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Using Science to Improve Communications About Suicide Among Military
and Veteran Populations: Looking for a Few Good Messages

Concern about suicide

in US military and veteran

populations has prompted

efforts to identify more effec-

tivepreventionmeasures.

Recent expert panel re-

ports have recommended

public communications as

one component of a com-

prehensive effort. Messag-

ing aboutmilitary andveteran

suicide originates from many

sources and often does not

support suicide prevention

goals or adhere to princi-

ples for developing effec-

tive communications.

There is an urgent need

for strategic, science-based,

consistent messaging guid-

ance in this area. Although

literature on the effective-

ness of suicide prevention

communications for these

populations is lacking, this

article summarizes key find-

ings from several bodies of

research that offer lessons

for creating safe and effec-

tive messages that support

and enhance military and

veteran suicide prevention

efforts. (Am J Public Health.

2013;103:31–38. doi:10.2105/

AJPH.2012.300905)

Linda Langford, ScD, David Litts, OD, and Jane L. Pearson, PhD

FROM 2006 TO 2010, THERE

were more than 1300 suicide
deaths among members of the
United States military, with in-
creasing rates in the Marines and
Army.1,2 Some studies also sug-
gest that suicide rates are higher
among veterans than among the
general population, although
findings are mixed.3,4 In re-
sponse, various expert panels
have conducted reviews and re-
leased reports with recommen-
dations for strengthening suicide
prevention efforts among military
and veteran populations.1,5,6 Cit-
ing the multifactorial causality of
suicidal behavior and the evi-
dence that comprehensive inter-
ventions can successfully reduce
suicide,7,8 these reports advocate
for multiple, coordinated inter-
ventions to reduce risk, promote
protective factors, and enhance
overall wellness, skills, and
resiliency.

Each of these reports empha-
sizes the importance of public
communications (i.e., messaging).
For example, two of the 18

recommendations issued in the
2010 report of the Department
of Defense (DoD) Task Force on
the Prevention of Suicide by
Members of the Armed Forces
include messaging components:
“develop strategic communica-
tions that promote life, normalize
help-seeking behaviors, and sup-
port DoD suicide prevention
strategies” and “reduce stigma
and overcome military and cul-
tural leadership barriers to seek-
ing help.”1 Similarly, one of the
eight findings outlined in the
2008 report of the US Depart-
ment of Veterans Affairs (VA)
Blue Ribbon Work Group on
Suicide Prevention in the Veteran
Population is as follows: “The VA
should continue to pursue op-
portunities for outreach to en-
rolled and eligible veterans, and
to disseminate messages to re-
duce risk behavior associated
with suicidality.”6

These reports also describe de-
ficiencies in communications ef-
forts. The DoD report revealed
that messaging often fails to

promote effective solutions and
may contribute to the problem:

Messages from senior leaders re-
garding suicide, suicide prevention,
resilience, health, and readiness
frequently do not sufficiently
support—and sometimes signifi-
cantly detract from—suicide pre-
vention efforts. The news media
commonly report on suicide in
ways that contribute to suicide risk.1

Specific problems include using
talking points that suggest military
suicides are more common than

they actually are, that reflect a
sense of hopelessness about solu-
tions, and that miss opportunities
to promote positive prevention

messages.
According to the VA report,

“Efforts to improve accurate me-
dia coverage and disseminate uni-
versal messages to shift normative
behaviors to reduce population

suicide risk behavior are not being
fully pursued.”6 Specifically, the
authors noted that media coverage
may unintentionally discourage

veterans from seeking services.
Although little research has ana-
lyzed this message content
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systematically, one study in which
newspaper reports on military and
civilian suicide deaths were com-
pared showed that articles about
military or veteran suicides were
more likely to mention failed
psychological treatment.9

Importantly, the DoD and VA
create only a small proportion
of messages disseminated about
military and veteran suicide. The
news media are important mes-
sage sources. Communications are
created by each service, suicide
prevention coordinators, and
other veteran- and military-related
organizations. Still other materials
and messages are conveyed by
civilian entities operating at multiple
levels.

