secretary of Defense for Manpower and Reserve Affairs, Office 
of the Assistant Secretary of Defense for Health Affairs, Office of the Assistant Secretary of Defense 
for Readiness, and the Defense Human Resources Activity.  This ASR represents the Departmentôs 

                                                           
7 Under Secretary of Defense for Personnel and Readiness Memorandum, ñDesignation of the Defense Suicide Prevention 
Office as the Official Release Authority of Suicide Data for the Department of Defense,ò October 30, 2018. 
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continued efforts to increase transparency and accountability, which the Department believes 
strengthens its program oversight and policies and commitment to prevent this tragedy. 

COVID-19 Implications/Efforts  

COVID-19 has tremendously impacted the Nation as well as the entire world.  In addition to impacts 
on health, the pandemic has brought significant social isolation and economic strain to the U.S. 
population, both of which are associated with mental health conditions like depression, anxiety, and 
stress (Reger et al., 2018; Salari et al., 2020).  Indeed, recent research suggests that depression and 
anxiety have become more prevalent in the U.S. population (Czeisler et al., 2020; Ettman et al., 
2020).  The pandemic introduced additional barriers to accessing mental health treatment, and 
community and religious support across the United States (Reger et al., 2020).  

Although U.S. population suicide rates for CY 2020 are still unknown, the increase in mental health 
challenges during the pandemic has raised concerns regarding impacts on suicide-related outcomes 
in the U.S. population and in the military community.8  Surveillance data, by its nature, cannot directly 
pinpoint changes in suicide rates to any specific causal factor or event; however, DoD is operating 
with the understanding that the COVID-19 pandemic could be one of multiple factors influencing 
Service membersô present and future well-being and suicide risk.  To proactively mitigate against 
these concerns, the Department quickly adapted its approach to providing support to Service 
members and their families during this critical time.  This included closely monitoring suicide counts 
and other key indicators, such as support service utilization.  In tandem, DoD facilitated multiple 
enterprise-wide senior leader discussions to implement actions to help counter the effects of the 
pandemic.  Several of these actions are highlighted below. 

Department-Wide Efforts 

 

With the COVID-19 pandemic afflicting the Nation in 2020, the Department quickly adapted to the 
dynamic circumstances to ensure Service members and their families had access to vital mental 
health support and other resources aimed at decreasing stress, enhancing wellness, and ultimately 
reducing the risk for suicide.  The Department proactively implemented a variety of initiatives and 
virtual support efforts to ensure the continued delivery of services to Service members and their 
families.  The DoD has been coordinating efforts throughout the Department to mitigate the impact of 
the pandemic.  For example, the Department participated in the Federal Coronavirus Mental Health 
Working Group per Executive Order (EO) 13594, Saving Lives Through Increased Support for Mental 
and Behavioral Health Needs, to examine existing programs and create a plan to focus on mental 
health by maximizing therapeutic support to reduce the negative impact of the pandemic.  As a result 
of the work done by the working group, a report was published in December 2020 that highlights 
actions taken to reduce the number of immediate life-threatening situations related to mental illness 
and substance use disorders through increased education, crisis intervention, follow-up and support 
services, and increased telehealth and online behavioral health services.9  Similar to other agencies 
and organizations, the Department changed how it operated to get people care.  Accordingly, 
between FY 2019 and FY 2020, there was an increase in the availability of formal telehealth and peer 
support services, coupled with an increase in awareness, education, and engagement efforts.  In 
terms of utilization, although DoD did not observe an increase in outpatient mental health encounters, 
it did observe an increase in non-medical service utilization.  There was a 14% increase in the number 
of new peer support services from FY 2019 to FY 2020.  Also, Military OneSource saw a more than 
fourfold increase in the number of video counseling sessions conducted between FY 2019 and FY 
2020.  The Military Services also established behavioral health teams to support Military Treatment 

                                                           
8 Final counts and rates for the U.S. population lag 12-18 months after the close of the calendar year from the Centers for 
Disease Control and Prevention. 
9 For more information per Executive Order (EO) 13594, Saving Lives Through Increased Support for Mental and Behavioral 
Health Needs, please visit https://www.samhsa.gov/sites/default/files/saving-lives-mental-behavioral-health-needs.pdf 
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Facility (MTF) staff in critical care/emergency care.  Several other example efforts are highlighted 
below. 

One Departmental effort in place to support Service members and in collaboration with the 
Department of Veterans Affairs (VA) is the Veterans/Military Crisis Line (VCL/MCL).  The VCL/MCL is 
a free, confidential resource for Veterans and Service members designed to provide crisis 
intervention, and when needed, connect individuals to follow-up care.  In CY 2020, a total of 8,254 
calls were made to the VCL/MCL by Service members.  This was a 9% increase from the 7,548 calls 
in CY 2019.10  Further, looking across calls received from both Service members and Veterans in 
CY 2020, a total of 400 out of 65,181 calls were specifically related to COVID-19 stressors.  Another 
support service is the inTransition program, which provides free, specialized coaching and assistance 
to Service members who need access to psychological health care when they are relocating, 
returning from deployment, transitioning to/from active duty, or leaving military service.  In FY 2020, 
enrollment ranged from 14,990 to 17,550 by quarter, similar to enrollment observed in the last quarter 
of FY 2019.  This program is also integrated with the VCL/MCL to connect VCL/MCL callers with 
critical follow-up care after receiving crisis care at a military or civilian emergency department.   

The Department also developed and launched tailored products and resources for Service members 
and their families, sharing them across a variety of communication venues (e.g., Military OneSource, 
Department websites, virtual leadership engagements, and Service/unit social media channels).  For 
example, Military OneSource activated a coronavirus information page for military community 
members providing up-to-date coronavirus information, where and how to access resources, 
recommendations for staying safe, and other information.11  From its launch to the end of CY 2020, 
this website was viewed 324,679 times, with users spending an average of 5 minutes on 
the page.  Also, a Google search engine marketing campaign was used to promote this website to 
active seekers of COVID-19 information for the military.  As a result of this campaign, this website was 
viewed 989,901 times, garnering 83,947 clicks linking directly to the website.  In addition, an 
application (app) for Military OneSource was developed and disseminated to further provide easy 
reach and access to the military community.   

The Department also provided information on financial resources to help navigate the pandemic, 
including interest-free relief loans, financial counseling, free tax preparation software (MilTax), access 
to financial counselors via phone or video, and financial educational courses.  For example, the 
Departmentôs centrally managed Personal Financial Counselor (PFC) program shifted from face-to-
face delivery to virtual means.  Participation data for the year August 2019 to August 2020 showed an 
increase in counseling (+9%) and presentation (+112%) participation from the previous year, resulting 
in about 385,000 counseling sessions and 30,000 presentations with more than 1.5 million attendees.  
The DoD Office of Financial Readiness also developed a coronavirus financial readiness resource 
page for Service members on its website that contained information on potential financial impacts of 
the pandemic, including payroll tax deferral, Permanent Change of Station (PCS) moves, and links to 
other Federal resources.  In CY 2020, the site received nearly 50,000 site views.  Further, in the three 
months after launching the coronavirus resource page in April 2020, there was a 90% increase in 
page views to DoD Office of Financial Readiness website compared to the previous three months.   

A COVID-19 fact sheet was also developed and disseminated to Service members, families, and DoD 
civilian employees that provided information on how to stay safe and connected while physically 
distancing and where to access resources.12   

In addition, the Department also collaborated with Federal partners during the pandemic.  For 
example, DoD collaborated with the VA on messaging campaigns to help individuals cope with stress 
and anxiety, pay attention to their mental health and well-being, and seek support.   

                                                           
10 The total number of calls received by the VCL/MCL from Veterans in CY 2020 was 56,927.   
11 https://www.militaryonesource.mil/coronavirus/ 
12https://www.dspo.mil/Portals/113/Documents/COVID%2019%20Info%20Paper%20for%20Military%20Community.pdf?ver=
2020-04-28-151037-573 

https://www.militaryonesource.mil/coronavirus/
https://www.dspo.mil/Portals/113/Documents/COVID%2019%20Info%20Paper%20for%20Military%20Community.pdf?ver=2020-04-28-151037-573
https://www.dspo.mil/Portals/113/Documents/COVID%2019%20Info%20Paper%20for%20Military%20Community.pdf?ver=2020-04-28-151037-573
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The Departmentôs theme for September 2020ôs Suicide Prevention Month, which continued 
throughout FY 2021, was ñConnect to Protectò to focus efforts on promoting connectedness and 
preventing suicide in the military community.  Focusing on connectedness highlighted the important 
role connections to family, friends, the community, and resources can play in preventing suicide.  Data 
demonstrate that leadersô messages impact suicide risk.  To that end, ñConnect to Protectò also 
encouraged leaders to help members of the military community recognize there is help and hope.  
Throughout the campaign, senior leaders throughout the Departmentðincluding the Secretary of 
Defense, Chairman of the Joint Chiefs of Staff, Vice Chairman of the Joint Chiefs of Staff, and Senior 
Enlisted Advisor to the Chairman of the Joint Chiefs of Staffðshared video messages to the Force 
emphasizing the importance of remaining socially connected while physically distanced. 

