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Objective: To examine suicide decedents’ use of mental health treatment and perceived barriers to initiating
and maintaining treatment. Method: We used a psychological autopsy study conducted as part of the Army
Study to Assess Risk and Resilience Among Servicemembers (Army STARRS) that compared suicide
decedents (n = 135) to soldiers in two control conditions: those propensity-score-matched on known
sociodemographic and Army history variables (n = 137) and those with a history of suicidal thoughts in the
past 12 months (n = 118). Informants were next of kin and Army supervisors. Results: Results revealed that
suicide decedents were significantly more likely to be referred to services and to use more intensive treatments
(e.g., medication, overnight stay in hospital) than propensity-matched controls. However, decedents also were
more likely to perceive significant barriers to treatment-seeking. All differences observed in the current study
were between propensity-matched controls and decedents, with no observed differences between suicide
ideators and decedents. Conclusions: Many suicide decedents used some form of mental health care at some
point in their lives; however, they also were more likely than propensity-matched controls to perceive barriers
that may have prevented service use. The lack of differences between suicide ideators and decedents suggests
that more information is needed, beyond knowledge of treatment utilization or perceived barriers, to identify
and intervene on those at highest risk for suicide. These findings underscore the importance of reducing
attitudinal barriers that may deter suicidal soldiers from seeking treatment, and also improving risk detection

among those who are attending treatment.
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seek the help they need.

What is the public health significance of this article?

Prior studies have suggested that many suicide decedents have no contact with mental health care
providers in the months preceding their deaths; however, these studies have relied largely on care that
is documented in medical records. We sought to better understand treatment utilization (including
those not commonly documented such as the use of crisis hotlines and clergy) and perceived barriers
to initiating and maintaining treatment among soldiers who died by suicide using a psychological
autopsy study. Although suicide decedents were more likely to utilize intensive treatment options
compared to propensity-matched controls, they were also more likely to perceive attitudinal barriers
to treatment, highlighting the continued importance of addressing stigma to ensure at-risk soldiers

Keywords: mental health, suicidal, stigma, barriers, military
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The rate of suicide in the U.S. Army has steadily increased in
recent years (Schoenbaum et al., 2014). Recent estimates indicate
that nearly 24 per 100,000 soldiers die by suicide (Pruitt et al.,
2016), exceeding the suicide rate in the general U.S. population for
the first time in decades (Kuehn, 2009; Nock et al., 2013). Given
this concerning trend, suicide prevention has become an increas-
ingly urgent priority for the Army.

Despite the general widespread availability of health care in the
Army, and an increase in suicide prevention initiatives like screen-
ing and training of gatekeepers (Zamorski, 2011), ensuring that
at-risk soldiers are identified and subsequently receive treatment
remains a challenge. For instance, previous research found that
approximately half of all service members who died by suicide had
contact with the health care system in the month prior to their
death (Ribeiro et al., 2017; Trofimovich, Skopp, Luxton, & Reger,
2012). In contrast, only about one quarter (28%) of these suicide
decedents interacted with a mental health care provider in the
month prior to their death (Ribeiro et al., 2017). These findings
highlight the importance of understanding why some at-risk indi-
viduals do not seek out health care services, and particularly,
mental health services, in the months preceding their suicide
deaths, given these encounters may represent critical opportunities
for intervention.

Unfortunately, many people at risk may not seek or maintain
health care services they need due to attitudinal (e.g., stigma) and
structural (e.g., unavailability of treatment) barriers (Andrade et
al., 2014; Mojtabai et al., 2011). Stigma is perhaps the most widely
studied attitudinal barrier, and is commonly reported as a reason
for not seeking mental health services both within and outside the
military (Britt et al., 2008; Greene-Shortridge, Britt, & Castro,
2007; Hoge et al., 2004; Hom, Stanley, Schneider, & Joiner, 2017;
Mojtabai et al., 2011; Valenstein et al., 2014; Zinzow et al., 2013).
Specific to the military, service members have reported concerns
about the stigma of receiving mental health care, including being
perceived as weak or being treated differently by unit leaders or
peers (e.g., Gorman, Blow, Ames, & Reed, 2011; Pietrzak, John-
son, Goldstein, Malley, & Southwick, 2009). Other research has
described concerns about stigma related to service members’ ca-
reers, including concerns about having mental health care docu-
mented in their military records (e.g., Gorman et al., 2011; Valen-
stein et al., 2014) and, relatedly, that their use of these services
would negatively affect their military careers (e.g., ability to re-
deploy or earn promotions; Gorman et al., 2011; Hoge et al., 2004;
Pietrzak et al., 2009). In addition to stigma, negative attitudes
toward treatment, including belief that treatment does not work,
lack of trust in mental health professionals, or the belief that
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getting mental health treatment should be a last resort, are also
cited as attitudinal barriers to treatment among service members
(e.g., Gorman et al., 2011; Kim, Britt, Klocko, Riviere, & Adler,
2011). Finally, lack of perceived need for treatment and a desire to
handle problems on one’s own are frequently listed as a common
reason for both not seeking treatment and for discontinuing ongo-
ing treatment services among military personnel (e.g., Naifeh et
al., 2016; Stecker, Fortney, Hamilton, & Ajzen, 2007).

Beyond attitudinal barriers, structural barriers to treatment seek-
ing have also been examined (e.g., inconvenience, lack of time,
transportation, unavailability of treatment, not knowing where to
go to get help; Britt et al., 2008; Hoge et al., 2004; Mojtabai et al.,
2011). However, attitudinal barriers are typically weighed as much
more important than structural by individuals considering initia-
tion or continuation of treatment (Mojtabai et al., 2011; Naifeh et
al., 2016). In fact, in a longitudinal study testing predictors of
treatment seeking among soldiers, Adler, Britt, Riviere, Kim, and
Thomas (2015) found that attitudes toward treatment was the only
barrier that significantly predicted whether soldiers sought out
treatment postdeployment. That is, soldiers with negative attitudes
toward treatment (e.g., “I do not trust mental health professionals™)
or who reported a desire to handle one’s own problems without
treatment were less likely to seek services, whereas those reporting
favorable beliefs about treatment (e.g., “Mental health counseling
can be helpful for those who need it”’) were more likely to utilize
services (Adler et al., 2015).

