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L ast summer, the Department of Veteran 
Affairs (VA) published the most compre-
hensive analysis of veteran suicide in our 

nation’s history. That study examined 55 mil-
lion records from every state and revealed that 
in 2014, an average of 20 veterans died by sui-
cide each day.1 Six of the 20 were recent users 
of Veterans Health Administration (VHA) ser-
vices; the other 14 had not used VHA services 
in the prior 2 years.

Policy makers are currently deliberating 
whether expanding the Veterans Choice Pro-
gram (VCP) is a judicious way to prevent 
these tragic deaths, especially for veterans 
who do not use the VHA. One proposal, pre-
sented at a congressional committee hearing 
in October 2017, advocates expanding the 
VCP.2  Its core tenet—allowing veterans to 
seek mental health care from VCP providers 
without needing VHA preauthorization—is 
similar to provisions in other subsequent VCP 
bills regarding Access to Walk-In Care for epi-
sodic physical and mental health care.3 

The original Veterans Choice Act of 2014 
was enacted with $10 billion supplemental 
funding for the VCP as well as $5 billion to 
augment VHA staffing. In contrast, these re-
cent proposals include no supplemental allo-
cations. Veterans could bypass VHA approval, 
obtain VCP services on their own; the VHA 
would be sent the bill and payment would be 
taken from the VHA facility’s budgets.

The set of proposals serves as a reminder 
of the need for further reflection and discus-
sion about how the nation can best address 
the crisis of veteran suicide and, more broadly, 
how to optimize access to evidence-based, in-
tegrated mental health care services. 

This article critiques the myths underlying 
the proposals’ rationale, gives factual evidence 
on veterans’ suicide prevention and compre-
hensive mental health care issues, and con-
cludes with a cautionary warning about the 

risk of VCP expansion adversely impacting 
veterans. 

PREVENTING VETERAN SUICIDES
MYTH: Shifting funds from the VHA to mental 
health care providers in the community would 
be a more effective suicide prevention strategy.   
FACT: The VA is better than the community 
in addressing veterans’ suicides. Between 2001 
and 2014, age-adjusted rates of suicide for vet-
erans not using the VHA increased by 38%; for 
veterans using the VHA, the age-adjusted rate 
increased by 5%. For the subgroup of VHA pa-
tients with either a mental health or substance 
use diagnosis, the rate decreased by 25%.1 
These comparative achievements occurred even 
though veterans who use the VHA are twice as 
likely to have a mental health condition when 
compared with veterans who do not use VHA 
services.4 
FACT: The VHA’s approach to preventing sui-
cides is far more comprehensive than that found 
in the community. Each of the 170 VA medi-
cal centers has at least 1 dedicated suicide pre-
vention coordinator (SPC) position. The SPCs 
provide enhanced care coordination for veter-
ans in VHA health care who are identified as 
high risk for suicide. The SPCs collaborate with 
the VHA’s integrated network of care providers 
and community partners to reduce suicide risk 
among vulnerable veterans. 

For veterans in VHA care who are at risk for 
suicide, mental health policies include regular 
screening, follow-ups to missed appointments, 
and safety planning. For high-risk veterans, sui-
cide prevention policies also involve a medical 
record flagging and monitoring system with 
mandatory mental health appointments. 