As a final example, the Department also ensured access to suicide prevention training and education 
resources by quickly transitioning to and offering virtual options.  For example, previously, the 
Department used the Signs of Suicide (SOS) in-person curriculum for educating secondary school, 
military-connected students.  SOS is an evidence-based suicide prevention program designed to 
decrease suicide by increasing knowledge and awareness related to depression (e.g., warning signs), 
teaching help-seeking skills (e.g., ACT: Acknowledge, Care, Tell), and reducing stigma related to 
mental illness.  In March 2020, the Department of Defense Education Activity (DoDEA) virtually 
released ACT at Home to quickly provide families with resources for building knowledge, skills, and 
resource awareness.  In the Fall of 2020, the full SOS curriculum was adapted and released for virtual 
implementation.  Further, because school counselors are not licensed to provide virtual counseling, 
DoDEA partnered with the Office of Military Community and Family Policy (MC&FP) to provide 
students virtual counseling and bridge the care gap created by the COVID-19 pandemic. 

Service-Specific Efforts 

 

The Military Departments have also implemented Service-specific efforts to provide additional support 
to Service members and their family members since the start of the COVID-19 pandemic.  Examples 
of Service-specific efforts are highlighted below. 

Army.  The U.S. Army implemented several initiatives in response to the pandemic.  For example, the 
Walter Reed Army Institute of Research (WRAIR) created a website with behavioral health resources 
that address factors such as stress, sleep, fatigue, and resilience.13  From May to June 2020, WRAIR 
and the Army Public Health Center conducted the Behavioral Health Advisory Team (BHAT) 
coronavirus survey to assess Soldier behavioral and public health outcomes and to collect information 
regarding the impact of the pandemic.  Survey results indicated that Soldiers desired more information 
related to changing rules and regulations, travel for official duties, the impact of COVID-19 on unit and 
mission readiness, and how to stay safe.  Further, Soldiers who reported that their leadership was 
responsive to the pandemic reported lower rates of depression and anxiety.  Efforts were put into 
place to provide resources to Soldiers and address concerns identified in this survey.  Army 
Resilience Directorate developed a Community Resource Guide to provide commanders with the 
resources available to support Soldiers across multiple domains.  The Army also upgraded and 
provided guidance for virtual behavioral health.   

Navy.  To reduce potential coronavirus exposure while ensuring access to care, efforts throughout the 
Navy have shifted toward digital platforms.  For example, the Navy Bureau of Medicine and Surgery 
(BUMED), as well as Navy Fleet and Family Service Centers (FFSC), increased the use of digital 
behavioral health services to respond to the pandemic.  FFSC adapted quickly, continuing their 
support of Sailors and families through the critical Sailor Assistance and Intercept for Life (SAIL) 
program, providing caring contacts telephonically to Sailors who have discussed a suicide-related 
behavior.  Another digital resource was the MyNavy Family Mobile Application, an authoritative source 

                                                           
13 https://www.wrair.army.mil/node/348 

https://www.wrair.army.mil/node/348
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of information for Navy families, including resources to support families on a range of topics like 
parenthood, deployment, relocation, counseling, and support to help families manage stress 
associated with COVID-19.14  The Navyôs Every Sailor, Every Day campaign has provided online 
resources to enhance resilience.  This program aims to bolster connections among Service members 
and reduce the stigma of suicide by encouraging communication, ongoing engagement, peer support, 
and personal responsibility. 

Marine Corps.  The Marine Corps has provided a range of digital services during the pandemic.  For 
example, the Marine Corps continued Marine Intercept Program (MIP) services that are initiated when 
a Marine has a reported suicide ideation or suicide attempt.  These services are provided 
telephonically and are intended to assess for risk, create a safety plan, identify barriers to care, and 
make referrals as needed.  The Marine Corps Manpower website15 was also updated with tools for 
leaders to implement their suicide prevention programs, such as strengthening access and delivery of 
suicide care and resources, reducing barriers, and increasing help-seeking.  Due to the pandemic, 
these services were offered online and by telephone.  

Air Force.  To respond to physical distancing requirements, the Air Force has provided a number of 
online resources such as the COVID Coach application, which provides information about staying 
safe and healthy during the pandemic, tools for managing stress and mood tracking, and directs 
Service members to resources.16  The Air Force also developed ñCall to Action,ò which empowers Air 
Force leadership teams with the tools and resources needed to help prevent interpersonal and self-
directed violence in the physically distanced COVID environment.  The Family Suicide Prevention 
Training was also designed during the pandemic to equip family members to prevent suicide by 
recognizing warning signs, informing family members of the available resources, and providing 
families with strategies to strengthen connectedness and relationships.  Due to the pandemic, all 
trainings were delivered in a virtual environment.17  

National Guard Bureau (NGB).  The NGB partnered with the Center for the Study of Traumatic 
Stress to conduct the coronavirus Resilience and Readiness survey with New York Army National 
Guard members to better understand the pandemicôs impact.  This survey assessed National Guard 
membersô perceptions related to their: (1) unit/supervisor morale and satisfaction; (2) COVID-19 
pandemic experience; (3) mental and physical health as well as morale; and (4) community and family 
support.  Findings of this survey, released in February 2021, identified that 15% of the sampled 
National Guard members were concerned about job loss, 9% reported temporary job loss or furlough, 
and 6% reported permanent job loss during the pandemic.  One-third of respondents reported that 
they had personal experience with COVID-19 (10% tested positive themselves and 26% reported that 
a family member tested positive).  These National Guard members also reported the following as 
effective stress reduction techniques and activities: time spent outdoors, exercise, speaking with 
family and friends, and maintaining a daily routine.  The National Guard is applying information 
gleaned from this study to better support their members moving forward. 

In sum, the Department quickly and proactively pivoted to provide resources through a range of 
avenues to ensure continued support for Service members and their families during the COVID-19 
pandemic. 

  

                                                           
14 https://www.applocker.navy.mil 
15 https://www.manpower.usmc.mil/webcenter/portal/MRAHome 
16 https://mobile.va.gov/app/covid-coach 
17 At this time, references to Air Force include Space Force unless otherwise stated. 

https://www.applocker.navy.mil/
https://www.manpower.usmc.mil/webcenter/portal/MRAHome
https://mobile.va.gov/app/covid-coach
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Service Member Suicide Data 
To ensure reliability and comparability of surveillance data, clear and consistent terminology with 
standardized definitions is required.  In 2017, the DoD adopted the recommendations by the Centers 
for Disease Control and Prevention (CDC) on uniform surveillance definitions for self-directed violence 
and incorporated these definitions into policy.  In accordance with DoD Instruction (DoDI) 6490.16, 
Defense Suicide Prevention Program (Department of Defense, Under Secretary of Defense for 
Personnel and Readiness, 2020b), suicide is defined as ñédeath caused by self-directed injurious 
behavior with an intent to die as a result of the behaviorò (CDC, National Center for Injury Prevention 

and Control, 2011).18,19 

Suicide Death Reporting in DoD 

 

The Department reports both counts and rates of suicide deaths.  Suicide counts are useful for 
understanding the absolute magnitude of suicide mortality.  However, absolute numbers do not 
account for differences in population size and cannot be used in a meaningful way to compare the 
number of deaths across groups, or within a single group, over time.  Rates account for differences in 

population sizes and provide commensurable comparisons.20 In this report, Active Component and 
Selected Reserve (SELRES) member suicide rates are calculated by the Armed Forces Medical 

Examiner System (AFMES) in accordance with DoDI 6490.16.21  The Department reported suicide 
rates per 100,000 Service members to align with scientific standards for public health surveillance 
(Stone et al., 2018).  All comparisons within a group over time or between groups are adjusted for age 
and sex unless otherwise noted. 

