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SUMMARY of CHANGE

AR 600-63
Army Health Promotion

This rapid action revision, dated 20 September 2009--

o Designates the Deputy Chief of Staff, G-1 as the lead office for data
collection and the primary source for official Army suicide rates (para 1-6).

o Expands commanders’ responsibilities to include ensuring that Soldiers
identified with suicide risk symptoms/behaviors are managed in a consistent
manner, promoting the battle buddy system, ensuring that Soldiers are treated
with dignity, ensuring policies are in place for unit watch and other unit-
related procedures that are pertinent to suicide-related events, and ensuring
long-term assistance to those who experience loss due to suicide (para 1-24).

o Directs commanders to establish a policy that ensures that Soldiers with
behavioral health and/or substance abuse problems are not belittled or
humiliated for seeking or receiving assistance (para 1-24e).

o Requires an AR 15-6 investigation on every suicide or equivocal death which is
being investigated as a possible suicide (para 1-240).

o Establishes the garrison commander as the appointing authority for the
Community Health Promotion Council (para 2-1d).

o Allows noninstallation based commands to develop other strategies for
managing the organizational health promotion program when establishment of a
Community Health Promotion Council is not practical (para 2-1d).

o Places all tenant organizations under the Community Health Promotion Council
for health promotion policy and programs (para 2-1d(2)).

o Specifies that a formal charter will be established and signed for all health
promotion, risk reduction, and suicide prevention councils, teams, and
committees. In addition, the information required in the charter is
explained. (para 2-1d(3)).

o Outlines specific roles and responsibilities of the Suicide Prevention Task
Force (para 2-4).

o Expands Community Health Promotion Council membership, roles, and
responsibilities (para 4-1b).

o Includes the use of standard nomenclature from the Diagnostic and Statistical
Manual of Mental Disorders, current edition (para 4-1b(3)).

o Expands the function and duties of the Army Suicide Prevention Program (para
4-4a) .



Directs noninstallation based commands to use Suicide Prevention Task Force
to implement the Suicide Prevention Program when a Community Health Promotion
Council has not been established (para 4-4Db).

Establishes Ask, Care, Escort Suicide Intervention Skills Training as the
Army’s training for first-line leaders (para 4-43(1)).

Adds legal assistants to table 4-1 as secondary gatekeepers (table 4-1).

Adds a section on the noninstallation based Family Member Suicide Prevention
Program which focuses coordination at the local unit level with support from
the Suicide Prevention Task Force and the respective Family Program (para 4-
4k(2)) .

Adds a requirement for deployed commanders to convene a quarterly Suicide
Prevention Review Board (para 4-41(4)).

Expands and clarifies suicide surveillance process for all components (para
4-4m) .

Redesignates the Installation Suicide Response Team as the Suicide Response
Team so that the concept will be universally flexible across the components

(para 4-4m(5)) .

Integrates language to address specific needs of noninstallation based
commands and the Reserve Components (throughout) .

Replaces the term mental health provider with behavioral health provider
(throughout) .

Makes additional rapid action revision changes (throughout) .
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History. This publication is a rapid action
revision (RAR). This RAR is effective 20
October 2009. The portions affected by
this RAR are listed in the summary of
change.

Summary. This publication prescribes
policy and sets forth responsibilities for
all aspects of the Army Health Promation
Program.

Applicability. This publication applies to
the Active Army, the Army National
Guard/Army National Guard of the United
States, and the U.S. Army Reserve, unless
otherwise stated. The provisions of chap-
ter 7 apply to al visitors and personnel
from other agencies or businesses that op-
erate within or visit Army workplaces.

Proponent and exception authority.
The proponent of this regulation is the
Deputy Chief of Staff, G-1. The propo-
nent has the authority to approve excep-
tions to this regulation that are consistent
with controlling law and regulations. The

proponent may delegate this authority, in
writing, to a division chief within the pro-
ponent agency in the grade of colonel or
the Civilian equivalent. Activities may re-
guest a waiver to this regulation by pro-
viding justification that includes a full
analysis of the expected benefits and must
include a formal review by the activity's
senior legal officer. All waiver requests
will be endorsed by the commander or
senior leader of the requesting activity
and forwarded through their higher head-
quarters to the policy proponent. Refer to
AR 25-30 for specific guidance.

Army management control process.
This regulation does not contain manage-
ment control provisions.

Supplementation. Supplementation of
this regulation and establishment of com-
mand and local forms are prohibited with-
out prior approval from the Deputy Chief
of Staff, G-1. If supplementation is ap-
proved, HQDA agencies, Army Com-
mands, Army Service Component
Commands, and Direct Reporting Units
will furnish one copy of each issued sup-
plement to HQDA, Deputy Chief of Staff,
G-1 (DAPE-HRI), Washington, DC
20310-0300. Subordinate units will fur-
nish one copy of each supplement to the
next higher headquarters. Policies estab-
lished in this regulation may not be
changed without prior approval of HQDA.