Given this landscape, there is
a need for dissemination of
research-based messaging guid-
ance that all stakeholders can use
to improve military and veteran
suicide communications. Al-
though research on message ef-
fectiveness for these audiences is
lacking, a robust science base
exists that can inform these ef-
forts. We provide an overview of
findings from four areas of re-
search that can guide messaging
efforts: suicide-related and men-
tal health---related campaigns, ef-
fective health communications,
mental illness stigma, and safe
messaging for suicide prevention.

SUICIDE- AND MENTAL
HEALTH–RELATED
CAMPAIGNS

Evaluations of mental health---
related and suicide-related aware-
ness and information campaigns
are relatively rare and generally
methodologically weak. Reviews
indicate that some campaigns
achieve short-term improvements
in knowledge and attitudes but
show limited behavioral changes
when used alone.10---12 Better

results occur when media are com-
bined with other programs.10,13,14

For example, implementation of
a four-level intervention that
combined media with training and
service components was associ-
ated with reductions in suicide in
two German cities.15

Greater success also is associ-
ated with repeated exposure to
messages through multiple types
of media and with locally orga-
nized efforts that tailor messages
to homogeneous populations.10

Dumesnil and Verger noted that
some campaigns are too ambi-
tious, targeting entire popula-
tions, addressing many types of
disorders, and pursuing numer-
ous objectives.10 They recom-
mended focusing campaign goals,
using diagnostic surveys and the-
oretical models to guide planning,
increasing the specificity and
clarity of messages, and using
appropriate indicators to assess
impact.

Some evidence suggests that
informational messages promoting
relatively straightforward actions
can change behavior in broad
populations.16 Two local US cam-
paigns publicizing crisis lines saw
concomitant increases in call vol-
ume, although they were unable to
verify whether the additional calls
resulted from the campaign or
represented high-risk individuals.17,18

More complex messages may
be effective under certain cir-
cumstances. In one study, emer-
gency department personnel ex-
posed to a poster and two-page
triage guide increased self-
reported knowledge and skills
with respect to detecting and
managing suicide risk. Impor-
tantly, the content was carefully
designed and tested with the au-
dience to be highly relevant
and actionable in that context,
rather than providing general
information.19

Several reviews recommend that
suicide-related messaging efforts
be guided by the broader literature
on health communications and
social marketing.10,12,14,20,21 The
next section provides an over-
view of lessons from that
research.

PRINCIPLES OF
EFFECTIVE HEALTH
COMMUNICATIONS

An extensive literature de-
scribes key lessons for effectively
using communications to influ-
ence health. A 2006 review
concluded that well-designed
campaigns can yield small to
moderate effects across large
populations “on the condition that
principles of campaign design are
attended to.”22(p24) These prin-
ciples provide guidance about
the process required to create
effective messages as well as im-
portant considerations at each
stage.

Strategic Planning

Communications are not a strat-
egy, but rather a set of tools that
can be used to support suicide
prevention goals in numerous ways.
Systematic planning is essential
to ensure that messaging is used
strategically and effectively.20,23---25

In addition to diverse messengers,
there is considerable heterogeneity
between and within military and
veteran populations.26---29 Planning
enables messages to be tailored
to specific goals, audiences, and
contexts.

Numerous communications
planning models exist, each out-
lining a similar set of sequential
steps.23,30---33 Key tasks involve
analyzing the situation, deciding
how communications can support
overall goals, defining specific au-
diences and behaviors, creating
tailored messages, disseminating

messages effectively, and conduc-
ting assessments. Using research
to inform planning decisions at
each stage (known as formative
research) is essential.22,23,34,35

Although planning may be more
extensive for large-scale cam-
paigns, these steps represent a set
of strategic questions for any
messaging effort. The answers will
vary according to message devel-
oper, scope of the effort, goals, and
other factors.