The 2010 National Strategy for Suicide Pre-
vention report extolled VHA’s multiple levels 
of evidenced-based suicide prevention prac-
tices and recommended that other health care 
systems emulate the practices.5 Despite this, few 
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community health care providers or systems 
have adopted a similar approach. As the Con-
gressional Research Service observed in 2016, 
“Outside the VA, the use of suicide prevention 
coordinators has not been widely adopted.”6 
FACT: The VHA’s innovative use of suicide pre-
dictive analytics to recognize at-risk individuals 
is more advanced than those available in the 
community. VHA has implemented a predic-
tive analytics program that identifies veterans 
at risk for suicide and offers enhanced care to 
these veterans. The model uses clinical and 
administrative data to identify VHA-enrolled 
patients who are at the very highest risk of sui-
cide, with a 30-fold increased risk of death by 
suicide within a month.7 The system notifies 
each veteran’s provider of the risk assessment 
and enables those providers to reevaluate and 
enhance these veterans’ care. Some of these 
ultra-high-risk veterans might not have been 
identified as being at risk based only on clinical 
signs. This is a crucial distinction because many 
veterans who die by suicide do not have a his-
tory of suicide attempt or recently documented 
suicidal ideation.8-11 This cutting-edge, big-data 
approach allows the VHA to reach out and as-
sist vulnerable veterans, before a crisis occurs. 
FACT: The VHA can better coordinate the care 
of veterans who call the Veterans Crisis Line 
(VCL) when they are receiving care in the VHA 
rather than in the community. 

Since its launch a decade ago, the 24-hour 
VCL has answered > 3 million calls from vet-
erans and their family/friends, with > 500,000 
follow-up referrals to local VA SPCs. Because the 
VCL links directly to VHA facilities, care coordi-
nation is more effective when a veteran’s provider 
is in the VHA. When the veteran is not a VHA 
patient, coordinating with his/her community 
provider is laden with logistic impediments.

MYTH: If offered, the 14 of 20 veterans out-
side the VHA who are the target of this proposal 
would prefer to use VCP mental health options 
to get help. 
FACT: There is no evidence that those veterans 
are VHA-eligible, otherwise uninsured, or would 
seek needed help. The VHA’s 2017 suicide re-
port did not probe whether veteran suicide 
decedents who were not recent VHA patients 

were eligible for VHA care.1 It did not ascertain 
whether they were veterans with other-than-
honorable discharges or transitioning out of 
service, 2 cohorts that now qualify for VHA 
mental health care. It is known that the re-
spondents’ average age was 54.3 years, an older 
population that in general is less prone to seek 
the care of a mental health provider (either in 
or outside the VHA) when needed.12,13 It also 
is known that of all enrolled veterans, only a 
small portion plan to forego VHA care, and they 
tend to be eligible for public insurance coverage 
(eg, Medicare, Medicaid, or TRICARE) and/or 
have private insurance coverage.14 Thus, estab-
lishing unrestrained Choice options may fail 
to capture most of those veterans such a plan 
purports to help. 

COMPREHENSIVE MENTAL HEALTH 
CARE
MYTH: The quality of mental health care pro-
vided to veterans in the community would be 
comparable with the quality of care they receive 
at the VHA. 
FACT: The VHA expertise in treating veterans 
with posttraumatic stress disorder (PTSD) and 
depression is lacking in the community. More 
than 12,700 VHA mental health providers have 
received extensive training and supervision in 
the most effective evidence-based psychother-
apies (EBPs). This includes more than 8,500 
providers trained in prolonged exposure and/
or cognitive processing therapy for PTSD and 
more than 2,200 providers in 1 of 3 EBPs for 
depression.15 Veterans who received EBPs in 
the VHA have experienced clinically meaning-
ful and robust improvement in their PTSD and 
depressive symptoms.16-22  