Variability in Suicide Rate Determinations 

 

Per scientific standards, this report presents 95% confidence intervals to account for random error 
associated with suicide rate estimation.  Confidence intervals provide a range of possible values for 
the suicide rate that account for uncertainty due to estimation, random error, and volatility.  For 
example, a potential source of random error is the misclassification of a suicide (in either direction) 

due to variation or uncertainty that exists in the manner-of-death-determination process.22  The 
confidence interval range includes the true value of the suicide rate with 95% confidence.  Stated 
another way, one can be 95% confident the range of values covers the true suicide rate.  As such, all 
references to suicide ñrate(s)ò or ñunadjusted rate(s)ò in the report are estimates.  For comparisons of 
rates across years, two rates are considered to be statistically different if their 95% confidence 

intervals do not overlap.23   

                                                           
18 Although the Department defines suicide according to this standard, suicidal intent is rarely known.  As such, medical 
examiners and coroners, both internal and external to DoD, must use other criteria to determine manner of death. 
19 The establishment of ñintentò in manner of death determinations can be difficult and often varies due to differences in state 
and/or local laws, inconsistent training of medical examiners and corners, and vague guidelines and/or operational criteria for 
determining suicide. 
20 Rates are defined as the total number of suicides divided by the population at risk for a given time period.  Rates are 
necessary, but not always sufficient, for making comparisons across time or groups.  Adjustments for demographics and 
other factors may be required for valid comparisons. 
21 AFMES reports conducting approximately 15ï20% of active duty all-cause death investigations.  Investigations for the 
remainder of all active duty deaths as well as non-activated members of the SELRES are determined by civilian medical and 
legal authorities and reported to AFMES via the Military Services. 
22 At times, a death cannot be classified as a suicide due to a lack of evidence of intent.   
23 When 95% confidence intervals do not overlap, rates are considered statistically different.  However, the opposite is not 
always true (i.e., two rates with overlap could potentially be significant, particularly when the amount of overlap is small). 
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CY 2020 Service Member Data Summary 

 

Table 1 shows suicide counts and rates (per 100,000 Service members) for the Active Component, 

Reserve, and National Guard for CY 2018 to CY 2020.24  Data include all known or suspected 

suicides (both confirmed and pending) reported as of March 31, 2021.25,26,27  Per DoDI 6490.16, rates 
are not reported when the number (i.e., count) of suicide deaths is under 20 due to statistical 
instability. 

Table 1.  Annual Suicide Counts and Rates per 100,000 Service Members by Military Population and 
Service, CY 2018ïCY 20201-2 

Military Population / 
Service 

CY 2018 CY 2019 CY 2020 

Count Rate Count Rate Count Rate 
Active Component 326 24.9 349 26.3 384 28.7 
    Army 141 29.9 146 30.7 175 36.4 
    Navy 68 20.7 74 22.1 66 19.3 
    Marine Corps 57 30.8 47 25.3 62 33.9 
    Air Force 60 18.5 82 24.8 81 24.3 
Reserve 81 22.9 65 18.2 77 21.7 
    Army  48 25.3 36 18.9 42 22.2 
    Navy  11 -- 7 -- 13 -- 
    Marine Corps  19 -- 9 -- 10 -- 
    Air Force  3 -- 13 -- 12 -- 
National Guard 136 30.8 90 20.5 119 27.0 
    Army  119 35.6 76 22.9 103 30.9 
    Air Force 17 -- 14 -- 16 -- 

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

 
CY 2020 Suicide Counts and Rates 

In CY 2020, a total of 580 Service members died by suicide (384 Active Component, 77 Reserve, and 
119 National Guard).  The CY 2020 suicide rate in the Active Component was 28.7 suicide deaths per 
100,000 Service members.28  Across the Military Services, suicide rates ranged from 19.3 to 36.4 per 
100,000 Active Component Service members.  For the Reserve and National Guard, the rates were 
21.7 and 27.0 suicide deaths per 100,000 Service members, respectively.  For the Army Reserve and 
Army National Guard, the rates were 22.2 and 30.9 suicide deaths per 100,000 Soldiers, 

respectively.29  Per DoDI 6490.16, all other Service-specific CY 2020 rates for Reserve and National 
Guard were not reported due to low counts. 

Suicide Rates Over Time 

This report examines near-term suicide rate changes for CY 2018 through CY 2020, and longer-term 

                                                           
24 These rates are not adjusted for age and sex. 
25 DoD considers both confirmed and pending (or suspected) suicide deaths as ñsuicidesò to reduce the potential for 
underestimating the extent of suicide mortality in DoD. 
26 Pending (also known as suspected) suicide is a designation by the Armed Forces Medical Examiner as the manner of 
death when the circumstances are consistent with suicide, but the determination is not yet final. 
27 Service members who are also dependents of other Service members are included in Service member counts and in 
military family counts reported later in this report. 
28 At this time, references to Air Force include Space Force unless otherwise stated. 
29 Although not included in Table 1, U.S. Coast Guard uniformed members suicide counts are as follows: CY 2018: 6, CY 
2019: 7, CY 2020: 7.  
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suicide rate changes from CY 2015 through CY 2020 for each military population and by Service.30  
Comparing the CY 2020 suicide rates to the previous two years (near-term) provides preliminary 
insights to more recent changes and aligns with the tenure of commanders and other military leaders 
who are often directly supporting Service members or contributing to suicide prevention efforts more 
proximally.  However, annual rates are volatile year to year and can be imprecise for smaller 
subpopulations (such as at the Service level), which may miss true underlying change when looking at 
this smaller window of time.  Longer-term (CY 2015ï2020) examination of suicide rates over time 
allows for more reliable trend analysis compared to the shorter-term look and can aid in examining 
whether more recent DoD policy or programmatic initiatives are having the desired effect.  For trend 
analysis for CY 2011 through CY 2020, see Appendix E. 

Active ComponentðCY 2018ï2020 (Near-Term) 

When comparing the CY 2020 suicide rate to each of the recent past two years, the Active 
Component suicide rate in 2020 (28.7 per 100,000) appears higher than in CY 2018 (24.9 per 
100,000) and CY 2019 (26.3 per 100,000), but is statistically comparable across years (i.e., no 
statistically significant change).  When examining suicide rates at the Service level, the CY 2020 
suicide rates may appear higher (or lower) compared to their respective rates in CY 2018 and 
CY 2019 (Table 1), but none of these rates are statistically different (i.e., no statistically significant 
change).31  Additional and forthcoming years of data are necessary before determining any sustained 
trends.  As previously noted, year-to-year rate comparisons provide preliminary insights, but are 
notably limited in reliably detecting true changes in suicide trends over time, particularly for smaller 
subpopulations such as at the Service level. 

Active ComponentðCY 2015ï2020 (Longer-Term) 

Figures 1 and 2 (AïD) show suicide rates and 95% confidence intervals for the Active Component 
and each Military Service in the Active Component.  The Active Component DoD suicide rate 
statistically increased between CY 2015 (20.3 per 100,000) and CY 2020 (28.7 per 100,000).  An 
increase in suicide rates was observed between CY 2015 and CY 2020 across all Services.  Trend 
analysis indicates the Active Component suicide rates increased for all the Services across this time 
period, but did not reach statistical significance for the Air Force.31,32   

                                                           
30 For an even longer-term assessment of DoD suicide trends beginning with CY 2011 to present, see Appendix E.  Note this 
analysis was previously provided in the DoDSER Annual Report. Moving forward, suicide trends over time will be reported 
via the ASR. 
31 Although the rate difference(s) might not be statistically significant, the magnitude of the suicide rate(s) remain(s) a cause 
for concern.  We recognize that the rates are not going in the desired direction and reaffirm our work to reduce suicide rates 
across the Services.  
32 See Appendix B for additional details on methodology for trend analysis. 
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Figure 1.  Active Component Suicide Rates per 100,000 Service Members by CY1-3 

 

 

1. Source(s): Armed Forces Medical Examiner System (AFMES). 
2. The 95% confidence interval (indicated by bars) represents the range in which the true suicide rate falls with 95% 

certainty. 
3. Rates are adjusted for age and sex differences over time.  See Appendix B for additional details.  

Figure 2.  Active Component Suicide Rates by Service per 100,000 Service Members by CY1-3 

 

 
1. Source(s): Armed Forces Medical Examiner System (AFMES). 
2. The 95% confidence interval (indicated by bars) represents the range in which the true suicide rate falls with 95% 

certainty. 
3. Rates are adjusted for age and sex difference across the years.  See Appendix B for additional details.  

 
Reserve and National GuardðCY 2018ï2020 (Near-Term) 

When comparing the CY 2020 suicide rate to each of the prior two years, the Reserve CY 2020 
suicide rate (21.7 per 100,000) appears lower compared to CY 2018 (22.9 per 100,000) and higher 
compared to CY 2019 (18.2 per 100,000), but is statistically comparable across years (i.e., no 
statistically significant change).  The National Guard CY 2020 suicide rate (27.0 per 100,000) 
statistically increased compared to CY 2019 (20.5 per 100,000); however, the CY 2020 rate was 
statistically comparable to CY 2018 (30.8 per 100,000).  When examined by Service, the same trends 
were observed for the Army Reserve and Army National Guard, as described for the Reserve and 
National Guard, respectively.  Rates and trends over time for the Navy, Marine Corps, the Air Force 
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Reserve, and the Air National Guard are not reported due to low counts.33  As noted, year-to-year rate 
comparisons provide preliminary insights but are notably limited in reliably detecting true changes in 
suicide trends over time. 

Reserve and National GuardðCY 2015ï2020 (Longer-Term) 

Figure 3 (AïD) provides suicide rates and 95% confidence intervals for the Reserve and National 
Guard between CY 2015 and CY 2020.  Trend analysis indicates Reserve and National Guard suicide 
rates did not statistically increase or decrease over this time period (i.e., no statistical change).  When 
examined by Service, the same trends were observed for the Army Reserve and Army National 
Guard, as described for the Reserve and National Guard, respectively.   