Analysis and Goal Setting

The initial strategy develop-
ment stage often is overlooked.
More effective communications
are grounded in broad-based
analyses that define the problem
to be addressed, outline its causes
and effective solutions, and identify
existing efforts and gaps.20,23,24

Research has shown that messages
are more successful when they are
developed as part of an overall
prevention plan and work in sync
with broader change goals.24,36

Military and veteran suicide pre-
vention encompasses many goals,
for example increasing life skills
and resiliency, promoting social
connectedness, increasing help
seeking, identifying and assisting
individuals at risk, providing crisis
services, increasing access to care,
providing evidence-based care,
and restricting access to lethal
means.1,5---7 Such analyses help to
clarify priority goals and identify
the changes needed to accomplish
them.

Communication objectives
should support these same goals
and changes. Because more suc-
cessful messages often work in
sync with other programmatic ef-
forts, a key question for message
planners is, Which goals and ac-
tivities can be enhanced by mes-
saging?23,24,36 Objectives should
be specific and measurable.23,35

Many campaigns seek to “raise
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awareness” of suicide; however,
as noted, such a vaguely defined
objective is ambiguous and un-
likely to result in behavior change.
Objectives should be closely tied
to a specific behavior and its de-
terminants (e.g., to promote help
seeking, “increase the belief that
counseling will help rather than
hurt one’s career”).

One consideration is how best
to leverage change. Many media
campaigns target individuals’
knowledge, attitudes, and beha-
viors. However, communications
can also promote health by alter-
ing environmental factors such
as public policies or organizational
structures.23,24,37 For example,
messages could be used to build
support for a policy designed to
increase prevention funding14 or
to promote an organization’s ca-
pacity to serve veterans. In addi-
tion, communications can enhance
specific programs. For example,
gatekeeper training could be aug-
mented bymessaging that reiterates
the training content, provides
supplemental resources, or cues
participants to act. For example,
the Army distributes ACE wallet
cards that summarize the actions
(Ask, Care, Escort) taught in the
training. The VA and other ser-
vices use similar approaches; for
example, Navy cards reinforce their
ACT (Ask, Care, Treat) mnemonic.
Ideally, communications should
support evidence-based programs
and services.

Messaging decisions will be
shaped by the scope of the orga-
nization’s work. For example, the
VA funded a campaign to promote
the availability of the Veterans
Crisis Line, a national hotline and
chat service that provides crisis
intervention and serves as a con-
duit to care. A local behavioral
health clinic conducting a similar
analysis might decide to change its
communications objective from

increasing knowledge about sui-
cide to publicizing the availability
and efficacy of its evidence-based
treatments. Before promoting
a program or service, planners
should ensure that it has the ca-
pacity to meet the resulting de-
mand.38

Target Audiences and

Behaviors

The next step is to define who
needs to act and what they need to
do.25 The choice of audience is
defined by who is well positioned
to take action to achieve the es-
tablished goals and objectives.
Some messages take a direct ap-
proach (e.g., targeting veterans to
call the VA). The best route of
influence, though, may be indirect,
for example targeting service
members’ or veterans’ behavior
through intermediaries such as
friends, family members, coworkers,
supervisors, or providers, or using
messaging to prompt constituents
to call policymakers.37,39,40 In this
case, the target audience is the in-
termediary (e.g., supervisors), and
the desired behavior change must
be appropriate to that audience (e.g.,
recognize and address early signs of
stress in subordinates).

Messages aremore effective when
they are directed to well-defined
audience “segments” rather than the
general public.22,23,30,41 Segments
should be relatively homogeneous in
their knowledge, attitudes, values,
motivations, and other factors re-
lated to the desired behavior, and
they should be reachable through
similar media or other channels. The
analysis often will suggest poten-
tial audience segments that can be
refined and prioritized after ad-
ditional audience research (as
described in the next step). For
military or veteran populations,
possible segmentation factors in-
clude service branch, service era,
deployment or postdeployment

stage, rank, or location. Again,
the deciding question is whether
subgroup differences suggest the
need for unique messages or
channels.

It is also important to articulate
the desired behavior change. If
audiences are unwilling to engage
in a behavior or the determinants
are difficult to change, it may be
advisable to choose a different
behavior rather than seeking more
persuasive ways to sell an unrealis-
tic action.30 Not all problems can
be fixed by messaging.

