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Background information

In 2012 alone, an estimated 7,500 former military personnel died by suicide. More active duty service members, 177, succumbed to suicide that 
year than were killed in combat, 176. The Army suffered 52% of the suicides from all branches.

In 2013, the United States Department of Veteran Affairs released a study that covered suicides from 1999 to 2010, which showed that 
roughly 22 veterans were dying by suicide per day, or one every 65 minutes. Some sources suggest that this rate may be undercounting 
suicides.[5] An analysis done in 2013 found a suicide rate among veterans of about 30 per 100,000 population per year, compared with the 
civilian rate of 14 per 100,000. However, the comparison was not adjusted for age and sex.

According to a report published by the United States Department of Veterans Affairs (VA) in 2016, which analyzed 55 million veterans' records 
from 1979 to 2014, the current analysis indicates that an average of 20 veterans die from suicide per day.

The total number of suicides differs by age group; 31% of these suicides were by veterans 49 and younger while 69% were by veterans aged 50 
and older. As with suicides in general, suicide of veterans is primarily male, with about 97 percent of the suicides being male in the states that 
reported gender. In addition to differences among age and gender groups, there has also been found to be significant disparity in suicidal 
ideation and completion rates among marginalized groups such as LGBT military members. Suicidal ideation was found to be 2-3 times greater 
in LGBT active-duty and veteran service members, with transgender veterans having been found to commit suicide at double the rates of their 
cisgender peers.

In 2015, the Clay Hunt Veterans Suicide Prevention Act passed in the Senate and was then enacted as Pub.L. 114–2  on February 12, 2015. It 
requires the Secretary of Veterans Affairs to organize an annual third-party evaluation of the VA's mental health care and suicide prevention 
programs, to mandate website updates at least once every 90 days about the VA's mental health care services, to offer educational incentives 
for psychiatrists who commit to serving in the Veterans Health Administration (VHA), to collaborate with nonprofit mental health
organizations with the goal of preventing veteran suicide, and to extend veterans' eligibility for VA hospital care, medical service care, and 
nursing home care. However, the limitations of this act are very restricting. Veterans can only access extended eligibility if they have been 
discharged or released from active duty between the years of 2009 and 2011 and if they have not enrolled in care during the five years 
following their discharge. 
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Since the terrorist attacks on Sept. 11, 2001, 7,057 U.S. military service members were 
killed in war operations in Iraq and Afghanistan.

Deaths by suicide among veterans and service members who served post-9/11 amount 
to more than four times that number, according to a recent report that’s part of 
the Costs of War project from Brown University’s Watson Institute for International and 
Public Affairs.

The June 21 report, by Boston University post-doctoral student Thomas Howard Suitt, 
estimates that 30,177 active duty personnel and veterans who served in the post 9/11 
wars have died by suicide.
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According to the World Health Organization, almost one million people die by suicide 
every year, which is a global mortality rate of 10.7 per 100,000. In the United States 
(U.S.), someone attempts suicide every 31 seconds and an average of 1 person dies by 
suicide every 11.9 minutes, a rate of 13.3 per 100,000. Suicide is the tenth leading cause 
of death in the country. An important consideration is that suicides have consistently 
been underreported for a variety of reasons. Experts have estimated that suicide 
incidence may be 10-15% higher than officially recorded.

The U.S. military reflects an important subset of the U.S. population with both shared 
and unique characteristics when compared to the U.S. population. Historically, military 
suicide rates have been lower than those rates found in the general population. Rising 
suicide rates among Service members and Veterans over the past decade have raised 
public and professional concerns. Suicide is the second leading cause of death in the 
U.S. military. According to the calendar year 2015 Department of Defense Suicide Event 
Report (DoDSER) annual report, the standardized suicide rate was 20.2 per 100,000 for 
the Active component. For the Selected Reserves component, the rates were 24.7 per 
100,000 for the Reserves and 27.1 per 100,000 for the National Guard.
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A number of psychosocial factors are associated with suicide risk. The most common individual 
stressors identified for both military suicide decedents and military suicide attempts were 
relationship problems, administrative/legal issues and workplace difficulties. Other medical 
conditions that are associated with an increased risk for suicide include traumatic brain injury 
(TBI), chronic pain, and sleep disorders. These conditions can contribute substantially to 
increased suicide risk in affected individuals. The most common method for suicide in the DoD is 
firearms, accounting for over 60 percent of all suicide deaths in the military.