Figure 3.  Reserve and National Guard Suicide Rates per 100,000 Service Members by CY1-4 

 
 

1. Source(s):  Armed Forces Medical Examiner System (AFMES). 
2. Per DoDI 6490.16, rates for subgroups with fewer than 20 suicides are not reported because of statistical instability. 
3. The 95% confidence interval (indicated by bars) represents the range in which the true suicide rate falls with 95% 

certainty. 
4. Rates are adjusted for age and sex differences over time.  See Appendix B for additional details. 

 
Demographic and Military Profile of Suicide Deaths 

The demographic profile of Service members who died by suicide in CY 2020 was similar across the 
Active Component, Reserve, and National Guard (Table 2); overall, they are reflective of the profile of 

the Total Force.34  Suicide decedents were largely enlisted Service members (ranging from 87.4% to 
93.5% across military populations).  Service members in pay grades E1 to E4 continued to represent 
the largest percentage of suicide decedents at 52.1% (Active Component), 50.6% (Reserve), and 
50.4% (National Guard).  Service members in pay grades E5 to E9 represented the second-largest 
proportion of decedents at 41.4% (Active Component), 39.0% (Reserve), and 38.7% (National 
Guard).   

 
 
  

                                                           
33 Per DoDI 6490.16, rates are not reported when the number of suicides is fewer than 20 because of statistical instability. 
34 Total Force includes DoD Active and Reserve Component military personnel.  Reserve Component is further limited to 
members of the SELRES. 
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Table 2.  Service Member Suicide Counts, Rates per 100,000 Service Members and Percentages by 
Demographics, CY 20201,2 

 

1. Source(s):  Armed Forces Medical Examiner System (AFMES). 
2. Percent refers to percent of the Total Force represented in each demographic category. 

 

Suicide decedents were largely enlisted, male, and under the age of 30 across the Active Component, 
Reserve, and National Guard (see Table 2).  Rate ratios were calculated to determine if these 
demographics were associated with a greater risk for suicide; indeed, enlisted members, males, and 
those under the age of 30 in the Active Component were each found to be at higher risk for suicide 
compared to the population average.  For the Reserve Component (Reserve and National Guard 
combined), males and those under the age of 30 were each found to be at higher risk for suicide 
compared to the population average.35  Moreover, 42.2% of the total military population in CY 2020 
were enlisted males who were less than 30 years of age, whereas 62.9% of the military suicide 
decedent population represented these three demographics combined for the same year.  For 

                                                           
35 White Service members were at increased risk compared to the population average.  Reserve Component members who 
died by suicide did not have a large enough sample size to reliably calculate rate ratios for all demographic categories. 

Count    Percent Rate Count Percent Rate Count Percent Rate

Total 384 100% 28.7 77 100% 21.7 119 100% 27.0

Sex 100.0% 100.0% 100.0%

  Male 357 93.0% 32.2 73 94.8% 26.8 113 95.0% 31.8

  Female 27 7.0% 11.7 4 5.2% - 6 5.0% -

Age Group 100.0% 100.0% 100.0%

  17-19 30 7.8% 29.8 4 5.2% - 5 4.2% -

  20-24 165 43.0% 37.9 20 26.0% 28.9 41 34.5% 39.4

  25-29 93 24.2% 30.1 20 26.0% 29.4 25 21.0% 29.9

  30-34 46 12.0% 21.9 12 15.6% - 18 15.1% -

  35-39 28 7.3% 17.8 4 5.2% - 14 11.8% -

  40-44 16 4.2% - 8 10.4% - 6 5.0% -

  45-49 5 1.3% - 6 7.8% - 6 5.0% -

  50-54 0 0.0% - 2 2.6% - 1 0.8% -

  55-59 0 0.0% - 1 1.3% - 3 2.5% -

  60-74 1 0.3% - 0 0.0% - 0 0.0% -

Race 100.0% 100.0% 100.0%

  White 288 75.0% 31.4 52 67.5% 21.9 92 77.3% 26.9

  Black or African American 49 12.8% 21.3 12 15.6% - 15 12.6% -

  American Indian/Alaska 

Native
8 2.1% - 4 5.2% - 5 4.2% -

  Asian/Pacific Islander 18 4.7% - 6 7.8% - 2 1.7% -

  Other/Unknown 21 5.5% 21.1 3 3.9% - 5 4.2% -

Rank 100.0% 100.0% 100.0%

  E (Enlisted) 359 93.5% 32.9 69 88.3% 24.1 106 87.4% 27.4

     E1-E4 200 52.1% 35.2 39 50.6% 28.8 60 50.4% 30.0

     E5-E9 159 41.4% 30.3 30 39.0% 20.4 46 38.7% 25.6

  O (Commissioned Officer) 16 4.2% - 7 9.1% - 10 8.4% -

  W (Warrant Officer) 7 1.8% - 1 1.3% - 3 2.5% -

  Cadet 2 0.5% - 0 0.0% - 0 0.0% -

Marital Status 100.0% 100.0% 100.0%

  Never Married 180 46.9% 29.8 44 57.1% 27.1 73 61.3% 31.3

  Married 182 47.4% 27.2 31 40.3% 18.6 41 34.5% 22.5

  Divorced 22 5.7% 34.6 2 2.6% - 5 4.2% -

  Widowed 0 0.0% - 0 0.0% - 0 0.0% -

Active Component Reserve National Guard
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information on the demographics of suicide decedents by Service, see Appendix F.  

Method of Suicide Death 

The most common methods of suicide death in CY 2020 across the Active Component, Reserve, and 
National Guard were firearms followed by hanging/asphyxiation (Table 3).  The proportion of suicide 
deaths by these methods has not significantly changed over time (CY 2015 to CY 2020).  In CY 2019, 
approximately 87% of Active Component Service members, 95% of Reservist, and 90% of National 
Guard members who died by firearm suicide used a personally-owned firearm (i.e., as opposed to a 
military-issued firearm; PHCoE, 2019).   

Rate ratios were calculated to determine if Service members were at greater risk of dying by suicide 
using firearms compared to the U.S. population.  In each year from 2015 to 2019, the proportion of 
Service members who died by suicide using firearms was significantly higher than the proportion of 
members of the U.S. population who died by suicide using a firearm, after adjusting for age and sex.  
For instance, in 2019, 45% of U.S. population decedents died by firearm, compared to 64% of Service 
member decedents. 

Table 3.  Method of Suicide Death by Military Population, CY 20201-2  

 
1. Source(s):  CY 2020 method of death data obtained from AFMES for active duty Service members; method of death 

data for non-duty status Reserve and National Guard obtained from the Military Services. 
2. The poisoning category includes deaths unrelated to drug overdose, such as carbon monoxide poisoning. 
 

 
  

Method of Death Count Percent Count Percent Count Percent

Total 384 100% 77 100% 119 100%

Firearm 247 64.3% 58 75.3% 95 79.8%

Hanging/Asphyxiation 106 27.6% 14 18.2% 19 16.0%

Drugs/Alcohol 6 1.6% 2 2.6% 2 1.7%

Sharp/Blunt Object 5 1.3% 0 0.0% 2 1.7%

Poisoning 6 1.6% 2 2.6% 0 0.0%

Falling/Jumping 6 1.6% 0 0.0% 1 0.8%

Other 5 1.3% 0 0.0% 0 0.0%

Pending/Unknown 3 0.8% 1 1.3% 0 0.0%

Active Component Reserve National Guard



 

21 
 

Suicide Rate Comparisons between the Military and U.S. General Population 

 

The Department is often asked to describe how military suicide rates compare to those in the U.S. 

general population.36  Such comparisons can assist in identifying how the military may reflect patterns 
seen in the civilian population, and how promising initiatives may be applicable to Service members 
and families.  However, directly comparing military and U.S. population suicide rates is misleading.  In 
the United States, males have nearly four times higher risk for suicide death than females (CDC, 

2019).37 Since the military has a higher percentage of males (81.3%) compared to the U.S. population 
(49.2%; U.S. Census Bureau, 2021), it is not surprising that military suicide rates are higher.  Age is 
another demographic factor associated with suicide risk and also varies substantially between the 
military and U.S. populations.  The military has a higher percentage of younger individuals (mean age 
29.7) than the U.S. population (mean age 39.1; U.S. Census Bureau).  Given these differences 
between the military and U.S. populations, any comparison of suicide rates must first account for age 
and sex.  Figure 4 AïC displays suicide rates, adjusted for age and sex, for the military and the U.S. 
population from CY 2015 to CY 2019.38  After accounting for age and sex, the Active Component, 
Reserve, and National Guard suicide rates are statistically comparable to the U.S. population rates for 
2015ï2019. 

Figure 4 (AïC).  CY 2015ïCY 2019 Suicide Mortality Rates, by Military Population, Standardized to 
the CY 2015ïCY 2019 U.S. Adult Population Rate Data1-3

 

1. Source(s):  Data from AFMES (military populations) and CDC (U.S. population), ages 17ï59. 
2. Note:  The U.S. population data include data from civilians, as well as current and former Service members. 
3. Rates are adjusted for age and sex differences within each military population over time and standardized to the U.S. 

adult population.  See Appendix B for additional details. 