Although prior studies have provided valuable information
about health care utilization and barriers to treatment seeking by
service members, several important questions remain unanswered.
First, though the existence of both attitudinal and structural barri-
ers to treatment appears to be well-established among general
samples of service members, little is known about how these
barriers may have influenced the decisions to forego treatment
among service members who died by suicide. Prior research sug-
gesting that the perception of treatment barriers may be highest
among those with the most severe symptoms supports an explicit
focus on suicide decedents beyond general samples of service
members (Hoge et al., 2004). Second, prior research has relied
primarily on documentation of use of military health care services
(e.g., Ribeiro et al., 2017), which does not include the wider range
of services that suicide decedents may have accessed prior to their
death (e.g., use of civilian mental health services, counseling with
a religious leader). Given that service members and veterans often
use services outside of military health care settings where they
would not be documented in their military records (e.g., talking to
a chaplain, attending nonmilitary/VA health care facilities; Elbo-
gen et al., 2013; Gorman et al., 2011), it is important to examine
the extent to which suicidal soldiers may rely on these types of
services as well.

In this study, we examine treatment utilization and barriers to
treatment seeking among suicide decedents in the U.S. Army. We
did so using a psychological autopsy study conducted as part of the
Army Study to Assess Risk and Resilience Among Servicemem-
bers (Army STARRS). Army STARRS is a large, epidemiological
study that is comprised of several distinct components (see www
.starss-Is.org for more information). Although many prior articles
have been published from other components of Army STARRS,
the results from the psychological autopsy study reported in this
article have been presented in only one prior article on the asso-

ciation between mental disorders and suicide (Nock et al., 2017),
and the current results focused on treatment utilization and barriers
are novel and do not overlap with those presented in any prior
Army STARRS papers. The Army STARRS psychological au-
topsy study was designed to compare suicide decedents to soldiers
in two different control conditions: (a) those propensity-score-
matched on known sociodemographic and Army history variables
and (b) those with a history of suicidal thoughts in the past 12
months but who did not die by suicide. In the current article, these
two control conditions allowed us to examine what treatment
related factors might be predictive of suicide death above and
beyond known risk factors and the presence of suicidal thoughts,
respectively.

Method

Sample

In the current study, cases (i.e., suicide decedents) were U.S.
Army soldiers who died by suicide while on active duty between
August 1, 2011, and November 1, 2013. This sample excluded
soldiers in the Army Reserve and National Guard. In addition,
soldiers who died by suicide while deployed supporting Operation
Enduring Freedom and Operation Iraqi Freedom (Afghanistan,
Iraq, and Kuwait), were excluded from the study, given these
soldiers were also excluded from the pool of available control
soldiers based on the design of Army STARRS. For each suicide
decedent included in the study (n = 135; 46.6% of the cases who
died by suicide during this period), we interviewed a next of kin
(e.g., close family members, usually the spouse or a parent), and/or
first line Army supervisor. Excluded cases (n = 155) did not differ
from the included cases on demographic (e.g., age, sex, race/
ethnicity, marital status) or Army variables (e.g., rank, age of entry
into Army).

We then selected two unique groups of control soldiers. First,
drawing from a large sample (N = 5,428) of representative soldiers
who participated in the Army STARRS All Army Study (AAS;
Ursano et al., 2014), we used propensity score matching to select
a set of controls (n = 137) matched to Army suicide decedents
from 2004 to 2009 on a number of variables, including: year/
month person record, demographics (i.e., sex, age, race/ethnicity,
marital status, number of dependents, education, religion), Army
career variables (i.e., rank, age at Army entry, number of times
demoted, number of months since last demotion, number of times
promoted, number of months since last promotion, Armed Forces
Qualification Test score, current or previous stop-loss, number of
episodes of continuous service, count of total months in Army),
and deployment/combat experiences (e.g., deployment status,
number of months since last deployment, number of prior injuries).

Second, to identify predictors that distinguish those who die by
suicide from those who think about suicide but do not kill them-
selves, we selected another set of controls who endorsed suicidal
ideation in the past 12 months (n = 118) per self-report responses
in the AAS. For both sets of controls (i.e., propensity-method and
12-month ideators), participants were sampled with replacement
(no duplicate participants were present in our final analytic control
samples). Selected controls did not differ from eligible nonselected
soldiers on sex, marital status, race/ethnicity or age of entry into
the Army. They did differ slightly on a few variables (i.e., controls
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were slightly older, had more dependents, were higher rank, and
had higher level of education), but these effects were small in
magnitude (rs = .09-.18).

Recruitment Procedures

Cases. From January 2012 to March, 2014, families of sol-
diers who had died by suicide within the past 2-3 months were
contacted by the Army Casualty and Mortuary Affairs Operation
Center to ask about their interest in being contacted by a member
of our research team to learn about the study. Of the 290 families
contacted during this process, 101 next of kin were identified,
though two were ineligible due to a language barrier or being
deceased. Of eligible next of kin (n = 99), the majority (n = 61;
61.6%) completed an interview, 13 (12.1%) refused to participate,
and 25 (25.3%) could not be reached. In addition to next of kin,
first line Army Supervisors were identified by the Office of the
Deputy Undersecretary of the Army. Of the 213 supervisors iden-
tified by the Office of the Deputy Undersecretary of the Army, 59
indicated they did not know the decedent and were deemed inel-
igible. Among eligible supervisors (n = 154), 107 (69.5%) agreed
to participate, 7 (4.5%) refused to participate, and 40 (26.0%)
could not be reached.

Controls. Using our matching procedures, Army soldiers
(n = 738) were invited to participate in this study via e-mail or
telephone. Of these invited soldiers, 293 (39.7%) completed a
screener and identified a next of kin and supervisor, 110 (14.9%)
refused to participate, and 335 (45.4%) did not respond and could
not be reached. A total of 236 next of kin were identified by
controls, most of whom completed interviews (n = 236, 80.5%).
Of the remaining next of kin, 5.8% (n = 17) refused to participate
and 13.7% (n = 40) could not be reached or did not complete an
interview. A total of 293 supervisors were also identified, though
30 were deemed ineligible after indicating they did not know the
identified control. Of the eligible supervisors (n = 263), most
completed an interview (n = 153, 58.2%). Of the remaining
supervisors, 9.5% (n = 25) refused to participate and 35.0%
(n = 92) could not be reached or did not complete an interview.
Response rates and survey completion rates were similar for
both sets of controls (i.e., propensity-matched and ideators).
The recruitment, consent, and data protection procedures in the
above surveys were approved by the human subjects commit-
tees of Harvard University (Harvard University Area Institu-
tional Review Board Number F18173; Harvard Medical School
Institutional Review Board Number M18189) and all other
collaborating organizations.