Elevated suicide risk has been shown to endure well beyond military service, with Veterans 
carrying a much greater risk for suicide than their civilian counterparts. According to the Office of 
Suicide Prevention (2016), Veterans account for approximately 18% of all adult suicide deaths in 
the U.S. Interestingly, Veterans represent only 8.5% of the U.S. population, highlighting the 
disproportionate number of suicide deaths in this population. This means that approximately 20 
Veterans die each day by suicide. Like Service members, the most common method for suicide 
among U.S. Veterans is firearms, accounting for over two-thirds of all Veteran suicides.

With the significant increased suicide rates in our military population, it is imperative that we 
provide evidence-based psychotherapies developed specifically to target suicidal thoughts and 
behaviors. Cognitive Therapy for Suicide Prevention (CT-SP) is an evidence-based treatment 
recommended by the VA/DOD Clinical Practice Guideline for the Assessment and Management 
of Patient’s at Risk for Suicide (2013). CT-SP is a structured, time-limited, present-focused 
approach that helps patients develop coping skills and strategies to overcome suicidal crises.
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Alternative Treatment Options
•Cognitive Behavioral Therapy (CBT): CBT is a type of psychotherapy that can help people learn new ways of dealing 
with stressful experiences. CBT helps people learn to recognize their thought patterns and consider alternative 
actions when thoughts of suicide arise.
•Dialectical Behavior Therapy (DBT): DBT is a type of psychotherapy that has been shown to reduce suicidal 
behavior in adolescents. DBT also has been shown to reduce the rate of suicide attempts in adults with borderline 
personality disorder, a mental illness characterized by an ongoing pattern of varying moods, self-image, and behavior 
that often results in impulsive actions and problems in relationships. A therapist trained in DBT can help a person 
recognize when their feelings or actions are disruptive or unhealthy and teach the person skills that can help them 
cope more effectively with upsetting situations.
•Brief Intervention Strategies: Research has shown that creating a safety plan or crisis response plan—with specific 
instructions for what to do and how to get help when having thoughts about suicide—can help reduce a person’s risk 
of acting on suicidal thoughts. Staying connected and following up with people who are at risk for suicide also has 
been shown to help lower the risk of future suicide attempts. Research also has shown that increasing safe storage of 
lethal means can help reduce suicide attempts and deaths by suicide. In addition, collaborative assessment and 
management of suicidality can help to reduce suicidal thoughts.
•Collaborative Care: Collaborative care is a team-based approach to mental health care. A behavioral health care 
manager will work with the person, their primary health care provider, and mental health specialists to develop a 
treatment plan. Collaborative care has been shown to be an effective way to treat depression and reduce suicidal 
thoughts.
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Alternative Treatment Options continued

▪ Complementary and alternative therapies for treating PTSD include acupuncture, moxibustion, 
Chinese herbal medicines, meditation, yoga, deep-breathing exercises, mind-body therapy, and tai chi. 
These interventions can be used alone or in combination.

▪ Acupuncture. This ancient approach relieves illness via the strategic insertion of needles into the body to 
unblock metaphysical energy known as qi (pronounced “chee”). NCCOSC's review references a 2007 
controlled pilot trial in which 73 people diagnosed with post-traumatic stress randomly were assigned 
cognitive behavioral therapy, acupuncture treatment, or a wait-list control condition. At the end of the 
treatment period, those who received cognitive behavior therapy and acupuncture reported a similar 
reduction in symptoms. Schnurr acknowledges evidence that suggests acupuncture can be effective but adds 
it is not at the level where acupuncture can be recommended as a frontline treatment.