Audience Research

Before developing messages, it
is critical to conduct research to
understand the problem and de-
sired behavior from the audience’s
perspective. Methods include lit-
erature reviews, surveys, focus
groups, and interviews.23 The so-
cial marketing literature stresses
the importance of highlighting
benefits valued by the “customer”
(the intended audience) that offset
the tangible or intangible costs
of taking action.30,42 Other factors
to explore include the audience’s
current beliefs and attitudes
about the problem and the behav-
ior, their general values and in-
terests, and their perceptions of
how others view the behavior.23,34

It is the audience’s current beliefs
and perceptions—whether accu-
rate or inaccurate—that shape their
behavior. More effective messaging
uses formal behavior change theo-
ries as an analytic framework to
identify a full range of behavioral
influences.43---47 For example,
the DoD-funded Real Warriors
Campaign used the Health Belief
Model, a theory that describes
factors influencing health beha-
vior, to guide its research about
barriers to and motivators of help
seeking in military populations.48

Message developers should also
identify the audience’s usual and

trusted information sources and
media usage. When multiple audi-
ences are targeted, each audience
and behavior should be analyzed
separately.23 Even if funds are
lacking, planners should pursue
creative ways to learn about and
obtain feedback from audiences.
Examples might include con-
ducting intercept interviews at
public places, speaking to existing
groups, adding questions to sur-
veys, or soliciting feedback
through personal contacts.

Creative Brief and Evaluation

Plan

The previous steps lay the
groundwork for designing and
implementing effective concepts,
messages, and materials.23,31---33,49

Experts recommend summarizing
the background work into a com-
munication strategy statement or
creative brief that identifies the
intended audience and behavior,
the audience’s perceived benefits
and barriers, and supportive
statements that make the benefits
credible. It also lists possible
settings, channels, and activities
and describes the most appea-
ling tone, look, and feel for that
audience.23,24,31 Program evalua-
tion is a particular gap in the suicide
messaging field.10,14,20 Thus, the
plan should also describe how
the messaging will be assessed,
including measurement of process,
outcomes, and possible negative
effects.20,23,31,35

Design and Delivery of

Messages and Materials

Messages and materials should
carry out the strategy and pro-
mote action.50 Message content
should be relevant, credible, and
culturally appropriate for the tar-
get audience.22,23,31 More effec-
tive materials include a “call to
action” highlighting the desired
behavior, why it is being
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advocated,51 and the informa-
tion needed to act.

More persuasive messages use
the formative research to motivate
action by conveying personally
meaningful incentives to the au-
dience. A common motivational
approach emphasizes the dire
negative consequences of inaction.
However, experts caution that fear
appeals can backfire.52 Similarly,
there is no evidence that statistics
about the problem motivate be-
havior change. Recommended
approaches include persuading
the audience that they can per-
form the recommended action and
that the action will be effective
(efficacy messages), reducing per-
ceived barriers to the behavior,
promoting personally valued bene-
fits of acting, and modeling needed
skills.23,29,31 Images, sounds, and
spokespersons should appeal to
the audience and match message
objectives.53

Channels, or the means used
to convey the message, should
correspond to the nature of the
message and behavior, available
resources, channel strengths and
weaknesses, and audience prefer-
ences.22---24,31For example, although
99% of younger veterans use the
Internet, this percentage drops to
34% to 46% among those serv-
ing in 1955 or earlier.54 Thus,
reaching older veterans would
require additional channels,
such as mass media or organiza-
tions. Some channels may be un-
suitable for certain efforts. For
example, texting or e-mail might
pose confidentiality concerns,
whereas message boards require
resources to monitor for crisis
communications.55 More effective
campaigns achieve sufficient and
repeated exposure to messages
through a mix of channels.22,24,56

Core messages should be con-
sistent and reinforced across
channels.23,31

Pretesting at Each Stage

It is essential to test concepts,
messages, and materials with the
audience before finalizing them to
assess whether they accurately
convey the intendedmeaning.22,23,42

Although audience input is in-
valuable, experts caution against
taking all feedback uncritically,
noting that focus groups may favor
approaches that are not supported
by research.24,53 Similarly, pro-
fessional designers unfamiliar with
behavior change research may
create materials that undermine
the message.24,53 Pretesting assesses
whether messages and materials are
understood by the audience and
accomplish the communications
objectives.