Measures

Data were gathered using a structured psychological autopsy
interview developed for use in the current study. This interview
was created using a multistep measure-development procedure that
involved (a) comprehensive literature reviews of prior autopsy
studies; (b) review of measures used in these prior studies; (c)
following recommendations regarding best practice procedures for
autopsy studies (i.e., Conner et al., 2011, 2012); (d) as possible,
paralleling the assessment of constructs in other Army STARRS
studies to more easily allow for comparison across study compo-
nents; and (e) as possible, paralleling the questions asked of next

of kin and supervisors to allow for comparisons across infor-
mants. The interview included 26 sections assessing a wide
range of potential risk and protective factors for suicide (e.g.,
mental disorders, prior suicidal behavior). Informants (i.e., next
of kin and supervisors) were interviewed about either the de-
ceased (cases) or living (controls) soldiers identified for this
study. We have previously reported findings from this dataset
regarding the association between mental disorders, prior self-
injurious behavior, and suicide death (Nock et al., 2017). In this
study, we investigate differences between cases and controls in
prior treatment utilization, including potential barriers to
treatment-seeking and reasons for discontinuation of services.
Other constructs assessed in this autopsy study will be reported
on in future, separate articles.

Treatment history. We assessed soldiers’ prior utilization of
treatment using items adapted from the Department of Defense
Survey of Health Related Behaviors Among Active Duty Military
Personnel (Bray et al., 2009) and prior research (Hoge et al., 2004),
along with items created for the purposes of this study. These items
assessed soldiers’ use of a variety of mental health services (e.g.,
self-help group, telephone hotline, psychological counseling, phar-
macological treatment, hospitalizations) over the lifetime. We also
assessed their use of some services (e.g., attending psychological
counseling) in the 30 days preceding the soldiers’ suicide death for
cases (past 30 days for controls). Additionally, we collected infor-
mation on whether soldiers had sought these services within a
military facility (including the VA) or at civilian facilities.

Barriers to treatment-seeking. We assessed potential factors
affecting soldiers’ willingness to receive mental health counseling
or services using items adapted from the Joint Mental Health
Advisory Team 7 (2011) and from prior research (Hoge et al.,
2004; Kessler, 2007). Informants were asked to report on factors
that may have prevented soldiers from seeking out services (“Do
you think the following factors might have prevented [soldier’s
name] from receiving mental health counseling or services if
he/she ever had a problem?”). Items primarily assessed for stigma-
related barriers to treatment (e.g., concern about treatment harming
career; concerns about being seen as weak). Additionally, we
assessed for structural/organizational barriers such as whether or
not mental health services were available.

Discontinuation of services. For soldiers who received men-
tal health counseling or services at some point in his or her life, we
also assessed for whether or not those individuals had ever stopped
going to treatment (“You mentioned that he/she received mental
health counseling or services at some point in his/her life. Had/has
he/she ever stopped going to treatment?”’). We assessed for several
factors that may have been involved in treatment discontinuation,
including whether soldiers believed the problem was getting better
and no longer needed help, or the cost of treatment. These items
were adapted for use from prior research (Hoge et al., 2004;
Kessler, 2007).

Interviewer Training

Professional lay-interviewers from the Survey Research Center
in the Institute for Social Research at the University of Michigan
conducted the informant telephone interviews. These interviewers
each completed a General Interviewer Training course, and also
periodically completed refresher courses throughout the data col-
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lection time period to prevent interviewer drift (Heeringa et al.,
2013).

Statistical Procedure

Sample weights. The sample was weighted to adjust for se-
lection bias. We developed poststratification weights using known
population information gathered from the Army snapshot dataset,
which is a monthly picture of demographic information of all
Army soldiers based on predictors of suicide identified in admin-
istrative records within the Historical Administrative Data Study
(Schoenbaum et al., 2014). Separate weights were calculated for
each of the three groups included in the study (i.e., cases,
propensity-matched controls, and 12-month ideator controls). To
create poststratification weights, we first included relevant vari-
ables (e.g., demographic and Army-related variables) in a forward
stepwise regression model to select important variables predicting
participation in the study. Next, we modified the weights to reflect
the respective population distribution (i.e., the population of all
deaths in the Army for cases, the entire AAS population for
propensity-matched controls, the population of the AAS with past
12-month ideation for ideator controls) on the regression variables.
Finally, we trimmed large weights and normalized these weights to
reflect original sample size counts.

Data analysis. Prior to primary analyses, we compared cases
and controls on demographic and Army history variables using
Wald x? tests, also estimating odds ratios and 95% confidence
intervals. Variables that emerged as significantly different from
these comparisons (for next of kin: deployment status, number of
years of active service; for supervisors: deployment status) were
retained as covariates in all subsequent analyses (see Table 1 in the
online supplemental materials).

To investigate differences between cases and controls on life-
time treatment utilization and barriers to treatment, we conducted
a series of univariable logistic regression analyses (i.e., each item
presented in Tables 1-3 entered into separate regression equations)
predicting case status (no/yes) for both control groups. Coeffi-
cients were exponentiated from these models to create odds ratios
with 95% confidence intervals. We conducted analyses separately
for each group of informants (i.e., next of kin and supervisors),
given they often have access to different types of information (e.g.,
next of kin about lifetime treatment history and supervisors about
more recent treatment or treatment within military health care
system). To correct for multiple comparisons, we implemented a
false discovery rate (Benjamini & Hochberg, 1995), taking a
conservative approach by simultaneously adjusting all p values
presented in Tables 1-3, using the p.adjust function in R (R Studio
Team, 2015). False-discovery-rate-corrected p values are reported
in Tables 1-3.

Our main focus was on lifetime treatment utilization and barri-
ers to treatment. We also had data available for past 30-day use of
treatment, but had many small cell sizes that precluded compari-
sons between groups in many cases (i.e., n = 0), or that resulted in
likely unstable estimates (i.e., cell sizes n < 5). Thus, these results
should be interpreted with caution, and we predominantly focus on
our lifetime results. However, we include these results in supple-
mental materials for transparency and reference (see Tables 2a and
2b in the online supplemental materials).