Suggested improvements. Users are
invited to send comments and suggested
improvements on DA Form 2028 (Recom-
mended Changes to Publications and
Blank Forms) directly to DCS, G-1

(DAPE-HRI), 300 Army Pentagon,
Washington, DC 20310-0300.

Committee Continuance Approval.
The Department of the Army committee
management official concurs in the estab-
lishment and/or continuance of the com-
mittee(s) outlined herein. AR 15-1
requires the proponent to justify establish-
ing/continuing committee(s), coordinate
draft publications, and coordinate changes
in committee status with the U.S. Army
Resources and Programs Agency, Depart-
ment of the Army Committee Manage-
ment Office (AARP-ZX), 2511 Jefferson
Davis Highway, 13th Floor, Taylor Build-
ing, Arlington, VA 22202-3926. Further,
if it is determined that an established
“group” identified within this regulation,
later takes on the characteristics of a com-
mittee, as found in the AR 15-1, then the
proponent will follow all AR 15-1 re-
quirements for establishing and continuing
the group as a committee.

Distribution. This publication is availa-
ble in electronic media only and is in-
tended for command levels A, B, C, D,
and E for the Active Army, Army Na
tional Guard/Army National Guard of the
United States, and the U.S. Army
Reserve.

*This regulation supersedes AR 600-63, 28 April 1996; DA Pam 600-63-1, 1 July 1987; DA Pam 600-63-2, 1 September 1987; DA Pam 600-63-3, 1
September 1987; DA Pam 600-63—4, 1 September 1987; DA Pam 600-63-5, 1 September 1987; DA Pam 600-63-6, 1 September 1987; DA Pam
600-63-7, 1 September 1987; DA Pam 600-63-8, 1 September 1987; DA Pam 600-63-9, 1 September 1987; DA Pam 600-63-10, 1 September 1987; DA
Pam 600-63-11, 1 September 1987; DA Pam 600-63-12, 1 September 1987; DA Pam 600-63-13, 1 September 1987; and DA Pam 600-63-14, 1
September 1987. This edition publishes a rapid action revision of AR 600-63.
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Chapter 1
Introduction

Section |
General

1-1. Purpose
This regulation prescribes policies and responsibilities for the Army Health Promotion Program.

1-2. References
Required and related publications and prescribed and referenced forms are listed in appendix A.

1-3. Explanation of abbreviations and terms
Abbreviations and special terms used in this regulation are explained in the glossary.

1-4. Army health promotion

a. Army heath promotion is defined as any combination of health education and related organizational, political,
and economic interventions designed to facilitate behavioral and environmental changes conducive to the health and
well-being of the Army community. It focuses on the integration of primary prevention and public health practice into
community and organizational structure to ensure that health and well-being are part of the way the Army does
business. Health is the product of many personal, environmental, and behavioral factors. Health promotion programs
must consider a broad range of health-related factors and should address the following functional areas:

(1) Health education and the health promotion process.

(2) Behaviora hedth interventions.

(3) Physical programs.

(4) Spiritual programs.

(5) Environmental and social programs. Figure 1-1 illustrates the relationship between the functional areas of Army
health promotion and individual health and well-being.

Army Health Prometien

Health education Spirtuzal programs
Health prometion process Environmental pregrams
Behavioral health Social programs

Physical programs

Health

-

Well-Being

Figure 1-1. Health-related factors
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b. Army Heath Promotion involves—

(1) Identifying community health needs and setting priorities.

(2) Developing and implementing health promotion programs to meet identified needs.

(3) BEvaluating the effectiveness of these programs.

(4) Resiliency.

(5) Quadlity of life.

(6) Wellness along with well-being.

¢. The health promotion process is similar to the composite risk management (CRM) process described in FM 5-19
(figure 1-2). Risk management is defined as the process of identifying, assessing, and controlling risks arising from
operational factors and making decisions that balance risk costs with mission benefits.

rd

“Assessment”

Assess
Hazards

Identify
Hazards

mplement
Controls

Figure 1-2. CRM Process

d. One may apply the principles used in the CRM process to reduce health risks and improve medical readiness in
much the same way as managing risk in unit operations. Identification and prioritization of hazards to health are
followed by the development and implementation of programs and policies that will make a difference. Command
supervision and enforcement of interventions is critical. Reassessment enables determination of success or adjustments
as needed.

e. Heath promotion is a leadership program that encompasses the assets of educational, environmental, and medical
support services which enables people to increase control over, and improve their health in support of Army Well-
Being.