In addition to these general
principles, there are unique con-
siderations associated with suicide
messaging. Two such consider-
ations are stigma and safety issues.

STIGMA

Because mental illness stigma is
a barrier to treatment use, some
communications efforts aim to re-
duce stigma.8 These messages
should be informed by the litera-
ture on stigma and related inter-
ventions. This research shows that
stigma is multifaceted. For example,
Corrigan et al. described cognitive,
emotional, and behavioral com-
ponents of stigma as follows.57---59

Stereotypes are collectively
shared beliefs about a group (e.g.,
individuals with mental illness are
unemployable). Prejudice occurs
when people endorse a stereotype
and generate negative reactions
(yes, they are weak and unreliable).
Discrimination is the associated
behavioral response (I won’t hire
them). There are three main forms
of stigma. Public stigma refers to
beliefs, attitudes, and behaviors in
the broader population, whereas
self-stigma is the internalization of

negative beliefs by group members,
resulting in a diminished self-
concept and failure to pursue goals.
Label avoidance occurs when
individuals do not acknowledge
symptoms or seek services to avoid
the negative consequences of be-
ing labeled with a diagnosis.59

Studies involving military and
veteran populations underscore
the multifaceted nature of stigma.
For example, Hoge et al. found
that service members who met
criteria for a mental disorder were
more likely than service members
who did not meet these criteria
to endorse barriers to service seek-
ing, including several stigma-related
factors.60 Some barriers reflected
attitudes (e.g., “I would be seen as
weak”), whereas others signaled
fear of discrimination (e.g., “It would
harm my career”). Notably, many
barriers reflected not stigma but
logistical or structural issues (e.g.,
difficulty getting time off from work
or scheduling an appointment).
Subsequent studies have differenti-
ated between stigma and barriers
to care, which is a critical distinction
in implementing appropriate inter-
ventions.61---63 Other research de-
scribes help-seeking behavior as
a multistage process: recognizing
the need for help, believing symp-
toms are treatable, weighing costs
and benefits of help-seeking, seek-
ing care, and persisting with treat-
ment. At each stage, behavior is
influenced by both stigma-related
and other factors, including beliefs
about treatment effectiveness, avail-
ability and logistics of treatment, and
others.64---66

Stigma interventions have taken
3 main forms: protest, education,
and contact.57 Protest, or critici-
zing problematic representations
of mental illness, can alter corpo-
rate or media behavior but may
lead to “rebound” and worsening
of prejudicial attitudes. Education
challenges inaccurate stereotypes

with factual information. Outcomes
from education alone typically are
limited to short-term attitudinal
changes.58,67 Contact approaches
involve face-to-face interaction with
individuals in the stigmatized group
(e.g., those using psychological
services). Of the three approaches,
contact appears to involve the
greatest likelihood of sustained
attitude and behavior change, al-
though more testing of media-based
interventions is needed.57,68,69

As with communications gen-
erally, experts recommend that
anti-stigma messages address
defined audiences with tailored
messages.67 While working through
the strategic planning process de-
scribed earlier, planners can use the
stigma literature as a framework for
deconstructing this concept and
identifying specific stigma reduc-
tion goals. Again, these decisions
are shaped by organizational con-
text and mission and current efforts.
One organization might address
workplace discrimination against
veterans with real or perceived
mental health issues, whereas
another might target families of
service members in the “label
avoidance” category with infor-
mation about symptoms and
skills to encourage seeking help.

Once planners have established
a goal, audience, and behavior,
the stigma literature can help pin-
point specific barriers to action
and guide effective interventions.
For example, if research showed
that supervisors were concerned
about the combat readiness of
personnel receiving counseling,
messaging might convey stories
of individuals whose work perfor-
mance improved after receiving
help. Messaging to address label
avoidance should deemphasize
psychiatric diagnoses and jargon,
for example by creating messages
in which individuals describe in
their own words their symptoms
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and the benefits of treatment. The
VA’s recently launched Make the
Connection campaign uses this
approach, featuring veterans telling
their stories about acknowledging
and receiving help with mental
health and other issues.