Results

Treatment History

As reported by next of kin, soldiers who died by suicide were
more likely to have been referred to a mental health specialist over
their lifetime than were propensity-matched controls (Table 1).
Examination of overall lifetime history of treatment revealed that
suicide decedents also were more likely than propensity-matched
controls to have received a prescription/medication or been admit-
ted to an overnight stay in a hospital for mental health problems.
All of these observed differences were even more pronounced
when examining just the past 30 days (Table 2a in the online
supplemental materials). There were no other differences in the
lifetime type of treatments received between suicide decedents and
propensity-matched controls, including psychological counseling/
therapy or other services unlikely to be documented in medical
records, such as self-help groups, Internet support groups, or
hotlines. There were no differences between soldiers who died by
suicide and those with suicidal thoughts in the lifetime receipt of
any type of treatment.

Examination of specific types of treatment providers seen re-
vealed that suicide decedents were significantly more likely to
have seen a mental health professional at a military facility than
were propensity-matched controls (Table 1). There were no dif-
ferences in the receipt of treatment from any other specific types of
provider. There also were again no significant differences in treat-
ment receipt between suicide decedents and suicide ideators.

A similar pattern emerged when examining supervisor reported
lifetime history of treatment. Like next of kin, supervisors indi-
cated the higher likelihood of suicide decedents compared to
propensity-matched controls to be referred to a mental health
specialist, to have received a prescription/medication, and to have
been hospitalized than propensity-matched controls (Table 1).
These effects were also more pronounced during the past 30 days
(Table 2b in the online supplemental materials). Differing from
next-of-kin reports, supervisors also noted the higher likelihood of
suicide decedents than propensity-matched controls to attend psy-
chological counseling, to attend self-help groups, and to utilize a
greater variety of treatment providers at both military and civilian
facilities. Specifically, their reports coincided with next-of-kin
reports that suicide decedents were more likely to have received
treatment at a military facility from mental health professionals
than propensity-matched controls, but in addition, supervisors re-
ported suicide decedents’ significantly higher use of military med-
ical doctors, chaplains, and support from civilian providers (i.e.,
clergy/spiritual advisors). As with next-of-kin reports, no signifi-
cant differences emerged when comparing suicide decedents to
recent suicide ideators.

Barriers to Treatment-Seeking

As reported by next of kin, suicide decedents experienced more
perceived barriers to treatment than did propensity-matched con-
trols (Table 2). In fact, next of kin of suicide decedents were more
likely to endorse the presence of 10 of the 13 different perceived
barriers assessed. The largest effects were reported for the follow-
ing barriers: concerns about loss of confidence from members of
unit, concerns about being seen as weak, and concerns that treat-


http://dx.doi.org/10.1037/ccp0000400.supp
http://dx.doi.org/10.1037/ccp0000400.supp
http://dx.doi.org/10.1037/ccp0000400.supp
http://dx.doi.org/10.1037/ccp0000400.supp
http://dx.doi.org/10.1037/ccp0000400.supp
http://dx.doi.org/10.1037/ccp0000400.supp
http://dx.doi.org/10.1037/ccp0000400.supp

ZUROMSKI ET AL.

"G > U SIZIS [[90 SUIAJOAUT 2JRWINISD J[QRISU() ,
‘(steuoyewr Teyuowoiddns ourpuo oy ur | 9[qe], 99s) snyeys Juawkordop 103 porjonuod sasAreue 11odar Josiazadns od1AI0S
QATIOR JO s1eak pue snje)s juawko[dop 10j pa[jonuod sask[eue j1odar un-jo-1xaN “Ipj SuIsn PajoALI0d U ALY SANBA d "d)BI AISAOISIP aS[BJ = IPJ [BAIAUI DUIPHUOD = [D) ‘ONBI SPPO = YO ‘2ION

£SY6°

€798

£SY6°

£SY6°

€516

0086’

SY66°

L098

£SY6°

8YSL

€006

8199

[+'¥26 °0']
[6:001 “T']
[Ls6°07]
[8z1 Tl
[oLe1]
[eoz 1]
[sv1 ¢l
[18°C]

[Lg¢]

[8'16L°07]

[zey ol

661 Tl

[szr el

[gTr ]

[+'9°¢]

[1o1°¢’]

0'€

91

[

e

91

184

9'¢

el

4!

161

0ce

Sor

6'vE

3940

98¢0’

88Y1°

PSSO

8199

L098"

9TCs’

L100°

L100°

1100°

1100°

1100°

[1s¢]
[rzeotl
levrl Tl
[69°¢1l
[8¢ L]
[08 6]
[9L°81]
Ll

[19°°11

[yo1 ¢l

[¥'91°¢7]

[g¢1 el

[e'61 6Tl

601 LTl

[9¢ g1l

[99 el

of'l

209

wCEl

=0'€

91

145

e

8¢

0¢

6'¢
ol
L6

S6l

001

0ve

0°¢

6°Cl

L

4

9'0¢

0ce

$9¢

9%

¥€66°

€098

SY66°

S66°

08c8”

LLY6

£SY6°

Sr66°

LLY6

Cees”

S66°

wese

[828 0]
[cy 1]
[06°1]
[sv Tl

szl

[882 ‘1]
[zsel
[Lrel

[gs¢]

[Lyee o]

[oo0‘ 1< ‘0]

[s9°T]

9Tl

[S9°%]

[Tyl

[rrreel

o'l

oS

6

01

9C

L1

'l

6C

T
611
68
1'ee
I'6
8
8T
7'1C

8'8¢

91

981

968

YL
09T
Y66
SEES”
[453%
6ee
evie
€EL0

1110

0086

£098°

8568

$900°

L100

990T

1100

[8°61 1]
[11°11
[o¢ el
[ceL]
[8¢L]

[eer Ll
[9¢ 6l

[LsTil

s sl

oy Tl

81l

ez ol

[66 ‘811

[69°81]

[o¢ o]