1-5. Objective and scope of the Army Health Promotion Program

a. The goa of the Army Heath Promotion Program is to maximize readiness, warfighting ability, and work
performance. Objectives include enhancing the well-being of all Soldiers, Army Civilians, Family members, and
retirees, and encouraging lifestyles that improve and protect physical, behavioral, and spiritual health.

b. The Army Health Promotion Program encompasses a variety of activities designed to facilitate behavioral and
environmental alterations to improve or protect health and well-being. This includes a combination of health education
and related policies, organizational, social, behavioral, spiritual, and health care activities and initiatives. These are
integrated to produce a single comprehensive program evaluating population needs, assessing existing programs, and
coordinating targeted interventions. The health promotion process encompasses actions that will—

(1) Gather data

(2) Store data electronically.

(3) Measure data against Army standards.

(4) Educate and provide intervention for individuals within the community.

(5) Reevaluate the program.
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c. In addition to Army Surgeon General derived objectives, health promotion programs include physical and dental
examinations, self-reported health information, and initiatives to promote social and emotional well-being.

d. Operationally, health promotion is implemented and enhanced at the community level through a Community
Health Promotion Council (CHPC), as provided for in this regulation.

Section 1l
Responsibilities

1-6. Deputy Chief of Staff, G-1
The Deputy Chief of Staff, G-1 (DCS, G-1) will serve as the Army Staff proponent for the following:

a. Army Health Promotion Program policy and implementing Department of Defense Directive (DODD) 1010.10.

b. Army Substance Abuse Program (ASAP).

c. Tobacco Control Program.

d. Army Weight Control Program.

e. Suicide prevention, to include coordination and monitoring of the Army Suicide Prevention Program (ASPP).

(1) Ensure that the ASPP is coordinated with and nested with the DODI responsible for Department of Defense-
wide suicide prevention efforts.

(2) Ensure that the ASPP is represented on the Defense Centers of Excellence (DCoE) Suicide Prevention and Risk
Reduction Council (SPRRC).

(3) Establish policy to provide Health Promotion, Risk Reduction, and Suicide Prevention program policy for
noninstallation based commands and geographically-dispersed Soldiers, to include ARNG and USAR components.

(4) Collect data to regulate, validate, and approve suicide-related event databases.

(5) Collect data and analyze suicide-related data for risk factors surrounding suicidal behavior to assist in the
development and/or sustainment of effective strategies to reduce suicides and suicide attempts.

(6) Review and evauate suicide prevention programs and their implementation.

(7) Primary source for reporting of official Army suicide rates.

f. Identification, surveillance, and administration of personnel infected with Human Immunodeficiency Virus (HIV).

1-7. Deputy Chief of Staff, G-3/5/7
The Deputy Chief of Staff, G-3/5/7 (DCS, G-3/5/7) will serve as the Army proponent and has Army Staff responsibil-
ity for the Army Physical Fitness Program (APFP).

1-8. Deputy Chief of Staff, G-4
The Deputy Chief of Staff, G4 (DCS, G—4) will serve as the proponent for development and implementation of
policies and programs concerning nutrition in troop dining facilities and commissaries.

1-9. The Surgeon General
The Surgeon General (TSG) will—

a. Provide guidance IAW AR 350-1 in medical, physiological, and health areas including behavioral health,
nutrition, cardiovascular risk factor reduction, and stress management. The TSG establishes and reviews policy
development in other areas, to include Army health promotion, control of substance abuse, suicide prevention, tobacco
use, weight management, body fat standards, and injuries related to physical fitness and exercise.

b. Implement policy, standards, and education for medica and dental programs (for example nutrition, early
identification of hypertension, psychological and behavioral health, and oral health promotion).

¢. Appoint a representative with an appropriate health care background to serve along with the representative from
DCS, G-1 as a member of the Department of Defense (DOD) Prevention Safety and Health Promotion Council.

d. Advise the DCS, G-1 with respect to al medica and psychiatric aspects of health promotion, to include the
epidemiological aspects of suicide.

e. Oversee the medical aspects of Army training programs in suicide prevention.

f. Assist Army Medical Department (AMEDD) in providing—

(1) Training for health care providers in suicide risk identification and treatment for patients who may be at
increased risk of suicide.

(2) Responsible sexual behavior education materials for use in Army populations.

g. Appoint a representative with an appropriate health promotion background to serve on a working group, as
warranted, to address issues related to the integration of health and fitness within the Army along with representatives
from U.S. Army Family and Morale, Welfare, and Recreation (MWR) Command (FMWRC), United States Army
Center for Health Promotion and Preventive Medicine (USACHPPM), DCS, G-1, DCS, G-3/5/7, U.S. Army Combat

AR 600-63 « 7 May 2007/RAR 20 September 2009 3



Readiness Center (CRC), Army Chief of Staff for Installation Management (ACSIM) and the Army Physical Fitness
School (APFS).