SAFE MESSAGING FOR
SUICIDE PREVENTION

Careful planning of suicide
messaging is particularly critical
because of the potential for harm.
Research has shown that certain
types of media coverage of indi-
vidual suicides may spur imitative
effects or “contagion” among vul-
nerable individuals by modeling or
glamorizing suicidal behavior.70---72

Increased risk is associated with
the amount, duration, and promi-
nence of coverage; details about
suicide methods or locations;
stories about well-known individ-
uals; simplistic explanations; and
information that encourages iden-
tification with the decedent.72---75

One Austrian study revealed that
newspaper articles emphasizing
suicide research and statistics,
which included characterizing
suicide as an epidemic and re-
porting myths, were positively as-
sociated with suicide rates.76 To
address this problem, countries
including the United States have
created recommendations for media
reporting on suicide, and evidence
suggests that these recommenda-
tions can improve reporting prac-
tices.70,77---79 Recommendations
should be shared with news out-
lets and used when crafting talking
points about military and veteran
suicide.

Experts have translated these
media recommendations into a list
of dos and don’ts for information
and educational materials about
suicide.80 Practices that may be
harmful in suicide materials
(“don’ts”) include the following:

“normalizing” suicide by present-
ing it as a common event, glorify-
ing or romanticizing people who
have died by suicide, focusing on
personal details of people who
have died by suicide, presenting
overly detailed descriptions of
suicide methods, and presenting
suicide as inexplicable or resulting
from stress only. (The full docu-
ment, including a list of “dos,” is
available at the Suicide Prevention
Resource Center’s Web site.80)

The recommendation to avoid
normalizing suicide bears some
elaboration. Social norms are un-
spoken rules about what is “nor-
mal” in a given social context.44

The literature differentiates between
descriptive norms, or perceptions of
what most people do (behaviors),
and injunctive norms, which de-
scribe perceptions about what the
majority finds acceptable (attitu-
des). People often misperceive
norms, overestimating unhealthy
behaviors and attitudes and un-
derestimating healthy norms.81

Messages may contribute to prob-
lems by reinforcing mispercep-
tions; conversely, they can convey
existing healthy norms to correct
misperceptions and support positive
behavior.

Messaging about military and
veteran suicides often conveys
problematic norms. News is a
story-driven medium, and many
of the current narratives portray
intractable problems, failed in-
terventions, and individual sui-
cides.82 Educational messages
frequently emphasize the extent
of the problem. Although suicide
is unquestioningly devastating,
disproportionate attention to
negative stories may normalize
suicidal behavior and create
hopelessness about solutions,
thereby reinforcing the percep-
tion among distressed individ-
uals that suicide is the only an-
swer and leaving potential

helpers discouraged or uncertain
about what to do.72,83

Notably, these guidelines ad-
dress public messaging, or content
that will be seen by audiences
that include individuals at risk for
suicide. Some messages are aimed
more narrowly at decision makers,
for example policymakers or pro-
viders. In these contexts, it may
make sense to convey the tragedy
of suicide or provide statistics about
suicidal behavior among consti-
tuents or patients. However, it is
advisable to weigh the potential
benefit against the possibility that
the messages will be viewed by
individuals at risk or disseminated
more broadly.

As mentioned, the don’ts of
safe messaging are matched by
a corresponding list of dos, that is,
content that may be helpful in
designing prevention materials.80

This list reflects general types of
content supportive of prevention
goals, such as providing informa-
tion about available help and em-
phasizing the effectiveness of
treatment. As noted, this content
should be tailored to specific
audiences and goals.

To our knowledge, only one
study has assessed whether certain
media content is associated with
a reduced risk of suicide. In the
earlier-mentioned Austrian study
of newspaper stories, the “mastery
of crisis” category—describing in-
dividuals with suicidal ideation
who adopted coping strategies
other than suicidal behavior—was
negatively associated with suicide
rates, although these articles also
involved the least harmful repor-
ting practices.76 Surprisingly, the
“expert opinion” category, which
included stories providing contact
information for services, was posi-
tively associated with suicide. How-
ever, these articles also tended to
include harmful content, such as
stating that suicide-related

societal problems are increas-
ing.76 More research is needed to
clarify these relationships; it is
plausible that resources would be
protective when coupled with
mastery of crisis stories that
model coping. One implication is
that experts should avoid dilut-
ing helpful information with
harmful messaging.