▪ Art therapy. Conceived in the 1970s, this approach encourages those with post-traumatic stress to use 
drawing as a way to express details about their trauma and gain mastery over their feelings. One study 
examined 15 treatment components and found art therapy produced the greatest benefit for veterans with 
the most severe post-traumatic stress symptoms.

▪ Meditation. This refers to a variety of practices used to induce relaxation or alter consciousness, many of 
which have been practiced for thousands of years. A 1981 study of Vietnam veterans diagnosed with “post-
Vietnam adjustment” (now known as post-traumatic stress) found transcendental meditation more helpful 
than traditional supportive psychotherapy.

▪ Power therapies. This approach includes additional techniques, such as EMDR or tapping acupuncture 
points, with traditional talk therapy.
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Alternative Treatment Options continued

▪ Scuba Diving

▪ Virtual Reality: A treatment using new technology to immerse patients in a 
simulation of a memory could help them overcome trauma.

▪ Psychotherapy

▪ Pharmacotherapy
▪ Exposure-based therapies (ET), Cognitive-based therapies (CPT), Stress Inoculation 

Training (SIT), and Eye Movement Desensitization and Reprocessing (EMDR). 
These psychotherapies include 5 core components: (1) narration, (2) cognitive 
restructuring, (3) in vivo exposure, (4) stress inoculation skills (eg, relaxation), and 
(5) psychoeducation. 

▪ Pharmacotherapy for PTSD typically consists of antidepressants, such as selective 
serotonin reuptake inhibitors (SSRIs) and serotonin norepinephrine reuptake 
inhibitors (SNRIs). If unsuccessful, treatment may expand to mood stabilizers, 
anticonvulsants, antipsychotics, or other agents.
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What is Stellate Ganglion Block (SGB)?

The stellate ganglion, part of the sympathetic nervous system, is a cluster of nerve cell bodies located between the C6 and C7 vertebrae. Injection of 
local anesthetic to the stellate ganglion, a procedure known as stellate ganglion block (SGB), inhibits sympathetic nerve impulses to the head, neck, and 
upper extremities. SGB is an outpatient procedure, performed by anesthesiologists or interventional pain management physicians, that has been used to 
treat various disorders including complex regional pain syndrome, hot flashes, migraines, facial pain, and upper extremity pain.

Because the stellate ganglion is connected to brain regions thought to be abnormally activated in PTSD, such as the amygdala, SGB has been explored 
as a potential alternative treatment option for PTSD.40 Studies that have examined brain imaging before and after PTSD treatment provide potential 
evidence of this biological rationale for the effect of SGB on PTSD. A 2015 study comparing fluorodeoxyglucose (FDG) PET brain scans of 5 Veterans 
with combat-related PTSD one week before and after undergoing right-sided SGB found that the right amygdala and hippocampal areas were relatively 
overactive when PSTD symptoms were more prominent.41 A 2016 longitudinal study comparing functional MRIs and symptom scores of 72 Veterans 
with and without PTSD during which PTSD patients received trauma-focused therapy suggested that higher baseline dorsal anterior cingulate cortex 
(dACC), insula, and amygdala activation may predict poor response to PTSD treatment.

SGB has also been associated with biologic markers of sedation. A 2014 study on the effects of SGB in rats found that SGB was associated with 
decreased EEG activity, suggesting a sedative effect.43 Similarly, a 2015 study of healthy adult volunteers found that SGB was associated with a 
sedative effect compared to sham as measured by the bispectral index system (based on EEG) and Observer’s Assessment of Alertness/Sedation scores.

The specific mechanism of action by which SGB may mitigate PTSD symptoms remains incompletely understood. SGB results in peripheral 
vasodilation, but the mechanism by which SGB impacts symptoms of PTSD is likely more complex. A proposed explanation for the prolonged 
effectiveness of SGB on PTSD, as well as symptoms of hot flashes and complex regional pain syndrome, is that application of local anesthetic to the 
stellate ganglion leads to a reduction in nerve growth factor and a resulting decrease in sympathetic nerve sprouting and brain norepinephrine levels.