1-10. The Chief of Public Affairs

The Chief of Public Affairs (CPA) will develop and implement a public affairs plan in support of the Army Health
Promotion Program. This includes articles in internal print and broadcast media, and release of information about the
Army Health Promotion Program to the public through the media and through community relations.

1-11. Chief of Chaplains
The Chief of Chaplains (CCH) will—
a. Provide Army special staff responsibility for the installation Chaplain Family Life Center program, spiritual
fitness, and deployment-related stress ministry.
b. Encourage and promote concepts of spiritual well-being and good health among Soldiers and Family members.
c. Coordinate suicide prevention activities and training with the DCS, G-1 and TSG.

1-12. The Judge Advocate General
The Judge Advocate General (TJAG) will—

a. Provide staff assistance and advice for the interpretation of laws and regulations for the Army Health Promotion
Program.

b. Review the liability implications of non-health professionals providing health promotion programs.

1-13. Chief of Engineers
The Chief of Engineers (COE) will provide Army special staff responsibility for the construction of installation
physical fitness and recreation facilities supported by appropriated funds.

1-14. Chief, National Guard Bureau
The Chief, National Guard Bureau will—

a. Prescribe policy and programs for health promotion and suicide prevention within the Army National Guard
(ARNG) as established by the Deputy Chief of Staff, G-1 within the ARNG.

b. Encourage State adjutants general to develop health promotion programs, including suicide prevention and oral
health.

c. Identify the requirements for the distribution of training kits to support suicide intervention skills training for
gatekeepers.

d. Identify the requirements for the execution of train-the-trainer workshops to support suicide intervention training
for gatekeepers. See DA Pam 600-24.

1-15. U.S. Army Reserve

a. The Chief, Army Reserve (CAR) in coordination with the DCS, G-1 will prescribe policy and monitor health
promotion for the U.S. Army Reserve (USAR), and execute health promotion policy and procedures for USAR troop
program units (TPUs) in the continental United States.

b. The Commanding General, U.S. Army Pacific Command (CG, USARPAC) will execute health promotion policy
and procedures for all assigned USAR TPUs and activities in Hawaii and in possessions, trusts, and territories
administered by the United States in the Pacific Command Area

¢. The Commanding General, U.S. Army Europe and Seventh Army will execute health promotion policy and
procedures for al assigned USAR TPUs in Europe.

d. The Commanding General, U.S. Army Human Resources Command (USAHRC), will administrator health
promotion policy and procedures for the Individual Ready Reserve (IRR).

e. The Commanding General, U.S. Army Southern Command (USARSOUTH), will administer health promotion
policy and procedures for al assigned USAR TPUs in the Southern Command area

f. The Commanding General for South Eastern Task Force (CGSETAF) will administer health promotion policy and
procedures for al assigned USAR TPUs in the Southern Eastern Task Force area

g. The Commanding General for Special Operations Command (USSOCOM) will administer health promotion
policy and procedures for all assigned USAR TPUs in the Special Operations Command.

h. The Commanding Genera for U.S. Army Central Command (USARCENT) will administer health promotion
policy and procedures for al assigned USAR TPUs in the USARCENT Command.

i. ldentify the requirements for the distribution of training kits to support suicide intervention skills training for
gatekeepers.

j. ldentify the requirements for the execution of train-the-trainer workshops to support suicide intervention training
for gatekeepers. See DA Pam 600-24.
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1-16. Commanding General, U.S. Army Center for Health Promotion and Preventive Medicine
The Commanding General, USACHPPM will—

a. Recommend Army Health Promotion policy implementation and change.

b. Define the role and identify training requirements and training opportunities for Health Promotion Coordinators in
support of CHPCs.

c. Develop and disseminate standardized, evidence-based programs and tools.

d. Identify and develop population-based comprehensive and integrated military health information systems.

e. Develop science-based metrics for program evaluation and health promotion outcomes.

f. Provide subject matter expert (SME) consultation, education, and training for Army Health Promotion programs
and CHPCs.

g. Serve as an information source for current issues and best practices for health promotion initiatives.

h. Provide recommendations for population- and community-based research.

1-17. Army Chief of Staff for Installation Management
The Army Chief of Staff for Installation Management (ACSIM) provides Army staff oversight and policy development
responsibility for installation Morale Welfare Recreation, lodging, and Family programs and is responsible for—

a. The U.S Army FMWRC. The Commanding Genera, U.S. Army FMWRC will—

(1) Appoint a representative to serve as an adviser to the Community Health Promotion Council.

(2) Define the role of, and train Army Community Service (ACS) personnel, using USACHPPM-developed and
DCS, G-1 approved training materias, per paragraph 1-16, in support of suicide risk identification efforts, using
technical assistance from mental heath officers.