                                                           
36 Any increases in suicide rates in the military population is likely correlated and/or connected with increases in the U.S. 
population.  As Service members are selected from the U.S. population, they are not necessarily exempt from broader 
suicide trends in the U.S. population. 
37 Civilian suicide rate data retrieved from the CDCôs Web-based Injury Statistics Query and Reporting System (WISQARS).  
Most recent year data available are from 2019. 
38 Rates are adjusted for age and sex differences within each military population over time and standardized to the U.S. adult 
population.  See Appendix B for additional details. 
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U.S. population suicide data are collected by the CDC and typically lag 12ï18 months after the close 
of the calendar year.  In the past, the ASR has typically included a comparison of the Service member 
suicide rate in the current year with the U.S. suicide rate from the previous year.  However, as 
previously noted, the COVID-19 pandemic has substantial potential implications for mental health and 
suicide risk.  Comparing a population who has experienced the pandemic (i.e., the CY 2020 Service 
member suicide rate) with a population who has not (i.e., the CY 2019 general U.S. population suicide 
rate) may lead to inappropriate conclusions and/or interpretations.   

Contextual Factors and Common Misconceptions Associated with Suicide 

 

Although an in-depth examination of the risk and contextual factors associated with suicide is beyond 
the scope of this report, it is important to highlight a few additional factors that may contribute to 

military deaths by suicide.39  Military-focused research and DoD suicide surveillance reports highlight 
a number of risk/contextual factors, including relationship, financial, and legal/administrative problems, 
ineffective life/coping skills, reluctance to seek help, perceived stigma to engage in suicide 
care/treatment, and access to lethal means.  As noted earlier, each military suicide is complex and 
involves an interaction of many interrelated factors (Hoge, 2019; Knox & Bossarte, 2012). 
 
Relationship stressors, such as failed or failing relationships, are frequently cited risk factors for 
suicide (CrowellȤWilliamson et al., 2019; LeardMann et al., 2013; Whisman et al., 2019).  In the 
military, failed or failing relationships in the 90 days prior to death were reported in Active Component 
(42.6%) and Reserve Component (42.9%) Service members who died by suicide in CY 2019 
(PHCoE, 2019).  For some individuals, financial stress, in combination with other factors (e.g., 
relationship issues, mental health problems), can increase vulnerability for suicide (Goodin et al., 
2019; Turunen & Hiilamo, 2014; Ursano, Fullerton, & Dichtel, 2016).  Based on military suicide 
surveillance data, excessive debt and bankruptcy in the 90 days prior to death were reported for 
Active Component (5.0%) and Reserve Component (7.1%) Service members who died by suicide in 
CY 2019 (PHCoE, 2019).  Active Component (28.5%) and Reserve Component (25.0%) Service 
members who died by suicide in CY 2019 also had administrative or legal difficulties (e.g., UCMJ 
proceedings, administrative separations proceedings, medical evaluation board proceedings, civil 
legal proceedings) in the 90 days prior to death.  Despite such data surveillance and research findings 
supporting these factors, many still hold the misconception that suicide is mainly due to mental illness 
and not due to difficult life challenges; as such, this misconception and the associated facts are 
included in this yearôs ASR.  Appendix G presents five common suicide misconceptions and the facts 
to help clarify (such as this misconception), as well as re-shares the misconceptions published in the 
prior CY 2019 ASR (Department of Defense, Under Secretary of Defense for Personnel and 
Readiness, 2020a), with updated facts based on the most recent data and research. 

Ineffective life/coping skills, reluctance to seek help, and stigma are also risk factors for suicide.  
DoDôs Office of People Analytics (OPA) 2019 Status of Forces Survey of Active Duty Members 
(SOFS-A) showed some Active Component Service members reported undesirable coping strategies 
when asked how they would respond if they felt trapped or stuck in a stressful situation, including 
dealing with the situation on their own (77.0%), ignoring the situation (28.0%) or avoiding the situation 
(30%), or using drugs or alcohol to cope (15.0%).40  Perceived stigma remains a barrier to help-
seeking.  Active Component Service members endorsed several reasons for not seeking help, 
including loss of privacy/confidentiality (69.0%), fear of being perceived as ñbrokenò by chain of 
command or peers (71.0%), and perceived negative impact to their career (68.0%).  Another common 
misconception and its associated facts highlighted in Appendix G is that seeking mental health care 
will negatively impact oneôs security clearance. 

                                                           
39 For a detailed examination of these contextual factors, please refer to the most recent DoDSER Annual Report (CY 2019). 
40 For more information about sample size, sampling strategy, and statistical analysis of the SOFS-A, please see the most 
recent findings: https://www.militaryonesource.mil/data-research-and-statistics/survey-findings/2019-status-of-forces-survey/  

https://www.militaryonesource.mil/data-research-and-statistics/survey-findings/2019-status-of-forces-survey/
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There are also misconceptions surrounding firearms and suicide risk.  Recognizing that the majority of 
Service member suicide decedents die by a personally-owned firearm, the Department conducted in 
2020 the first-ever Quick Compass Survey of Active Duty Members (QCAM), examining Service 
member attitudes and behaviors around firearm safe storage, and beliefs about firearms and suicide 
risk.  One of the key opportunities for action highlighted by the survey findings is the need to correct 
misconceptions Service members have about firearms and the risk for suicide (see Figure 5), and to 
educate and encourage safer firearm storage.   

Figure 5.  Misconceptions About Firearms and Suicide Risk 

  
 
The survey results also provide insights into other action areas to target, based on findings among 
Service members living on-installation (who could be asked directly about personal firearm ownership 
and storage practices).  Although these data suggest that many Service members living on-installation 
do engage in safe firearm storage, there is room for improvement.  Moreover, firearm owners living 
on-installation who believed more of the misconceptions highlighted above (in Figure 5) were less 
likely to agree with and practice safe firearm storage practices.  For additional findings from this 
survey, see Appendix C; for the full list of misconceptions, see Appendix G. 
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Military Family Suicide Data  
The Department uses a multipronged approach that leverages both military and civilian data to collect 
suicide data involving a military family member.  Data are gathered from three sources:  (1) Defense 
Enrollment Eligibility Reporting System (DEERS); (2) Military Services; and (3) CDC National Center 
for Health Statistics National Death Index (NDI) to determine suicides among military family members 
(as required by the Carl Levin and Howard P. ñBuckò McKeon National Defense Authorization Act for 

Fiscal Year 2015, Public Law 113-291).41,42,43  No single source fully captures suicide deaths among 
military family members.  It is important to note the majority of military family members are civilians 
whose deaths do not occur on a military installation.  As a result, the Department does not have 
visibility of, or jurisdiction over, these deaths and must seek other methods to obtain this information.  
Through this multipronged approach, the Department ensures it is capturing the most complete 
information possible from both military and civilian data sources. 

Definition of Military Family Member  

 

The definition of dependent (also referred to as ñmilitary family membersò) used for the purposes of 
this report is informed by Section 1072(2) of Title 10, U.S. Code, which defines a dependent with 
respect to a uniformed Service member (or former member) as: 
 

1. A spouse; 
2. Un-remarried widow or widower; 
3. Child who is: 

a. Unmarried and under the age of 21; or 
b. Physically or mentally incapable of self-support (regardless of age); or 
c. Enrolled in full-time course of study at an institution of higher learning; dependent on the 

member for over one-half of their support; and under the age of 23;44 
4. Un-remarried former spouse of a current or former Service member;  
5. Unmarried person who is placed in the legal custody of the Service member as a result of a court 

order (e.g., a sibling);45 and 
6. A parent or parent-in-law who is dependent on the Service member for over one-half of his/her 

support and residing in his/her household. 