TOWARD MORE
STRATEGIC AND
EFFECTIVE MESSAGING

Fortunately, the problem of
military and veteran suicide is
mobilizing broad-based responses
across governments, organizations,
and communities. All stakeholders
must see themselves as messen-
gers and engage in careful com-
munications planning based on
the best available science. Existing
research suggests guidance for de-
veloping messages that are more
likely to contribute positively to
military and veteran suicide pre-
vention efforts and less likely to
be counterproductive or harmful.

Systematic planning is essential.
Message developers who are un-
familiar with the principles of
effective communications can use
the excellent step-by-step planning
guides that exist.23,31,32 The prin-
ciples can help guide decision
making regardless of the scope,
budget, or level of the communi-
cations effort. Any messaging can
benefit from establishing specific
and realistic communications
goals and articulating how these
efforts complement or reinforce
other program components;
selecting a target audience and
identifying a call to action; de-
signing messages based on the
audience’s current behaviors, be-
liefs, values, and barriers to action;
pretesting messages and materials;
ensuring adequate exposure to
messages; and assessing results.
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During this process, message
developers should attend to
unique suicide messaging issues.
The stigma literature can help
planners select specific stigma
reduction goals, audiences, and
behaviors and identify stigma-
related and non-stigma-related
barriers to action. Avoiding clini-
cal diagnoses in favor of lay lan-
guage may be important when
addressing label avoidance. Anti-
stigma efforts can employ contact
approaches—real stories of help
and coping. This approach also
avoids linking military or veteran
populations with suicide. These
associations may inadvertently in-
crease stigma, which can feed dis-
crimination and discourage help
seeking. Similarly, rather than
reiterating the extent to which
stigma is a problem, we recom-
mend focusing on solutions to
stigma, such as countering barriers
and promoting audience-identified
benefits of acting. Accordingly,
anti-stigma messages may never
mention the word “stigma.”

All suicide prevention commu-
nications should avoid potentially
harmful content, including ex-
plicitly or implicitly characteri-
zing suicide as a typical response
to depression, stress, or other
challenges service members and
veterans may face. In fact, coping
in ways other than attempting
suicide is far more common. Other
problematic content includes
stories of individual suicides, de-
tails about suicide means or loca-
tions, romanticized or simplistic
explanations, and presenting sui-
cide as inexplicable or unpreven-
table. Messages can be accurate
and honest about the prevalence
of military and veteran suicide
while avoiding descriptions sugges-
ting the problem is uncontrollable or
hopeless.

When appropriate, messages
should provide concrete resources

coupled with stories of individuals
who struggled, reached out, and
are now thriving, as well as ac-
counts of individuals, groups, and
leaders who are working proactively
to increase their mental, physical,
spiritual, and relational wellness.
These messages acknowledge the
thousands of service members and
veterans who are finding ways
to adaptively cope with the stres-
ses of military service, including
multiple combat deployments, to
convey how truly common those
behaviors are.

A comprehensive approach will
include working with the news
media. It is possible to educate
journalists about media guidelines
for safely reporting suicide, espe-
cially when they are approached
as partners.84,85 Providing the
media with contacts and source
materials they need to tell per-
sonal stories about early interven-
tion, recovery, and resiliency may
help create a more balanced pic-
ture of the mental health of military
and veteran populations. Recog-
nizing that stories about system
failures and unsuccessful help
seeking may be easier to find, we
recommend that stakeholders
proactively identify positive stories
of effective actions by individuals
and systems so that responses to
media requests can include these
examples along with available
resources.

Communications are an impor-
tant set of tools that, when used
effectively, can advance and
support research-based suicide
prevention goals. Research will
continue to build our knowledge
about the effectiveness of specific
messages for particular audiences
and goals, but the information
needed to plan safer and more
effective communications efforts is
already available. We owe it to
service members and veterans to
apply it. j
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