(3) Ensure suicide prevention information is integrated into all Family Advocacy Program briefings given to Family
members.

(4) Provide Survivor Outreach Services (SOS) to Families who experience loss due to suicide.

(5) Provide referral services to unit members and coworkers who experience loss due to suicide.

(6) Promote instructional opportunities for Soldiers, Families, and Civilians to develop and sustain personal relation-
ships, team dynamics, conflict management, and problem solving.

b. U.S Army Installation Management Command (IMCOM). The Commanding General, IMCOM will—

(1) Be responsible for installation management services and programs on Army installations.

(2) Appoint a Suicide Prevention Coordinator to provide installation assistance for execution of the ASPP and to
serve as a liaison to the Army G-1, Army Command (ACOM), Army Service Component Command (ASCC), and
Direct Reporting Unit (DRU) Suicide Prevention Program Coordinators.

(3) Develop and implement an IMCOM suicide prevention program execution plan.

(4) Ensure ACS integrates suicide prevention information into all Family Advocacy Program briefings given to
Family members.

(5) Develop and implement an integrated Family member suicide prevention program in coordination with
FMWRC.

(6) ldentify the requirements for the distribution of training kits to support suicide intervention skills training for
gatekeepers.

(7) Identify the requirements for the execution of train-the-trainer workshops to support suicide intervention training
for gatekeepers. Refer to DA Pam 600-24.

1-18. Commanding General, U.S. Army Training and Doctrine Command
The Commanding General, U.S. Army Training and Doctrine Command (CG, TRADOC) will serve as the functional
proponent for the Army Physical Fitness Program. The Commander, U.S. Army Training Center and Fort Jackson will
serve as the specified proponent for physical fithess and will—

a. Coordinate the inclusion of all components of Army health promaotion into Army school curricula

b. Exercise responsibility for Army physical fithess doctrine.

c. Develop training support packages for suicide risk identification for unit leaders.

d. Provide suicide risk identification training for leadership courses.

e. Implement Army policy to control use of tobacco products during initial entry training (IET).

1-19. ACOM, ASCC, and DRU commanders
These commanders will—

a. Monitor data, develop, and implement programs designed to achieve Army health promotion.

b. Appoint a CHP coordinator to provide staff oversight of actions and procedures implemented in accordance with
this regulation and its relationship to al members of their command.

c. Appoint a Suicide Prevention Coordinator to provide assistance for, and staff supervision of the ASPP.
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d. Develop and implement a suicide prevention plan appropriate for their command.

1-20. Senior commanders

a. Have the overal responsibility for health promotion, risk reduction, and suicide prevention efforts.

b. Will designate, as appropriate, garrison commanders to serve as the representative of the Community Health
Promotion Council (CHPC).

1-21. Garrison commanders

a. Establish and chair a Community Heath Promotion Council.

b. Partner with the medical command in the implementation of health promotion programs, to include providing
facilities support and staff assistance for unit health promotion events.

c. Monitor aggregate data and implement a health promotion program at their installations in accordance with this
regulation and instructions from their ACOM, ASCC, or DRU commanders.

d. Appoint a task force or committee and designate a presiding officer to plan, implement, and manage the Army
Suicide Prevention Program.

e. Coordinate with union organizations representing Army Civilians, as applicable.

f. Encourage all members of the CHPC to attend the Army Health Promotion Course sponsored by USACHPPM.

1-22. State Adjutant Generals and Army Reserve Direct Reporting Unit/Major Subordinate Command
commanders

a. Responsible for carrying out all aspects of the health promotion, risk reduction, and suicide prevention program
for their command.

b. Establish and chair a Community Health Promotion Council and appoint a CHPC coordinator when practical for
their organization. When a CHPC is not practical, develop and implement strategies to accomplish similar goals to that
of the CHPC.

c. Appoint a Suicide Prevention Program Manager (SPPM).

d. Appoint a task force with the SPPM as the presiding officer to plan, implement, and manage the Army Suicide
Prevention Program (ASPP).

1-23. Medical Department Command/Center commanders
Medical Department Command/Center (MEDCOM/MEDCEN) commanders will—

a. Serve as principal advisers to the installation/community commander with respect to Army Health Promotion.

b. Provide equipment and health care personnel to administer and interpret the self-reported health information tool,
teach classes, and compile statistics to support the health promotion program and review/assess Post Deployment
Health Assessment (PDHA)/Post Deployment Health Reassessment (PDHRA) updates as required.