For the purpose of this report, military family members are limited to spouses and dependent children 
(minor and non-minor) who are eligible to receive military benefits under Title 10 and are registered in 

DEERS.46,47  As a result, DoD may not be able to retrieve all suicide death records of individuals 
included in the definition set forth in 10 U.S.C. 1072(2), and suicide counts and rates presented in this 

                                                           
41 In CY 2016, modifications were made to DEERS to allow manner of death to be captured when Service members provide 
death certificates of their family members via their Real-Time Automated Personnel Identification System (RAPIDS) station.  
These data were available starting in 2017. 
42 Service members must submit family member death certificates to the Servicesô Casualty Offices to receive Family 
Service Members' Group Life Insurance (FSGLI) benefits. 
43 The Air Force Office of Special Investigations (OSI) also collects information on military family member deaths. 
44 Dependents include biological, step-, foster, ward, pre-adoptive, and domestic partner children. 
45 Additional criteria may apply (see section 1072(2) of Title 10, U.S. Code). 
46 DoD is unable to capture information on military family members unless they are registered in DEERS.   
47 Other types of family members (e.g., parents, siblings, former spouses) who meet the specifications of Title 10 are not as 
reliably captured in DEERS, as they must be registered by the Service member.  As a result, DoD cannot reliably track the 
deaths by suicide among these individuals. 
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report may be underestimated for this population.  For simplicity, this report will hereafter refer to 
dependent children as ñdependents.ò 

CY 2019 Family Member Data Summary 

 

Table 4 shows the annual suicide counts and rates for family members overall (spouses and 
dependents combined across all military populations), as well as for military spouses and dependents, 

for the Active Component, Reserve, and National Guard for CY 2017 to CY 2019.48  Data for CY 2020 
were unavailable for this report because of the time lag inherent in the collection of civilian death 

data.49 

There were 202 reported suicide deaths among military family members in CY 2019.  The family 
member suicide rate was 7.7 per 100,000 military family members (Table 4); this rate was consistent 
with the CY 2017 and CY 2018 rates (i.e., no statistical changes).  The overall family member suicide 
rates were similar for the Active Component, Reserve, and National Guard, ranging from 7.1 to 8.8 
deaths per 100,000 individuals. 

Table 4.  Family Member Suicide Rates per 100,000 by Military Population, CY 2017ïCY 20191-3 

1. Source(s):  DEERS, Military Services, and NDI (suicide counts); Defense Manpower Data Center (DMDC) 
(denominators). 

2. Per DoD Instruction 6490.16, rates for subgroups with fewer than 20 suicides are not reported because of statistical 
instability. 

3. Per CDC requirements, counts under 10 were suppressed in order to protect the confidentiality of military family 
members.  Additional cells were also suppressed to ensure low counts could not be recreated.  Per DoDI 6490.16, rates 
are not reported when the number (i.e., count) of suicide deaths is under 20 due to statistical instability. 

In this report, family members could also be Service members.  The Department included Service 
members who are spouses of other Service members in its family member suicide counts and rate 
estimation to better capture the full extent of suicide among military family members.  In CY 2019, 41 

family members (20.3%) who died by suicide were also Service members at the time of their death.50  
When these family members who were also Service members were excluded from the family member 
population, the family members (spouses and dependents combined across all military populations) 

                                                           
48 Note that, although not included in Table 4 counts for the DoD military family members, per the FY 2015 NDAA, DoD 
collects data on suicide deaths for family members of the U.S. Coast Guard.  In CY 2019, there were four U.S. Coast Guard 
military family member suicide deaths.  
49 It can take between 12 and 18 months for CDC to receive death information from the state vital statistics offices.  As a 
result, there is a two-year lag between the most recent available NDI death information and any related report on military 
family member suicides. 
50 In CY 2018, of the family members who died by suicide, 18% were also Service members at their time of death. 

 CY 2017 CY 2018 CY 2019 

Military Population Count Rate Count Rate Count Rate 

Total Force 182 6.8 191 7.2 202 7.7 

Spouse 121 11.6 126 12.2 130 12.6 

Dependent 61 3.7 65 4.0 72 4.5 

Active Component 118 7.0 116 7.0 117 7.1 

Spouse 90 13.3 82 12.2 85 12.7 

Dependent 28 2.8 34 3.4 32 3.3 

Reserve 29 6.3 29 6.4 40 8.8 

Spouse -- -- 18 -- 17 -- 

Dependent -- -- 11 -- 23 7.9 

National Guard 35 6.4 46 8.5 45 8.5 

Spouse 11 -- 26 13.4 28 14.7 

Dependent 24 6.9 20 5.8 17 -- 
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suicide rate was 6.5 per 100,000 individuals.  All analyses examining military spouse decedents were 
conducted inclusive and exclusive of spouses who were themselves Service members at their time of 
death.  No differences were noted in the conclusions reached for either analysis.  For this reason, the 
rates reported below include military spouse decedents who were themselves Service members at 
their time of death. 

Military Spouses 

Of the 130 military spouses who died by suicide in CY 2019, the majority were under 40 years of age 
(79.2%; Table 5). This aligns with the overall military spouse population demographics, wherein a 
majority of spouses are under 40 years of age (i.e., 79%);.  However, the suicide decedent population 
does not align with the overall military spouse population regarding sex.  Although male spouses 
account for a little over half of suicide decedents (53.1%), they only account for 13% of the overall 
military spouse population.   

Note that in CY 2019, 51.5% of military spouses (n = 67) had a history of military service (of whom 37 

spouses were currently serving at the time of their death by suicide).51  Examined by sex, 79.7% of 
male spouses (n = 55) had a service history (of whom 34 males were currently serving at time of 
death), and 19.7% of female spouses (n = 12) had a service history (of whom less than 10 females 
were currently serving at time of death). 

Table 5. Military Spouse Suicide Counts and Percentages by Demographics  
 Count Percent 
Sex 130 100% 

Male 69 53.1% 
Female 61 46.9% 

Age Group 130 100% 
<40 103 79.2% 
Ó40 27 20.8% 

Service History 130 100% 
Any Service History 67 51.5% 

Prior Service (Not Currently Serving) 30 23.1% 
Currently Serving 37 28.5% 

No Service History 63 48.5% 
1. Per CDC requirements, counts under 10 were suppressed to protect the confidentiality of military family members. 

For military spouses, the CY 2019 suicide rate was 12.6 deaths per 100,000 individuals; this rate was 
consistent with the CY 2017 and CY 2018 rates (no statistical changes; Table 4).  Table 6 presents 

suicide rates for spouses by sex.52  When examined by sex and ages 18 to 60, the female spouse 
suicide rate was 6.8 deaths per 100,000, and the male spouse rate was 51.7 deaths per 100,000 in 
CY 2019.  Note that although these may appear different than prior years, these CY 2019 suicide 
rates are not statistically different when compared to the CY 2017 or CY 2018 rates.  The suicide 
counts are low, and the number of family members who died by suicide is a relatively smaller 
population compared to both the Service member and U.S. population.  Therefore, small changes to 
the male spouse suicide counts can dramatically affect the suicide rate. 

 
  

                                                           
51 In CY 2018, there were 62 (49%) spouses with any prior service history, of whom 32 spouses were currently serving at the 
time of death. 
52 Per DoDI 6490.16, age-specific rates were not presented as the number of suicide counts were fewer than 20 for each 
age grouping. 
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Table 6.  Military Spouse Suicide Rates per 100,000 Individuals by Sex, CY 2017ïCY 20191-2 

DoD Component 
CY 2017 CY 2018 CY 2019 

Male Female Male Female Male Female 

Total Force 29.1 9.2 40.9 8.1 51.7 6.8 

Active Component 30.2 11.1 36.9 8.8 52.3 7.0 

Reserve -- -- -- -- -- -- 

National Guard -- -- -- -- -- -- 

1. Source(s):  DEERS, Military Services, and NDI (suicide counts); DMDC (denominators). 
2. Per DoDI 6490.16, rates are not reported when suicide counts are less than 20 due to statistical instability. 

 

Compared to the U.S. population, the CY 2019 female spouse rate was comparable to the female 
suicide rate in the CY 2019 U.S. population, ages 18 to 60 years (8.2 per 100,000).  However, the 
CY 2019 male spouse rate was statistically higher than the U.S. population (28.4 per 100,000 for ages 
18 to 60 years). 

Military Dependents  

Of the 72 military dependents who died by suicide in CY 2019, the majority were male (76.4%; 
Table 7).  Ages ranged from 12 to under 23 years old, with 62.5% of dependent deaths among 
dependents who were under the age of 18.  In CY 2019, less than 6% of dependents were also 
Service members at the time of their death. 

Table 7.  Military Dependent Suicide Counts and Percentages by Demographics 
 Count Percent 
Sex 72 100% 

Male 55 76.4% 
Female 17 23.6% 

Age Group 72 100% 
0-9 0 0% 

10-17 45 62.5% 

18 to less than 23 27 37.5% 
1. Per CDC requirements, counts under 10 were suppressed in order to protect the confidentiality of military family 

members.   
 

For military dependents, the CY 2019 suicide rate was 4.5 deaths per 100,000; this rate was 
consistent with the CY 2017 and 2018 rates (i.e., no statistical changes; Table 4).  Table 8 presents 

suicide rates for dependents by sex.53 

Table 8.  Military Dependent Suicide Rates per 100,000 Individuals by Sex, CY 2017ïCY 20191-3 

DoD Component 
CY 2017 CY 2018 CY 2019 

Male Female Male Female Male Female 

Total Force 5.1 -- 5.9 -- 6.7 -- 

Active Component -- -- 5.2 -- 4.4 -- 

Reserve -- -- -- -- -- -- 

National Guard -- -- -- -- -- -- 
1. Source(s):  DEERS, Military Services, and NDI (suicide counts); DMDC (denominators).   
2. Per DoDI 6490.16, rates are not reported when suicide counts are less than 20 due to statistical instability. 
3. To facilitate comparisons with the U.S. general population, 95% confidence intervals for the rates were calculated. 