Ropivacaine or bupivacaine, 7 cc of 0.5% solution, are the most common anesthetic types and dosages used in SGB.39 To avoid potential serious adverse 
effects of inaccurate needle placement to the anatomy surrounding the stellate ganglion, use of image-guidance techniques such as ultrasound, 
fluoroscopy, or computed tomography are recommended to help visualize the injection area. SGB performance also requires the availability of 
continuous vital sign monitoring technology and resuscitative equipment and personnel to monitor and respond to changes in respiration and circulation 
that may occur as a result of unintentional intravascular injections. Identification of a successful SGB is made by diagnosing temporary Horner’s 
syndrome occurring within 15 minutes of the procedure – a constricted pupil, weak and droopy eyelid, decreased sweating, and potential inset eyeball –
which is recommended to be quantitatively graded by a third-party medical professional.
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Stellate Ganglion Block Pilot Project 2021

Veterans only – No cost to them. The project will cover 160 participants per year. 

Step 1  - Call WellStone at 256-255-1020 and schedule an appointment with Erin Dover for the SGB Pilot 
Project
Step 2  - At appointment – A psychosocial assessment and CAPS 5 PSTD tool will be completed. 
Step 3 – If appropriate for the project, WellStone will schedule an SGB injection with Dr. Nesbitt’s office at 
St. Vincent’s in Birmingham.  A 1 month follow up with WellStone will also be scheduled.
Step 4 – 1 month follow up with WellStone to collect CAPS 5 data 
Step 5 – 6 month follow up with WellStone to collect CAPS 5 data
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The Spartan Pledge
Taking the 'Spartan Pledge' Against Suicide

The Spartan Pledge is a commitment among veterans to not take their own lives but rather stand for their 
fellow soldiers in times of despair. It was created almost accidentally by an Iraq veteran, Boone Cutler, when 

he spoke with another veteran, his friend "Nacho," about a mutual friend's suicide.
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Helpful Links

https://www.maketheconnection.net/

Health Benefits

www.va.gov/healthbenefits

Start here to learn what VA health benefits you are elligible for and apply for care.

Helpful Phone Numbers

Health Benefits: 877-222-VETS (8387)

Other VA Benefits: 800-827-1000

Homeless Services: 877-424-3838

Compensated Work Therapy

www.cwt.va.gov

A vocational rehabilitation program to match and support work ready veterans in competitive jobs.

Disease Prevention

www.prevention.va.gov

Advocating for health promotion, disease prevention, and health education for our nation’s Veterans.
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Helpful Links Continued

Geriatrics & Extended Care

www.va.gov/geriatrics

Geriatric and extended care services for Veterans including non-institutional and 
institutional options.

Homeless Services

www.va.gov/homeless

To end Veteran homelessness within the next five years, VA offers a variety of 
resources, programs and benefits to assist Veterans who are homeless.

Mental Health

www.mentalhealth.va.gov

Maintaining and improving the health and well-being of Veterans through 
excellence in health care, social services, education, and research.
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Helpful Links continued

MyHealtheVet

www.myhealth.va.gov

Anywhere, anytime Internet access to VA health care information and services.

National Center for Post-Traumatic Stress Disorder

www.ptsd.va.gov

VA’s center of excellence for research and education on the prevention, 
understanding and treatment of posttraumatic stress disorder.

Readjustment Counseling (Vet Centers)

www.vetcenter.va.gov

Offers services to Veterans and their families to aid their successful transition 
from military to civilian life.
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Helpful Links Continued

Rural Health

www.ruralhealth.va.gov

Improving access and quality of care for Veterans living in rural areas.

Substance Abuse Programs

www.mentalhealth.va.gov/substanceabuse.asp

Treatments addressing problems related to substance use, from unhealthy use of alcohol to life-
threatening addictions.

Veterans Crisis Line

veteranscrisisline.net

The Veterans Crisis Line (Dial 1-800-273-8255 and press 1) is a toll-free, confidential phone support 
line that connects Veterans in crisis and their families and friends with qualified, caring VA 
responders.

Women Veterans Health Care

www.womenshealth.va.gov

Implementing positive changes in providing care for all women Veterans.
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