[06 ‘€l

¥’

o

01

91

(44

9¢

6’1

9

91

96l

98

691

cee

'Ly

6'CE

1'e
€9
6L
0°¢¢
6'81
€9
9¢
e€le

8Ly

£le

1"6C

LIS

L'19

0L

dnoi3
yoddns djoy-jjos uerfiar)
10SIApR
remuids 10 ASI9[0 uBI[IALD
Kuroey werpiao
© J& J0JO0P [BJIPAW [BIOUID)
Kiroey werprao
® 18 [euolssdjoid yeay [eIUSN
Kiyroey Areyjrw
® je dnoisd yoddns djay-jjos
Jun Iay/sIy ur SIpIN
urerdeyo Kreyrija
Kpoey Areyru
I8 10)O0P [BIIPAW [BIOUID)
Kyroey Areyjrw
Je [euorssajoid yiesy [eIUS|N
udas 1op1aoid do1a1as Jo odK
SOAIOU/SUOTIOWD UM
swiaqold 10§ auIloy © pas)
SOAIOU
/suonowd Pim swarqoid
10§ d[oy 193 0) woor Jeyd
/dnoi3 110ddns joureiuy pasn
SOAIOU/SUOTIOW UM
djoy 103 dnoi3 djay-jjos pesn
s3nip
10 [OYOJ[E JO 98N IO ‘yI[eay
[BIUSW ‘SIAISU ‘SUOTIOW
10§ Anproey/rendsoy e ur
Ke)s JYSIUIOAO UE 0} PINIPY
10100p
[earpaw jo ad£y Aue woiy
(9sn 2ourIsqns I10) Y[Ry
[BIUSW IO ‘SIATISU ‘SUOTIOWD
10§ Qurorpaw/uondriosard
LAEINGREN|
reuorssojord jo odAy
Aue qim urw Og= paise|
jeyy Aderoyy/Surjosunod
eo13ojoyoAsd jo uoissas & pey
Jsieroads
[I[BAY [BIUSW B 0] PALIDJIY
JUQUITEAI) JO ATOISTY QUIT)FI]

3

[1D %6l

40

% SIK

RP

[1D %56l

40

% SIK

% SIK

3

[1D %56l

k(@

% $OK

g

[10 %s6l

40

% SIK

% SIK

(€L =u

)

‘(UOTBAPT YIUOW-Z ) S[ONUOD)

(08 =)

‘(Aysuadoad) sjonuo)

(LOT = N)

‘sase))

(801 = u)

‘(uoneapl yuow-z|) S[onuo)

(8c1 =

‘(Aysuadoad) sjonuo)

(19 =N)

‘sase)

j10dar Josiaradng

j10dar uny-Jo-1XoN

so[qeLeA KI0ISIY JUQUIIBAI],

.‘»._@:S;Q pajeurIassip 9q 03 jou ST pue Jasn [eNpIAIpUL 3] JO asn _d:Ox._QQ Ay} 10} .A_U_Cm papuajur St 9[3ne S1yJ,

‘s1oystiqnd PaIf[e S)I JO QUO IO UONBIOOSSY [EOISO[0YIAS uedoLawy oY) Aq payySuAdoo s1 juawnoop sIyJ,

103811 JuGUIDILL YIIDIE [DIUD N

I 198l


http://dx.doi.org/10.1037/ccp0000400.supp

RESULTS FROM ARMY STARRS

"G > U SIZIS [[90 SUIAJOAUT 9JRWIIIS J[QRISU() ,,
‘(steuoyewt Teyuowoiddns ourpuo oy ur | 9[qe], 99s) snyeys Juowkodop 103 porjonuod sesAreue jrodar Josiazadns od1AI0S
AATIOR JO s1eak pue snje)s juawko[dop 10j pa[jonuod sask[eue jodar un-jo-1xaN “Ipj SuIsn pajoaLIod udaq ALY SANBA d *9)JBI AISAOISIP 3S[B] = IPJ ‘[BAIAUI DUIPHUOD = [D) ‘ONBI SPPO = YO ‘2ION

S166° [so'1l o1 6Ll 6vel” lev0ll TT 06 991 S66T les1'¢] 9¢ e6vc ov0l" [0V TT] 1T  8¥%€ L6y Mosar jse[ ©
9q pnoys juduean
ey [eyuow

Sumes jey) Jorpeg
veeo  [€01°11 TI 1€l 9€LY [ceLl s1 611 1ol 8059 [rror°sl €T 1€C 8568 ezl T1  §9€ I'Le diey noyim
INO SOA[ISWAY) YIOM
03 pua) swajqoxd
[ear3ojoyoAsd

ey Jorpeg
S66° (o8l 10 ¢St Loy (e8¢l L1 L6 191 09T [cye'sl Sy 191 11000 [28°1C7] TP 6vl 594 Aiiqe qofl yim
SuLIo}IoIUT QUIIPIW

JNOQE SUIAOUOD)
Sv66"  [L'81°07] o8 Ls 808y"  [1'91°91 0€¢ 91 'y 8059 [oc1°¢l vT €1 11000 [88°0C] T¥ 901 9'ce SIJTAISS
[I[eay [ejuoU JO Isn

Ay} 9FBINOISIP S1OPL]
SY66° L1l e 87Tl 08C8 orel o 6Cl 701 06£T [e1c'el vy 91T 19000 (8691 0¢ ¥ST oS QoUEIRad AJLmdas
Sunooyje Juaunean

JNOQE UISOUOD)

S166° [ssTl o1 ver 6L80° [Lv'1ll €T LTI 1'vc 6L80° leccerl  9¢ 6L 11000 [0T1°8C] SS 8¢ €eL Jeom se Uaos
3uroq Jnoqe SuIdU0))
9L68 oyl ¢ Yyl Sv66° Oyl o1 +8 SL sloe [yl 1e ¥iITc 11000 leLrel Iy 181 09 swojqoxd Suraey 1oy

s1opeo] Aq pawrelq

Sureq Jnoqe uIedUu0))
L098" loerl ¢ 96T 96I¢ [Legl L1 L6 Syl ST [egrel Ty ¢Te 11000 [98%Tl S¥  0LT 619 drysrepeay £q
APURIdgIIp parean

3uroq Jnoqe SuIdU0))
Sr66° [8vTl 6 €6c 0091° [zvorl 1T 9t 9'1¢ 00ST” [grz1r1l 96 Ly 11000 [911°0¢l  6S 07T 9'8¢ jrun Jo sisquuaw
WOl AOUIPIJU0D

JO SSO[ INOQ@E SUIIOUOD)
Lve 1Tl €1 6Tl vece [1v6]1 61 66 8°¢1 928" (recioll 8y vce 11000 [Te'sTl 8v  TTT 965 13910 ULIEY|
pInom juduean

jey) SuIOU0)D)

SY66° 69Tl 11 ¢61 0990 l6sTll LT 06 L'81 N4 [F'L1°81 9¢ 80T €200 [vo°L1]l ¢¢  9¢t €S Sursselrequio
00) Juounear) Sunfeeg
— — — 0 — - — 0 LT esye [000'T< ‘0l wTe T ceey [cviel 1T ST '8 SIJIAIRS