¢. Use Process Action Teams (PATS) to address specific issues involving health promotion at the medical treatment
facilities (MTFs).

d. Partner with installation and garrison staff in their areas of operation to prioritize health promotion services from
the installation and community perspective.

e. Develop and implement health promotion programs for the installation and community in partnership with the
installation and garrison staff through the CHPC.

f. Develop and implement protocols for the identification and management of suicidal patients in each patient care
unit of the MTF, and provide in-service suicide prevention training for health care providers.

g. Provide a credentidled mental health officer to conduct a psychological autopsy when required by regulation.

h. Provide advice and assistance to Reserve Component commanders to facilitate and implement health promotion
policies.

i. Appoint a designated DOD Suicide Event Report (DODSER) program manager to collect a DODSER on every
active duty suicide. The DODSER program manager will assist in the completion of an annual DODSER report.

1-24. Commanders
Commanders at al levels will—

a. Publish a health promation policy that includes suicide prevention efforts. This policy includes a full scope of
prevention activities as listed in this regulation to promote a community of healthy behaviors.

b. Remain sensitive and responsive to the needs of Soldiers, Army Civilians, Family members, and retirees.

¢. Encourage all Soldiers, Civilians, and Family members to practice a lifestyle that improves and protects physical,
behavioral, and spiritual well-being.

d. Enhance unit readiness and maximize human resources by implementing the health promotion program within
their units.

e. Ensure that Soldiers identified with suicide risk symptoms/behaviors are not belittled, humiliated, or ostracized by
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other Soldiers and are not identified through special markings or clothing (that is, Soldiers wear reflective training vests
with signs identifying them as high-risk individuals).

f. Promote the battle buddy system throughout the deployment cycle for al Soldiers regardiess of rank, position, and
organizational affiliation.

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

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

i. Refer Soldiers who are undergoing disciplinary action and have multiple risk factors present to appropriate support
services to mitigate risk.

j- Ensure that Families, unit members and coworkers who experience loss due to suicide are provided/offered long-
term assistance. See Annex D of DA Pam 600-24 for a specific list of available prevention, intervention, and
postvention resources.

k. Demonstrate positive efforts to deglamorize the use of all forms of tobacco products.

|. Initiate proactive measures to prevent loss of life within their units due to suicide and to reduce the impact on
survivors if a suicide takes place.

m. Enhance unit readiness and maximize human resources by encouraging Soldiers to attain and maintain dental
wellness (Dental Fitness Class 1) and referring Soldiers in Dental Fitness Classes 3 and 4 for examination and
treatment with a goal of attaining at least Dental Fitness Class 2.

n. Ensure that al Soldiers and Family Members are aware of the availability of dental care at post facilities and
understand the use of the dental insurance plan for treatment at Civilian facilities.

0. Conduct an AR 15-6 investigation on every suicide and equivoca death which is being investigated as a possible
suicide.

p. Ensure that commanders of active army units share information including but not limited to behavioral problems
(for example, belligerence, depressive symptoms, hygiene, obsessive behavior), family/relationship problems, financial
problems, and any other information relating to the Soldier’s (or the Soldier’'s Family’s) physical or behaviora health,
well-being, or readiness on Title 10 Reserve Component Soldier suicides with parent ARNG and USAR component
units.

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

r. Share a Soldier’s information only with those who have a need to know. If a commander or healthcare
professional has any questions regarding who has a need to know, they should contact the servicing judge advocate
before sharing any information.

s. Maintain records of Soldiers annual suicide prevention awareness training.

1-25. Garrison Installation Management Command Chaplain

a. Serves as a member of the Community Health Promotion Council and provides input regarding spiritual health
into installation health promotion programs.

b. Ensures that al chaplains on the installation are trained as gatekeepers.

¢. Ensures that al chaplains on the installation are able to train the Army-approved Ask, Care, Escort (ACE) suicide
prevention and intervention training programs developed by the USACHPPM.

d. Administers the suicide prevention program for both military and Civilian members with a goal to reduce
suicides.

e. Serves as the presiding officer of the Suicide Prevention Task Force and coordinates the efforts of task force
members.

f. Serves as a member of the CHPC representing suicide prevention issues and providing input into related
programs.

g. Tracks the training of all Applied Suicide Intervention Skills Training (ASIST) and ACE-certified personnel and
ASIST/ACE training for the installation, state, and RSC.

h. Serves as the point of contact for program information and advice to the commander and to major subordinate
commands.

i. Integrates suicide prevention into community, Family, and Soldier support programs as appropriate.

j- Coordinates with internal and external organizations to share information, trends, best practices, lessons learned,
and training developments.

1-26. Suicide Prevention Program Manager
a. Administers the suicide prevention program for both military and Civilian members with a goal to reduce
suicides.
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b. Serves as the presiding officer of the Suicide Prevention Task Force and coordinates the efforts of task force
members.

c. Serves as a member of the CHPC representing suicide prevention issues and providing input into related
programs.

d. Tracks the training of al ACE-certified personnel and ACE training for the installation, state, and RSC.

e. Serves as the point of contact for program information and advice to the commander and to major subordinate
commands.

f. Integrates suicide prevention into community, Family, and Soldier support programs as appropriate.

g. Coordinates with internal and external organizations to share information, trends, best practices, lessons learned,
and training developments.