 

The male military dependent suicide rate in CY 2019 was 6.7 per 100,000 population, which was 

                                                           
53 Per DoDI 6490.16, age-specific rates were not presented as the number of suicide counts were fewer than 20 for each 
age grouping. 
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statistically consistent with the CY 2017 and CY 2018 rates.  This is statistically comparable to the 
rate among males aged < 23 years in the U.S. population (8.0 per 100,000 population).  Military 

dependents are younger on average than are dependents in the U.S. population.54   Per DoD policy, 
the female military dependent suicide rate was not reported (i.e., counts were under 20 for this group). 

Method of Family Member Suicide Death 

Similar to CY 2017 and CY 2018, among all family members (spouses and dependents combined 
across all military populations), suicide deaths in CY 2019 were primarily by firearm (55.1%) and 
hanging/asphyxiation (29.8%).  For both spouses and dependents individually, the most common 
methods of suicide death in CY 2019 were firearms followed by hanging/asphyxiation, consistent with 
CY 2017 and 2018 (Table 9). 

Firearms remained the leading method of suicide death when examined by sex.  For female spouses, 
firearms were the leading method (41.0%), followed by hanging/asphyxiation (24.6%).  This is in 
contrast to the U.S. population wherein firearms (30.7%) and hanging/asphyxiation55 (30.6%) are 
about equivalent as the leading method of suicide death for adult females ages 18 to 60.  Suicide by 
firearm was the leading method among male spouses and male dependents (72.5% and 45.5%, 
respectively), followed by hanging/asphyxiation (21.7% and 41.8%, respectively), which are 
comparable to the primary methods of suicide among males in the U.S. population ages 18 to 60 and 
among males in the U.S. population ages under 23 years of age.  Due to low counts among female 
dependents when broken down by method of suicide, we are unable to determine leading methods or 
comparisons among females under 23 years of age. 

Table 9.  Method of Suicide Death by Family Member Type, CY 20191-3 

 Total Spouse Dependent 

Method of Death Percent Percent Percent 

Total 100% 100% 100% 

Firearm 55.1% 59.5% 47.2% 

Hanging/Asphyxiation 29.8% 23.8% 40.3% 

Drugs/Alcohol 7.6% 10.3% <3.0% 

Sharp/Blunt Object <1.0% <1.0% 0.0% 

Poisoning <2.0% <3.0% 0.0% 

Falling/Jumping <1.0% 0.0% <3.0% 

Other <4.0% <4.0% <5.0% 

1. Source(s): DEERS, Military Services, and NDI (suicide counts); DMDC (denominators). 
2. The poisoning category includes deaths unrelated to drug overdose, such as carbon monoxide poisoning. 
3. Per CDC requirements, if counts were under 10, the corresponding percentages were suppressed or masked (i.e. 

<1.0%) to protect the confidentiality of military family members. 

Overall, there must be caution drawing strong conclusions based on three years of data for our 
military family members.  The Department will continue to work to effectively capture military family 
suicide deaths and report these data in a transparent and timely manner.  Once the Department has 
gathered data for a sufficient number of years to enable longer-term trend identification, we will target 
efforts to identify key trends for our military family members. 

  

                                                           
54 In CY 2019, DoD dependents ages 0ï11 made up 71% of the total dependent population, and the remaining 29% were  
12 to less than 23 years old.  In the U.S. population, individuals who were 0ï11 years old made up 51% of all individuals 
younger than 23, and the remaining 49% were 12 to less than 23.  
55 Not including suicide by asphyxiation/drowning. 



 

29 
 

Current Departmental Efforts 

Current Suicide Prevention Strategy, Governance, and Efforts 

 

The DoD suicide prevention efforts are guided by the 2015 Defense Strategy for Suicide Prevention 
(DSSP).  This strategy created the foundation for our prevention activities by using a public health 
approach, which acknowledges a complex interplay of individual-, relationship-, and community-level 
risk factors.  In 2017, the CDC released a bundled public health approach as a technical package, 
presenting seven broad, evidence-informed strategies to focus suicide prevention activities that have 
been found to effectively impact risk and protective factors surrounding suicide (Stone et al., 2017).  
The Departmentôs goals within the DSSP align with these seven strategies:56 

1. Strengthening economic supports 
2. Strengthening access and delivery of suicide care 
3. Creating protective environments 
4. Promoting connectedness 
5. Teaching coping and problem-solving skills 
6. Identifying and supporting people at risk 
7. Lessening harms and preventing future risk 

The Suicide Prevention General Officer Steering Committee (SPGOSC) is composed of senior 
executive leaders and general officers across the Department and leads the Departmentôs suicide 
prevention efforts.  This governance body addresses present and future suicide prevention needs 
by employing data-driven, evidence-informed practices that have DoD-wide applicability.  In 
addition, the Suicide Prevention and Risk Reduction Committee (SPARRC)ða complementary, 
enterprise-wide, action-officer level committeeðis responsible for coordinated implementation of 
the guidance provided by the SPGOSC.  The SPARRC provides an opportunity for collaboration, 
communication, and documentation of promising suicide prevention practices across DoD. 

The Department has a number of efforts underway to support Service members and their families, 
including those aimed at increasing access to support, reducing barriers to receiving support, and 
targeting our population of greatest concern.  The CY 2019 ASR presented numerous suicide 
prevention initiativesðas examples of suicide prevention efforts occurring across the Departmentð
that are aligned to the DSSP goals and seven broad, evidence-informed strategies (Department of 
Defense, Under Secretary of Defense for Personnel and Readiness, 2020a).  Appendix H offers 
updates to those previously highlighted initiativesðorganized by the seven strategiesðand 
introduces new evidence-informed initiatives underway.  Note these examples are by no means an 
exhaustive list.  These initiatives address some of the key findings in this report, as well as data 
collected by the DoD Suicide Event Report (DoDSER) Annual Report and other sources.  Appendix I 
provides more detailed information on chaplains and other spiritual resources available to our military 
community.  Appendix D highlights efforts to address and reduce the stigma associated with seeking 
help for mental health or suicidal thoughts.   

 

Evaluating and Assessing Effectiveness of Policies, Programs, and Initiatives  

 

Suicide is a complex and multifaceted issue that requires a comprehensive, holistic approach to 
prevention.  Collectively, Departmental policies, programs, and initiatives are designed to address 
various suicide risk and protective factors that have been shown to impact suicide within our military 

                                                           
56 For more information on the Departmentôs goals within the DSSP and its alignment with the seven strategies, please visit 
https://www.dspo.mil/Portals/113/Documents/TAB%20B%20-%20dssp_final%20USD%20PR%20signed.pdf 

https://www.dspo.mil/Portals/113/Documents/TAB%20B%20-%20dssp_final%20USD%20PR%20signed.pdf
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community.  Likewise, our program evaluation efforts must account for such complex interactions of 
suicide risk and protective factors and examine the effectiveness of our ongoing suicide prevention 
efforts more holistically as a collective system.  The following sections describe the Departmentôs 
policy review and program evaluation efforts for our suicide prevention efforts. 

Policy Review 

 

The Department originally published an enterprise-wide suicide prevention policy through DoD 
Instruction (DoDI) 6490.16, Defense Suicide Prevention Program, on November 6, 2017 (Department 
of Defense, Under Secretary of Defense for Personnel and Readiness, 2020b).  This policy was 
updated on September 11, 2020, to better align with DoDôs broader public health approach to violence 
prevention.57  DoDI 6490.16 provides direction to the Military Services and other DoD Components on 
their responsibilities with respect to the Defense Suicide Prevention Program (Department of Defense, 
Under Secretary of Defense for Personnel and Readiness, 2020b).  This policy also establishes 
standards for suicide prevention, intervention, and postvention efforts that reflect a holistic, public 
health approach to suicide prevention.  The policy also requires standardized collection and analysis 
of suicide data.  Program evaluation efforts, detailed in the next section, will also help evaluate overall 
effectiveness and inform enhancements to our public health approach and policies. 

The Department also published an integrated violence prevention policyðthe first of its kindðthrough 
DoDI 6400.09, DoD Policy on Integrated Primary Prevention of Self-Directed Harm and Prohibited 
Abuse or Harm, on September 11, 2020.58  Informed by best practices in the field, this policy creates 
a unity of effort across prevention programs and policies; establishes a common, research-based 
framework for violence prevention; and focuses prevention efforts on those activities that have the 
greatest potential to reduce multiple forms of violence (e.g., suicide, harassment, sexual assault, 
domestic abuse, child abuse, and substance misuse) that affect the military community.  This holistic 
approach allows DoD to address common factors shared by multiple readiness-detracting behaviors, 
with young and enlisted Service members being a key population of focus.  Together with DoDI 
6490.16, the Department can better support our Service members and their families on suicide 
prevention. 