)[eay [eIudw
Jo Aiqerreat jo yoe

cees” [1eszl o1 99 980" [1'8v1l ¥E€ 19 691 LIt leveol +vv 66 L1000 [06°0C] TH 901 '8¢ sfeuotssajoid yiesy
[eIUoW UI ISNI) JO YOor|

1D wsel YO % PR T (DD %S6] dO B PR % RX d D ws6l  ¥yo % RX A 1D %S6] YO B PR % RX IOLLIEq JUSUNEDILL,
(€L =u) (08 = w Lor = N) (801 = u) (821 = u) (19 = N)
‘(uoneapr Yuow-g[) S[0NU0D) ‘(Aysuadoid) sjonuo) ‘sase)) ‘(uoneapr Yuow-g[) S[ONU0D) ‘(A&ysuadoid) sjonuo) ‘sase))
110dar J0s1A10dng 110da1 un-Jo-1xaN

Suryaag-juaupal] o} SIoLLIDG
[4EICLAN

"A[peo1q PIJRUIWASSIP 9q O JOU ST PUB SN [BNPIAIPUI Ay} JO asn [euostad Y 10J A[9[0S papuajul nIe sy,

‘s1oystTiqnd PaIf[e S)I JO QUO IO UONBIOOSSY [EIISO[0YIASq ueoLowy oY) Aq payySuAdoo s1 juswnoop siyJ,


http://dx.doi.org/10.1037/ccp0000400.supp

ZUROMSKI ET AL.

QATIOR JO s1eak pue snje)s juowko[dop 10J po[jonuod sesATeue 110dor urny-jo-1xoN “IpJ SUISN P)IALI0D UG ALY SAN[EA d "JeT ATIAOISIP 9S[e] = IPJ {[RAISIUT QOUAPIUOD = [D) ‘ONEI SPPO = YO

"G > U SIZIS [[90 SUIAJOAUT 9JRWINISS J[QRISU() ,,
‘(sreuoyewt [eyuawoddns ourpuo oy ur | 9[qe], 29s) snyeys Juawkodop 103 pa[jonuod sasAreue jrodar Josiazadns ad1AIS

"2JON

- - - 0 - - - 0 8 66" [FIL0T o8 I'c 61c6"  lestcl 0T 6 91 Aduowr yonur 00)
1500 JudWIRaI) JYSNoy],
LLY6 [cocL0l ST 9l €66’ [SeT] w6 (187 £'e €cee Iustel L1 98 £v8¢” s8] 1T 69 el jusuean
Jo Surmnpayos
10 ‘uonelrodsuen ‘owr
Prm sanMmoIIa
8976 loze1l oLl €9 €098 [cesl v TL 96 0086° [g¢Tl T1 90T 9L68 [9c9l T1 70t 8'1¢ PESISUT SaATIR[I
IO SPUSLIJ 0] pay[e],
LLY6 o1l <1 69 9€LY (Ly9l L1 ¥¢ 98 CEes’ [yl 81 L9z €eLT e‘6l 81 6t Loy jusuean noyIm
Ppa[puey aq p[nos
swopqoad ysnoy,
€76 [000'T< 0T €11 S €098 [9¢¥%] ST ¢ 0°¢ ceeg lecrel 1T o€l 0€100 (98911 L¢ €8 v've J10Mm J0U pnom
juounean jey) JysnoyJ,
SY66° [eg 11 & 91T 9L68 [g1°¢l ¢ 1l 96 8916’ [oeTl 8  96¢  Sv66 locsl o1 Lee 9ce ITonaq 108 wojqoxd
Jy3noy) 1o arowkue
dioy paau 1,upiq
W [Dwsel 40 B A (D wS6l YO % PX B PR Pd DD %6l yO % PR A (1D %S6l YO % PX % QK o mounzan
uImunuodsIp
(€L = u) 08 = u) (LOT = N) (801 = u) (821 = u) (19 = N) 10J UOSBY
‘(uoneapr Yjuow-g[) s[onuo)) ‘(KAysuadoad) sjonuo)) ‘sase) ‘(uoneapI YIUOW-7|) S[ONU0D) ‘(Kysuadoad) sjonuo)) ‘sase))

110dar Jos1arodng

y10dar uny-jo-1xaN

.%::xi@ pajeurIassip 9q 03 jou ST pue Josn

QWMAYIT 4240 JUUIDL] SUIN1202Y SA21P]OS SUOULY JUIUIDAIL] O UOUDNUIIUOISI(T L0 SUOSDIY

NPIATPUT Oy} JO osn [euosiad oy} 10 A[[0S papuuI

‘s1oystTiqnd PaIf[e S)I JO QUO IO UONBIOOSSY [EIISO[0YIASq ueoLowy oY) Aq payySuAdoo s1 juswnoop siyJ,

nIe sy,

EICLAN


http://dx.doi.org/10.1037/ccp0000400.supp

n or one of its allied publishers.

ghted by the American Psychological Associa

This document is copyri

°r and is not to be disseminated broadly.

This article is intended solely for the personal use of the individua

RESULTS FROM ARMY STARRS 9

ment would harm career. No significant differences emerged com-
paring suicide decedents to suicide ideators.

Compared to next of kin, supervisors generally reported fewer
differences in perceived barriers to treatment (Table 2). The only
significant difference observed between suicide decedents and
propensity-matched controls was lack of trust in mental health
professionals. No other significant differences were observed, and
no significant differences emerged when comparing supervisor
reports of suicide decedents to recent suicide ideators.

Discontinuation of Services

We also examined whether there were differences between
suicide decedents and control soldiers regarding their rates of
discontinuing services among those who had received them. Next
of kin for all three groups reported similar rates of treatment
discontinuation that were not significantly different (52.3% of
suicide decedents had ever discontinued treatment compared with
43.9% of propensity-matched controls and 50.5% of ideators).
These levels were higher than those reported by supervisors
(18.0%, 15.5%, and 14.7%, respectively), though levels did not
differ significantly between groups. We also compared reasons for
discontinuing treatment (Table 3). Only one significant difference
between groups emerged according to next-of-kin reports: suicide
decedents were more likely than propensity-matched control sol-
diers to endorse beliefs about treatment not working as a reason for
discontinuing treatment.