Chapter 2
Community Health Promotion Program

2-1. Implementation guidance

a. The success of the Army Health Promotion Program is determined by the combined efforts of community,
garrison, State Joint Forces Headquarters and Army Reserve DRUs, and Major Subordinate Command (MSC) leaders.
An effective, comprehensive, and integrated program at the installation, community, and garrison leader levels is the
key to achieving overal goals.

b. The USACHPPM will serve as health promotion advisor and consultant for the Army Health Promotion Program.

¢. Headlth promotion programs increase unit readiness, combat and organizational efficiency, and productivity by
maximizing human resources. Health promotion activities encompass physical, behavioral, spiritual, and social dimen-
sions and are positive actions. The total effect of health promotion activities and health education improve unit and
organizational performance by enhancing individual well-being. Suicide prevention is one aspect in enhancing one’s
well-being. The major health promotion functional areas are outlined in paragraph 2-1d(5) below.

d. The garrison commanders will establish a Community Health Promotion Council (CHPC). Noninstallation based
commands will establish a CHPC where practical. When supporting elements and resources are too geographically
dispersed to support a CHPC, noninstallation based commands will develop and implement strategies to accomplish
similar goals. The CHPC may be combined with other similar established programs on the installation.

(1) The CHPC will be organized to provide a comprehensive approach to health promotion, and be concerned with
the environment and its relationship to people at the individual, organizational, and community levels.

(2) All tenant organizations fall under the CHPC for health promotion policy and programs. As the designated
representative of the senior commander, the garrison commander, through the CHPC, will provide comprehensive
health promotion policy and programs that are applicable to all garrison residents.

(3) A formal charter will be established and signed for al health promotion, risk reduction, and suicide prevention
councils, teams, and committees IAW AR 15-1. The primary signature authority will be the garrison commander, TAG,
or USAR DRU/MSC commander. These charters must clearly outline—

(&) Organization and membership.

(b) Mission.

(c) Scope and objective (integration with other councils/committees).

(d) Meeting schedule.

(e) Standard products/services.

(f) Metrics, assessment, and reporting protocols.

() A marketing/outreach plan.

(4) The CHPC will identify and eliminate redundancies and voids in programs and services by evaluating population
needs, assessing existing programs, and coordinating targeted interventions.

(5) The CHPC will ensure health promotion programs comprise the following functiona areas:

(a) Health education/health promotion processes to raise individual and community awareness.

(b) Behaviora hedth interventions to improve psychological heath and reduce self-destructive behaviors.

(c) Physical programs directed towards achieving optimal physica wellness.

(d) Spiritual programs to foster spiritual awareness and enrichment.

(e) Environmental and socia programs that promote and sustain healthy lifestyles, strengthen community action, and
encourage proactive public health policies.

e. Health promotion initiatives to address community needs may include media awareness campaigns, classes,
seminars, workshops, activities and health interventions, policy changes, resource coordination/reorganization, and
other initiatives to accomplish required goals. Existing programs may be used to meet these needs.
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f. The CHPC will initiate preventive interventions that directly impact the total population (Active, Reserve, and
National Guard Soldiers, Family members, retirees, and Army Civilians).

g. The CHPC will assist, develop, and implement means to allow commanders to monitor program goals and
objectives.

h. The CHPC will ensure necessary health promotion knowledge, skills, and training will be available for the
community.

2—-2. Community Health Promotion Council membership

a. The garrison commander, community leader, TAG or USAR DRU/MSC commander administers and controls the
health promotion program through the CHPC and the Community Heath Promotion Coordinator; these are the
commander’s primary advisers. The presiding officer of the CHPC is the commander or designee from the command
group.

b. The commander will ensure the goals, objectives, and purposes of the Heath Promotion Program are well-
publicized throughout the command to keep Soldiers, Army Civilians, Family members, and retirees aware of program
benefits. This includes the relationship and interaction with CHPC members and overall program components.

¢. The CHPC will be a multidisciplinary team appointed on orders by the installation commander or community
leader. The CHPC members act as advisors to the installation commander or community leader on health promotion
programs, to include program procedures, community health education, health risk assessments, and program evalua-
tion efforts.

d. Principa CHPC tasks are to—

(1) Assess community needs.

(2) Analyze data resulting from program assessments or evaluations.

(3) Inventory resources.

(4) Develop, implement, and evaluate courses of action to address identified community needs.

(5) Integrate existing health promotion programs with other similar installation and community programs.

(6) Develop a comprehensive marketing plan based on existing resources and demographics.