To ensure unity of effort, the Defense Suicide Prevention Office (DSPO), in collaboration with the 
Military Services and relevant DoD Components, regularly reviews implementation of DoDI 6490.16, 
which represents a broad range of activities that address the various aspects of suicide prevention.59  
This enables the Department to identify areas for improvement as well as leverage promising 
practices to enhance policy efforts.  In the CY 2020 review of policy responsibilities, the Department 
determined all Components, including the Military Services, were in alignment with DoDI 6490.16, 
with minimal disruption due to the COVID-19 pandemic.60  The few Components that indicated initial 
impact on policy implementation due to the pandemic also noted that they were able to quickly 
mitigate issues to ensure Service members and their families had access to helpful resources.  For 
example, several Components noted initial impact on accessing some integrated services and suicide 

                                                           
57 DoDI 6490.16 was updated twice in CY 2020.  The June 15 update was reported in the CY 2019 ASR, which can be 
accessed at 
https://www.dspo.mil/Portals/113/Documents/CY2019%20Suicide%20Report/DoD%20Calendar%20Year%20CY%202019%
20Annual%20Suicide%20Report.pdf?ver=YOA4IZVcVA9mzwtsfdO5Ew%3d%3d 
58 DoDI 6400.09 can be accessed at 
https://www.esd.whs.mil/Portals/54/Documents/DD/issuances/dodi/640009p.pdf?ver=2020-09-11-104936-223  
59 Per DoDI 6490.16, DSPO oversees the Military Servicesô compliance of this policy.  DSPO collaboratively works with the 
relevant Components to review implementation. 
60 For the CY 2020 review, Components submitted self-assessments to DSPO.  Key Military Service policies that were 
reviewed included AR 600-63 (Army), OPNAVINST 1720.4B (Navy), MCO 1720.2 (Marine Corps), AFI 90-5001 (Air Force), 
and CNGBI 0300.01 (National Guard Bureau).  In addition, to account for the COVID-19 pandemic, DoD included a special 
interest item as part of the policy review asking Components to identify any policy that was impacted due to the pandemic 
and efforts to mitigate the impact. 

https://www.dspo.mil/Portals/113/Documents/CY2019%20Suicide%20Report/DoD%20Calendar%20Year%20CY%202019%20Annual%20Suicide%20Report.pdf?ver=YOA4IZVcVA9mzwtsfdO5Ew%3d%3d
https://www.dspo.mil/Portals/113/Documents/CY2019%20Suicide%20Report/DoD%20Calendar%20Year%20CY%202019%20Annual%20Suicide%20Report.pdf?ver=YOA4IZVcVA9mzwtsfdO5Ew%3d%3d
https://www.esd.whs.mil/Portals/54/Documents/DD/issuances/dodi/640009p.pdf?ver=2020-09-11-104936-223
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prevention training, but were able to move integrated services and training to secure virtual platforms.  
Overall, Components demonstrated adaptability in meeting DoDI 6490.16 responsibilities during the 
pandemic. 

In addition, on November 17, 2020, the Department published the ñDefense Suicide Prevention Office 
(DSPO) Guidelines for Collaboration with Non-Government Organizationsò to provide guidance and 
criteria as a deliberate way to help encourage and extend suicide prevention, intervention, and 
postvention efforts beyond the military community.61  This effort reinforces our commitment to 
collaborating with non-government organizations in advancing our holistic, data-driven suicide 
prevention approach to positively impact individual beliefs and behaviors, as well as instill systemic 
culture change. 

The Department also participated in a Government Accountability Office (GAO) evaluation of DoD 
suicide prevention programs and activities, as required per the Section 741(b) of the National Defense 
Authorization Act (NDAA) for FY 2020.  GAO Report 21-300, ñDoD Needs to Fully Assess Its Non-
Clinical Suicide Prevention Efforts and Address Any Impediments to Effectiveness,ò published on 
April 26, 2021, determined that DoD has responded to the growing rate of death by suicide among the 
military population with a variety of suicide prevention efforts, including those that are non-clinical.62  
GAO also identified impediments that may hamper the effectiveness of DoDôs suicide prevention 
efforts, and included three recommendations:  (1) Develop a process to ensure that individual, 
Service-level non-clinical suicide prevention programs are assessed for effectiveness; (2) develop 
consistent suicide-related definitions and require their use across DoD; and (3) minimize duplication 
across the Annual Suicide Report (ASR) and the DoDSER Annual Report.  The Department is actively 
addressing these recommendations.  As a way forward, the Department will continue to monitor and 
regularly review implementation of DoDI 6490.16 as well as use program evaluation, stakeholder 
engagement and collaboration, and other means to identify gaps and enhance policies, programs, 
and other key efforts.  

In addition, the Department, through the Prevention Collaboration Forum (PCF)63 and the Office of 
Force Resiliency Violence Prevention Cell (VPC), continues to focus on an integrated and public 
health approach to violence prevention and reduction of harmful behaviors toward self and others.  
The VPC was established after the PCF was chartered on February 26, 2020, to support the activities 
of the PCF, develop and monitor integrated policy, and synchronize efforts toward a more rigorous 
DoD prevention model.  As the Department leverages new command climate data to report on risk 
and protective factors across the Force, suicide prevention will be integral in this process and 
subsequent recommendations and mitigating actions.  Further, PCF working groups are identifying 
gaps and opportunities in prevention workforce training standards, program evaluation, and to help 
reduce unnecessary redundancies across policies.  DSPO, as a PCF member, remains actively 
engaged with working groups that help streamline suicide prevention efforts while providing mutual 
support toward the Departmentôs efforts to reduce and stop these readiness-detracting behaviors and 
to promote readiness of the Total Force.  These integrated efforts feed into the Departmentôs actions 
to address command climates across all installations to mitigate risks for those behaviors within the 
integrated violence prevention framework.   

Program Evaluation 

 

                                                           
61 The Defense Suicide Prevention Office Guidelines for Collaboration with Non-Government Organizations is accessible at 
https://www.dspo.mil/Portals/113/DSPO%20Collaboration%20Guidelines%20with%20Non-
Governmental%20Organizations%202020.pdf 
62 GAO conducted this audit from March 2020 to April 2021. GAO Report 21-300 is accessible at 
https://www.gao.gov/assets/gao-21-300.pdf 
63 The PCF, chartered in February 2020, focuses on policy actions to address violence prevention, including before, 
immediately surrounding, and the long-term response after allegations of violent, abusive, or harmful acts are reported.  The 
PCF also focuses on the assessment and evaluation of actions across the spectrum of violence prevention. 

https://www.dspo.mil/Portals/113/DSPO%20Collaboration%20Guidelines%20with%20Non-Governmental%20Organizations%202020.pdf
https://www.dspo.mil/Portals/113/DSPO%20Collaboration%20Guidelines%20with%20Non-Governmental%20Organizations%202020.pdf
https://www.gao.gov/assets/gao-21-300.pdf
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Over the past decade, the Department has focused on implementing suicide prevention programs and 
initiatives with the intent of reducing suicide rates within our military community.  We have expanded 
our focus to ensure that program evaluation is an integral part of program development and 
implementation. 

Program Evaluation Framework, Metrics, and Data 

The Department uses an enterprise-wide program evaluation framework to evaluate the effectiveness 
of its suicide prevention efforts (see Figure 6).  Our current framework integrates the seven broad, 
evidence-informed strategies from CDC, and aligns with the 2015 DSSP goals.  As illustrated in 
Figure 6 the seven broad, evidence-informed strategies are used to develop specific suicide 
prevention programs and initiatives that will impact suicide risk and protective factors (i.e., the 
proximal outcomes).  Positive changes in the proximal outcomes are expected to lead to decreases in 
distal outcomes, which is the reduction of suicide deaths and attempts.  Although reductions in these 
behaviors constitute the ultimate indicators for success, achieving a reduction in these behaviors 
requires a coordinated implementation of multiple suicide prevention initiatives and activities over a 
long period of time.  For a more immediate understanding of the progress and effectiveness of suicide 
prevention initiatives, the Department leverages the proximal outcomes.  In sum, both types of 
outcomes help us assess progress and effectiveness of ongoing non-clinical programs and activities 
in order to determine whether modifications are needed and/or whether these efforts should continue.  
Moreover, the Department of Veterans Affairs (VA)/DoD Clinical Practice Guidelines and the Joint 
Commission serve to ensure that high-quality, evidence-based clinical treatment and care is provided 
to our military community (Department of Veterans Affairs & Department of Defense, 2019).   

Figure 6.  Enterprise-Wide Program Evaluation Framework 

 

 

Before one can track changes on proximal outcomes or begin to understand if suicide prevention 
efforts are working, one needs baseline dataða critical starting point for comparison.  Then, follow-up 
metrics can provide valuable information about what, if any, impact the programs and initiatives have 
on outcomes.  The Department leverages several sources of data to track standardized metrics for 
the proximal and distal outcomes over time, including Departmental suicide data from the Armed 
Forces Medical Examiner System (AFMES) and DoDSER system, as well as DoD-wide surveys 
representative of the entire population (e.g., Status of Forces Surveys [SOFS]), administered by 


































































































