By contrast, a RAND Corporation study of 
therapists who treat PTSD and major depres-
sive disorder found that when compared with 
providers affiliated with the VHA or DoD, “a 
psychotherapist selected from the community 
is unlikely to have the skills necessary to deliver 
high-quality mental health care to service mem-
bers or veterans with these conditions.”23 Only 
13% of community therapists were trained in 
and used an EBP and had veteran/military cul-
tural competency. A separate 2017 study of 
community providers who treat veterans found 
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that only a minority reported prior training in, 
or use of, any EBP for PTSD.24 Also, as the in-
dustry leader in telemental health, the VHA’s 
delivery of EBPs to veterans in remote locations 
and/or having difficulty accessing clinic-based 
care is far beyond that of the private sector. 
FACT: VHA patients are more likely to receive 
care consistent with the American Psychiatric 
Association (APA) guidelines than are patients 
treated in the community. Recent studies of 
pharmaceutical treatments for mental disorders 
have compared the VHA with the private sector. 
The studies found that for all 7 indicators, VHA 
performance was superior to that of the pri-
vate sector by > 30%.25,26 Another study found 
that 1% to 12% of private sector patients treated 
with antidepressants received care consistent 
with APA guidelines (with care of racial/ethnic 
minorities tending to be on the lower side of 
this range).27 The VHA achieves higher quality 
because, as a unified, nationwide system, it has 
superior ability to assure providers’ adherence 
to assessment and treatment standards.
FACT: For older veterans who constitute the 
majority of veterans and the majority of veteran 
suicides, the VHA has more comprehensive and 
integrated mental health care services than are 
commonly found in community-based care.1,4 
The VHA provides comprehensive, integrated 
mental health evaluation and treatment services 
across the continuum of geriatric care, includ-
ing geriatric primary care; home-based primary 
care; and nursing home, hospice, and palliative 
care.28-30 For older adults, a population that is 
more prone to seek behavioral/mental health 
services if combined with their medical care, 
these integrated services optimize access to 
mental health care when needed and facilitate 
holistic, interdisciplinary care.31-35 Although in-
terest in integrated care is growing in the pri-
vate sector, it is still not the norm.

VHA providers proactively screen veterans 
for PTSD, alcohol misuse, depression, military 
sexual trauma (MST), and traumatic brain in-
jury. When problems are identified, primary 
care providers are able to deliver a warm hand-
off to mental health team members for further 
evaluation and intervention as needed. Such 
integration of services, required by VHA policy 
since 2008, appears related to increased detec-

tion and treatment of mental illness among 
older veterans.36 Referred older veterans have 
shown significant reduction in depressive 
symptoms with antidepressant medication 
treatment.37 Veterans with chronic obstructive 
pulmonary disease receiving brief cognitive be-
havioral psychotherapy in primary care clin-
ics had decreased symptoms of depression and 
anxiety maintained at 12 months.38 

As the Commission on Care Final Report 
recognized, “Veterans who receive health care 
exclusively through VA generally receive well-
coordinated care, yet care is often highly frag-
mented among those combining VHA care 
with care secured through private health plans, 
Medicare, and TRICARE. This fragmentation 
often results in lower quality, threatens patient 
safety, and shifts cost among payers.”39

FACT: VHA’s comprehensive and integrated 
health care response to MST exceeds what is 
available in the community. When screened 
by a VHA provider, 1 in 4 women veterans 
and 1 in 100 men report that they experi-
enced MST.40 Because most veterans are men, 
they constitute almost 40% of all MST survivors 
seen in VHA. Military sexual trauma is associ-
ated with a wide range of mental and physical 
health conditions as well as lasting impairment 
in occupational and life functioning.41-43 Those 
who experience MST have been shown to be 
at increased risk of death by suicide even when 
data were adjusted to account for age, mental 
health diagnosis, and other risk factors.44

Given that many survivors never talk about 
their MST experience unless asked directly, the 
VHA’s routine screening, culturally competent 
sensitivity, and unflagging efforts to engage vet-
erans are crucial ways to proactively reach sur-
vivors who might not otherwise seek care. Each 
VHA facility has a dedicated MST coordinator, 
mandatory MST training for all primary and 
mental health care providers, free MST-related 
treatment, and MST outreach efforts. All veter-
ans enrolled in the VHA are screened for expe-
riences of MST, and tailored treatment plans are 
created for survivors who need care. More than 
1 million outpatient MST-related mental health 
visits were provided to veterans with a positive 
MST screen in fiscal year (FY) 2015, a 13% in-
crease from the prior year.15 Widespread screen-
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ing and treatment programs do not exist in the 
community-based care, where  mental health 
care providers are less likely to have relevant ex-
perience or recognize that it is important to ask 
veterans about MST.