Discussion

There were four key findings in this study. First, suicide dece-
dents were significantly more likely to be referred to mental health
services and to use more intensive treatment options (e.g., medi-
cation, overnight stay in hospital) than were propensity-matched
control soldiers. Second, suicide decedents also were significantly
more likely than propensity-matched controls to access this treat-
ment through military facilities, and, according to supervisor re-
ports, more likely to use civilian treatment options and to use less
formal services (e.g., self-help groups, chaplains/clergy). Third,
suicide decedents were more likely than propensity-matched con-
trols to perceive a range of specific barriers to initiating treatment.
Fourth, all of the differences observed in this study were between
suicide decedents and propensity-matched controls; no differences
were observed between soldiers who thought about suicide and
those who died by suicide. Each of these findings warrants further
comment.

First, next of kin and supervisor reports converged on the
finding that most suicide decedents in the Army received a referral
to a mental health specialist, and that, compared to propensity-
matched controls, were more likely to use more intensive treat-
ments (e.g., medication, overnight stay in hospital). We found that
of all mental health service options assessed in the current study,
suicide decedents were most likely to use mental health care within
military facilities (e.g., talking to a mental health professional),
and that they used these services at a significantly higher rate than
propensity-matched controls. Our results align with prior research
(i.e., Ribeiro et al., 2017), in that we found roughly a third of
suicide decedents utilized military mental health services in the
month prior to their deaths (compared to 27.9% reported by

Ribeiro et al., 2017). We note that this finding of suicide decedents
utilizing more treatment (and more intensive options) is likely
accounted for, in part, by the presence of more mental health
symptoms among cases than propensity-matched controls, which
has been reported in a prior study (Nock et al., 2017). However, we
observed less consistency in the rate of using other, less intensive
forms of treatment based on discrepant next of kin and supervisor
reports. Thus, the role of mental health symptoms appears most
related to utilization of intensive treatment options, whereas it is
less clear, based on differing next of kin and supervisor reports,
whether higher rates of treatment utilization are universally ob-
served among suicide decedents.

Second, the results of this study also revealed that according to
supervisor reports, suicide decedents were more likely than
propensity-matched controls to have used less formal services
(e.g., self-help groups) and to have had contact with more types of
providers over their lifetimes, including: mental health profes-
sional or a medical doctor at military facilities, military chaplain,
and civilian clergy/spiritual advisor. We note that for these find-
ings, supervisor reports differed from next-of-kin reports, in that
next-of-kin reports did not note any significant differences be-
tween cases and controls on these other treatment options. It may
be that supervisors were more likely to have access to this infor-
mation as a consequence of their roles (e.g., soldiers may have to
get time off approved by supervisors to utilize services). It may
also be the case that, as noted above, the most robust differences
between these groups, with consistent reports from both next of kin
and supervisors, were related to use of more intensive treatment
options. In addition, another possibility is that for some treatment
options (e.g., hotline services or Internet support groups) we may
not have observed any differences because these services could be
accessed in relative anonymity. As such, next of kin and supervi-
sors may not have known whether soldiers accessed this type of
support.

The current findings also indicated that nearly half of next of kin
(44.4%) and one third of supervisors (33.8%) said that suicide
decedents were referred to a mental health specialist in the 30 days
before their death. This finding suggests that for many soldiers,
others perceived that they were struggling with some kind of
mental health problem and were sufficiently concerned to recom-
mend that they get care. Thus, although we must continue to
improve methods of identifying people at risk of suicidal behavior,
these results also stress the importance of effectively referring and
engaging those known to be at some level of risk.

Third, and unfortunately, our results highlighted that there are
substantial attitudinal and structural barriers to care among those at
risk for suicide compared to propensity-matched controls, accord-
ing to next-of-kin reports. Consistent with prior research (e.g.,
Hom et al., 2017; Mojtabai et al., 2011; Naifeh et al., 2016),
attitudinal barriers to treatment (e.g., stigma) were reported more
frequently than were structural barriers (e.g., unavailability of
treatment). In particular, concerns about stigma from unit members
(e.g., loss of confidence from members of unit, being seen as
weak) were among the largest effects observed in next-of-kin
reports. Notably, the barrier endorsed the least frequently for
suicide decedents—from both next of kin and supervisors—was
lack of available mental health services, suggesting that soldiers
generally perceive and have awareness of mental health resources
available to them. However, given structural barriers do not appear
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to be of primary concern, this finding underscores previous re-
search (e.g., Gorman et al., 2011) describing that stigma related to
mental health treatment remains one of the most pressing chal-
lenges within the military. Despite the correlational and retrospec-
tive nature of these findings, they further support ongoing Depart-
ment of Defense efforts to reduce stigma (e.g., Acosta et al., 2014),
and suggest that there may be utility in targeting these perceptions
in suicide prevention programs to increase help-seeking among
soldiers at risk for suicide. Though other research has provided
recommendations for how to best address the presence of these
stigma-related barriers, such as increased education and outreach
on mental illness and treatment; (Gorman et al., 2011; Zinzow et
al., 2013), more research is needed to determine the effectiveness
these existing strategies (e.g., Hom et al., 2017).

Notably, we only found these differences between decedents
and propensity-matched controls on these stigma variables when
examining next-of-kin reports. Given the nature of these percep-
tions, it is perhaps not surprising that they would not have been
voiced by the suicide decedents to their supervisors. It is also
possible that next of kin and supervisors have different views on
stigma themselves, which contributed to differential reporting of
these types of barriers. For example, given increasing emphasis
reducing mental health related stigma in the military (Acosta et al.,
2014), supervisors may be less likely to perceive the presence of
these barriers than are next of kin, who likely receive fewer
antistigma messages. We also note that next of kin generally
reported more barriers to treatment and the receipt of more treat-
ment among suicide decedents compared to propensity-matched
controls. Though initially counterintuitive, this association may
reflect the overall high severity of symptoms and distress experi-
enced by suicide decedents (as described above), in that decedents
had greater treatment needs, and, because of higher levels of
distress, were more likely to discuss concerns (e.g., barriers to
treatment) with others. As such, the high rates of reported treat-
ment use and barriers to treatment may reflect informants’ percep-
tions about the severity of symptoms present among soldiers
before their deaths. Alternatively, because both treatment utiliza-
tion and barriers to treatment were assessed over the lifetime, it is
possible suicide decedents who did perceive barriers at one point
later sought out services despite these perceived barriers. Unfor-
tunately, this temporal sequencing—including whether changes in
beliefs about barriers occurred or whether soldiers went to treat-
ment despite perceiving barriers—cannot be explicitly examined
within the current data.