(7) Report progress, challenges, and successes to the Well-Being Council, as defined by IMCOM.

€. The Community Health Promotion Coordinator will provide logistical and advisory support to the commander and
the CHPC.

f. The CHPC members normally serve for a minimum of 1 year, subject to reappointment at the end of the year.
Members should have authority and responsibility to provide resources to assist with achievement of CHPC goals. The
CHPC membership will include the following:

(1) Garrison commander, community leader, TAG or USAR DRU/MSC commander, CHPC chair.

(2) Suicide Prevention Program Manager.

(3) Health Promotion Coordinator.

(4) Garrison command sergeant major.

(5) Director, Human Resources Directorate (Civilian Personnel Advisory Center, Military Personnel Services,
Education).

(6) Family Advocacy Program Manager (FAPM).

(7) Commander, MTF.

(8) Director of Logistics.

(9) Director for Plans, Training, and Mobilization.

(10) Commander, Dental Activity/Director of Dental Services.

(11) Staff Chaplain.

(12) Public Affairs Officer.

(13) Magjor tenant commanders.

(14) Health Promotion Coordinator (HPC), if available to command.

(15) Alcohol and Drug Control Officer.

g. Consultants, as needed. For example, this category could include representatives from the installation safety,
public affairs, and Civilian personnel offices; ASAP, medical/dental/ veterinarian, environmental science, American
Red Cross, and DOD Dependents Schools organizations; fitness, food service, or Reserve Component advisors; the
Inspector General; or other selected community members.

h. Community Health Promotion Council members are encouraged to attend the Army Health Promotion Course.
See http://chppm-www.apgea.army.mil/trng.asp for Army Health Promotion Course description, dates and locations.

2-3. Community Health Promotion Council administration
a. The garrison commander, community leader, or designee serves as the CHPC chairperson.
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b. The CHPC will convene at least quarterly. The chairperson will identify a recorder to assist the CHP coordinator
during council sessions. See DA Pam 600-24, chapter 2-11a, for details regarding the CHPC responsibilities.

c. At a minimum, the Health Promotion Coordinator provides overall administrative assistance to the installation
commander or community leader and the CHPC by—

(1) Serving as liaison between the installation commander/community leader, CHPC members, and other military
and Civilian representatives.

(2) Assisting with integrating all CHPC resources to meet identified goals and objectives.

d. The CHPC will implement a health promotion improvement program and complete a quality assurance review
once a year, or as otherwise directed by the installation commander/community leader. Although the CHPC chairperson
is primarily responsible for the quality assurance review, each CHPC member and the instalation staff having
responsibility for a particular health promotion function will monitor compliance of that function. The purpose of the
review is to evaluate the installation program objectively, identify areas that need improvement, develop an improve-
ment plan, and request needed resources. The USACHPPM Directorate of Health Promotion Wellness
(USACHPPM-DHPW) will provide program evaluation consultation to assist with the CHPC yearly quality assurance
review.

e. The USACHPPM-DHPW will provide SMEs to the Community Heath Promotion Council, as needed.

2-4. The Suicide Prevention Task Force

a. Each installation, Army Reserve DRU/MSC, and state Joint Force Headquarters (JFHQ) will establish a SPTF to
plan, implement, and manage the local ASPP. The membership of this task force will be tailored to meet local needs.

b. Commanders may assign the suicide prevention mission to the Suicide Prevention Program Manager (SPPM—
who serves as the chair of the Suicide Prevention Task Force (SPTF) and a member of the CHPC—or may elect to
establish a separate SPTF to function as a subcommittee of the CHPC. When using the CHPC to manage the ASPP,
care must be taken to ensure that suicide prevention remains a primary responsibility. Responsibilities of the task force
members, with respect to suicide prevention, must be clearly established. Specific details regarding the SPTF are
outlined in DA Pam 600-24, chapter 2-11b.

c. The SPTF will—

(1) Coordinate program activities and the suicide prevention activities of the command, interested agencies, and
persons.

(2) Evaluate program needs and make appropriate recommendations to the commander.

(3) Review, refine, add, or delete items to the program based on an ongoing evaluation of needs.

(4) Develop awareness training for suicide prevention activities and identify appropriate forums for training.

(5) Evaluate the impact of the pace of training and military operations on the quality of individual and Family life in
the military community.

(6) Recommend command policy guidance for training and operations issues to assure that Soldiers and their leaders
have sufficient opportunity for quality Family life.

(7) Be aware of publicity generated with respect to suicides in the community and develop public awareness articles
for publication.

(8) Meet at the discretion of the task force presiding officer.

(9) In the event of a suicide, review the results of the psychological autopsy (as applicable) to look for the possible
causes of the suicide and, if necessary, evaluate prevention efforts and make recommendations to the commander.

(10) Coordinate with Civilian support 