The DoD recently indicated that lesbian, gay 
bisexual, transgender (LGBT) service members 
experience disproportionately higher rates of 
MST, reporting sexual assault 5 times and ha-
rassment 3 times as often as non-LGBT ser-
vice members.45 Civilian research consistently 
identifies LGBT individuals as being at greater 
risk for suicide.46 Although exact rates of LGBT 
veteran suicides are unknown, one study found 
that 47% of lesbian, gay, and bisexual veterans 
reported lifetime suicidal ideation compared 
with that of 22% of heterosexual veterans.47 
Each VHA facility has a dedicated LGBT care 
coordinator who works closely with the MST 
coordinator and mental health treatment teams 
to ensure timely referrals to appropriate care. 
Comparable care coordination does not exist 
in the community, where providers also are less 
likely to have relevant experience and training 
to address veteran-specific correlates of trauma 
for LGBT individuals. 
FACT: Veterans with serious mental illness 
(SMI) who use the VHA have greater life expec-
tancy and reduced inpatient days of care. Veter-
ans with SMI conditions who receive VHA care 
live much longer on average than their counter-
parts in the general U.S. population.48 Veterans 
with SMI who drop out of VHA care but then 
return have significantly lower rates of mortal-
ity than that of veterans who do not return.49 
Building on this success, the VHA implemented 
the SMI Re-Engage Program, an outreach to 
veterans with SMI who have not been seen in 
any VHA for at least 1 year, and are thus at an 
elevated risk for premature death. Since imple-
mentation began in March 2012, 24% returned 
to VHA care within 4 months.15

In the VHA’s Intensive Community Men-
tal Health Recovery (ICMHR) program, men-
tal health staff visit veterans with SMI at least 
weekly to provide recovery-oriented interven-
tions, typically in the veteran’s place of residence, 
which ensures more routine follow-up and al-
leviates the burden of having to go to a medical 
facility. In fiscal year 2016, veterans enrolled in 

ICMHR services had an average of 12 to 27 fewer 
hospital days after admission to the program.15

FACT: The evidence-based interdisciplinary  
VHA approach to pain management rarely ex-
ists in the private sector. About 50% of vet-
erans treated in primary care report at least  
1 chronic pain complaint, disproportionately 
higher than that of American nonveterans.50 
Recent CDC and VA/DoD guidelines specif-
ically recommend the use of cognitive be-
havioral psychotherapy, exercise therapy, and 
nonopioid medications as first-line treatments 
for chronic pain.51 Instead of routinely send-
ing veterans with chronic pain to specialists, 
the VHA uses a stepped-care model in which 
patients receive biopsychosocial chronic pain 
care first within VHA primary care. These in-
terdisciplinary clinics collocate and integrate 
primary care providers, psychologists, phar-
macists and/or physical therapists to provide 
multimodal chronic pain care. 

Preliminary results show decreases in pain, 
opioid risk, and opioid use as well as improved 
provider perception of pain care delivered in 
primary care.52,53 For those veterans who re-
quire a higher level of care, the VHA has man-
dated the creation of tertiary pain programs, 
based on well-established models of more in-
tensive, comprehensive treatment shown to be 
effective in the treatment of chronic pain.54 

Although interdisciplinary pain management 
continues to grow in the VHA, it very rare in 
the U.S. private sector where health care tends 
to be fragmented and truncated. The VHA ac-
counts for 40% of the U.S. interdisciplinary pain 
programs even though it serves 8% of the adult 
population.55 The importance of effective pain 
management, including behavioral interven-
tions, is further highlighted by the fact that 
pain is the most commonly identified risk fac-
tor in VHA users whose suicides are reported 
to central office.56 