Importantly, all of the differences we have described thus far
distinguished cases from propensity-matched controls. The inclu-
sion of a second ideator control group in the current study also
allowed us to examine which factors distinguish between suicide
ideators and decedents, a notoriously difficult distinction to make
(Nock, Kessler, & Franklin, 2016). However, we did not observe
any differences in treatment utilization, barriers to treatment, or
reasons for discontinuation between decedents and ideators. This
finding indicates that although these variables may have utility in
differentiating those likely to die by suicide from propensity-
matched controls, they are not sufficient to inform us which
ideators may go on to die by suicide. That is, although prior
psychiatric treatment is the most robust risk factor for suicide
death (Franklin et al., 2017), our results suggest that knowledge of
whether a soldier has attended treatment is not enough, on its own,

to identify who is at highest risk, given we observed similar rates
of treatment utilization among soldiers thinking about suicide as
we did for those who died by suicide. Thus, though our results help
to characterize treatment usage among suicide decedents, ulti-
mately, additional research is needed to improve risk detection
efforts among those seeking treatment (and among those not
seeking treatment—an even more challenging goal). In other Army
STARRS work, some progress has been made in this area through
the use of algorithm-based models predicting suicide risk among
treatment-seeking soldiers posthospitalization (Kessler et al.,
2015) and following outpatient mental health treatment (Kessler et
al., 2017). In addition to treatment utilization, because ideators and
decedents perceive similar barriers to treatment, continued atten-
tion and efforts to reduce these perceptions (e.g., stigma from unit)
is needed, as we described previously.

One reason for the lack of observed differences between cases
and ideators may be because our ideator group (weighted to be
representative of soldiers with past 12-month ideation in the entire
AAS) was particularly severe, and thus appeared very similar to
the suicide decedents. This explanation is possible because our
inclusion criterion for the ideator group was presence of suicidal
ideation in the last year, which combined any soldier who had
ideation into one group, even though subsets of ideators may have
had more or less severe symptoms. Future studies should use
severity variables, or other risk factor variables, rather than only
presence/absence of ideation, to consider subsets of ideators to
better identify variables involved in the transition from ideation to
attempt. Other recent Army STARRS work has used this type of
approach, using self-report items on mental health symptoms and
severity/persistence of ideation to identify level of risk among
ideators (i.e., those endorsing presence of ideation; Nock et al.,
2018; Zuromski et al., 2019). In these respective cross-sectional
and longitudinal studies, ideators in the top 10% of risk accounted
for a majority (Nock et al., 2018) or near-majority (Zuromski et al.,
2019) of suicide attempts, indicating that most ideators are not at
high risk for attempt. Applied to the current study, it is possible
that combining ideators into one group limited our ability to detect
differences between ideators and decedents. Future studies with
more participants should consider use of risk strata (i.e., low,
medium, high) to compare ideators with decedents, which might
better illuminate treatment variables of predictive utility.

Lastly, our results also highlight the importance of continuing to
engage soldiers even after they have initiated treatment to address
factors contributing to early termination of services. Though few
treatment discontinuation variables differentiated suicide dece-
dents from controls, the differing patterns of responses from in-
formants warrants mention; overall, next of kin reported much
higher levels of treatment discontinuation compared to supervisors
(i.e., 52.3% of next-of-kin-reported suicide decedents stopped
treatment at some point compared to only 18.0% of supervisors).
This difference may simply be reflective of the larger time interval
on which next of kin are reporting (i.e., lifetime, compared to
supervisors who have likely known soldiers for much less time).
Alternatively, this difference may reflect a higher degree of
follow-up with soldiers by next of kin on their treatment, during
which soldiers may have discussed their reasons for discontinuing
services. From an Army operations perspective, a stronger empha-
sis on supervisor follow-up with soldiers may be indicated—the
knowledge that a soldier has been referred for treatment is not
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sufficient to confirm at-risk soldiers are actually following through
and getting the care they need. Encouraging this type of dialogue
would also allow supervisors to work with soldiers to resolve any
perceived barriers to continuing these services (e.g., finding a new
provider, getting another referral). Given research emphasizing the
importance of unit cohesion and leadership behavior in reducing
stigma (Britt, Wright, & Moore, 2012; Wright et al., 2009), fos-
tering dialogue on the progress of treatment may also have the
added effect of helping to quell perceptions of negativity from
leadership.

Limitations

Our results should be interpreted in the context of several
important limitations. First, as is the case with any psychological
autopsy study, the data in this study were retrospectively collected
via third-party informants’ reports, and not directly from the sol-
diers themselves. Further, because these data were collected from
informants following a suicide, it is possible that hindsight bias
may have contributed to overreporting on some variables (e.g.,
inflated reporting of the presence of treatment barriers among
suicide decedents by next of kin). Second, although this study
represents the most comprehensive and largest psychological au-
topsy study among military personnel to date, our sample of
suicide decedents captured only a third of all suicides that occurred
in the Army during our study period. Though the majority of
informants identified in the current study agreed to participate and
completed the survey, it is possible our sample of suicide dece-
dents—and consequently, our selected control groups—are not
fully representative of Army soldiers. Third, our final sample size
was relatively small, though larger than prior psychological au-
topsy studies both in and outside of the military (e.g., Brent et al.,
1993; Farberow, Kang, & Bullman, 1990), which may have pre-
cluded our ability to detect small effects or to conduct more
nuanced analyses of treatment-related variables. Fourth and fi-
nally, our assessment of available mental health services and
treatment barriers was not exhaustive; in particular, recent work
has highlighted the need to better refine measures that can capture
the complex nature of stigma (Coleman, Stevelink, Hatch, Denny,
& Greenberg, 2017), which should be considered in future re-
search.

Conclusions

These limitations notwithstanding, our findings provide insight
on suicide decedents’ mental health treatment utilization, including
use of nonmilitary and less formal mental health services that have
not previously been examined. We found that many suicide dece-
dents used some form of mental health care at some point in their
lives, but they also were much more likely than propensity-
matched controls to endorse a wide range of barriers that may have
prevented service use. However, we did not identify any treatment
variables distinguishing between decedents and ideators, suggest-
ing that more information is needed, beyond knowledge of treat-
ment utilization, to identify and intervene upon those at highest
risk for suicide. Our findings underscore the importance not only
of reducing attitudinal barriers that may be deterring suicidal
soldiers’ utilization of treatment, but also ensuring that, among
those who are attending treatment, better risk detection procedures

be developed to identify those at highest risk for transitioning from
suicidal ideation to attempt.
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