MYTH: Most veterans prefer a new care system 
that redirects funds from the VHA to VCP.   
FACT: Veterans overwhelmingly want the 
VHA to be preserved and strengthened.57 Vet-
erans like the VCP when it is presented as 
an add-on benefit. But when veterans are 
surveyed about possible changes like those 
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in the proposals that drain money out of the 
VHA, they voice near unanimous opposition. 
The 2017 Veterans of Foreign Wars survey 
of 10,800 veterans found that 92% wanted 
the current VHA system to be improved, not 
dismantled. Only 5% wanted a new system of 
giving veterans free access to Choice care that 
bypasses the VHA.57 

Anecdotal instances do arise where veter-
ans express discontent about VA mental health 
services. That is no surprise in a large pool of 
millions of patients. One example was a 2016 
VA Center for Innovation report, quoted during 
the October 2017 Congressional hearing, which 
asked  about 40 veterans and 5 family members 
for their criticisms.58 Using an unrepresenta-
tive sampling method, the report found that 
some of the veterans desired more privacy and 
easier access to mental health care. The report 
also noted that the VA’s 300 Vet Centers and  
80 mobile Vet Centers would provide such 
quick, confidential access, but many veterans 
did not know about that resource. 

CONCLUSION
As VA Secretary David J. Shulkin, MD,  has un-
derscored, preventing suicide among all our na-
tion’s veterans, is a sacred VA responsibility. The 
VHA must identify areas for improvement and 
mitigate obstacles that impede veterans receiv-
ing quality mental health care. When prompt 
access to VHA mental health care for enrolled 
veterans isn’t feasible, the VHA should continue 
to purchase services from VCP providers. For 
all veterans, their families, and non-VA profes-
sionals, the VHA should continue to share its 
educational and clinical expertise (as it has suc-
cessfully done in efforts such as the Be There 
Campaign, VA Community Provider Toolkit, 
VA Campus Toolkit, PTSD Consultation Pro-
gram and Suicide Risk Management Consulta-
tion Program.)

Nevertheless, in crafting policies, it is essen-
tial to ensure that there is no collateral dam-
age to the overall superior quality, unique 
advantages, and cost-effectiveness of VHA men-
tal health care. The guiding principle for all 
health care systems and providers, “first, do no 
harm,” must be heeded. 

The VCP is intended to supplement not 

supplant the VHA, but the recent proposals 
would do the opposite. Furnishing vouchers 
to veterans that bypass VA preauthorization 
will weaken veterans’ mental health care and 
suicide prevention efforts. It sets in motion a 
gradual, persistent hollowing out of VHA care. 
In zero-sum budgets, VHA facilities will receive 
less money, vacant positions will not be filled, 
and mental health services will be cut. As the 
availability of VHA services diminishes, many 
veterans will be placed into VCP, leading to a 
vicious cycle of further VHA cuts. In the name 
of freedom of choice, veterans, especially the 
most vulnerable who depend on the VHA, will 
ultimately have fewer quality choices.

The stand-alone mental health clinic model 
runs completely counter to the VHA’s best 
practice interprofessional and integrated care 
approach. Veterans have more complex comor-
bidities and need greater, not less, integration of 
mental health services across the continuum, 
including primary care, specialty care, and geri-
atric/extended care programs.59

Implementing unrestrained choice, even as 
a pilot for newly transitioning service members 
or other groups of veterans, would be the initial 
step on a slippery slope to vouchers for the en-
tire VHA system. Once mental health services 
are privatized, the remainder of VHA services, 
whose overall quality also has been determined 
to be equal or better than that delivered in the 
community, would follow in quick succession.11 

In January 2018, the National Academies of 
Science, Engineering and Medicine published 
an exhaustive evaluation of VHA mental health 
care and hailed it as the preeminent system that 
is “positioned to inform and influence how 
mental health care services are provided more 
broadly in the United States.”60 It was decisive 
confirmation that, first and foremost, we must 
guarantee that VHA mental health care is fully 
funded and staffed and remains the coordinator 
and authorizer of care.
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