LETTERS
National Suicide Strategy

To the Editor: Even one death by suicide is too
many. Suicide is complex and a serious national
public health issue that affects people from all
walks of life—not just veterans—for a variety
of reasons. While there is still a lot we can learn
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about suicide, we know that suicide is prevent-
able, treatment works, and there is hope.

At the US Department of Veterans Affairs
(VA), our suicide prevention efforts are guided
by the National Strategy for Preventing Veteran
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Suicide.! Published in 2018, this long-term
strategy expands beyond crisis intervention
and provides a framework for identifying prior-
ities, organizing efforts, and focusing national
attention and community resources to prevent
suicide among veterans through a broad public
health approach with an emphasis on compre-
hensive, community-based engagement.

This approach is grounded in 4 key areas:
Primary prevention focuses on preventing sui-
cidal behavior before it occurs; whole health
considers factors beyond mental health, such
as physical health, alcohol or substance misuse,
and life events; application of data and research
emphasizes evidence-based approaches that can
be tailored to the needs of veterans in local com-
munities; and collaboration educates and em-
powers diverse communities to participate in
suicide prevention efforts through coordination.

A recent article by Russell Lemle, PhD, noted
that the National Strategy does not emphasize
the work of the VA, and he is correct.> Rather
than perpetuate the myth that VA can address
suicide alone, the strategy was intended to guide
veteran suicide prevention efforts across the en-
tire nation, not just within VAs walls. It is a plan
for how we can ALL work together to prevent
veteran suicide. The National Strategy does not
minimize VAs role in suicide prevention. It en-
hances VAs ability and expectation to engage in
collaborative efforts across the nation.

Every year, about 6,000 veterans die by suicide,
the majority of whom have not received recent VA
care. We are mindful that some veterans may not
receive any or all of their health care services from
the VA, for various reasons, and want to be respect-
ful and cognizant of those choices. To save lives,
VA needs the support of partners across sectors.
We need to ensure that multiple systems are work-
ing in a coordinated way to reach veterans where
they live, work, and thrive.

Our philosophy is that there is no wrong
door to care. That is why we focused on univer-
sal, non-VA community interventions. Prevent-
ing suicide among all of the nation’s 20 million
veterans cannot be the sole responsibility of
VA—it requires a nationwide effort. As there
is no single cause of suicide, no single orga-
nization can tackle suicide prevention alone.
Put simply, VA must ensure suicide prevention
is a part of every aspect of veterans’ lives, not
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just their VA interactions. At VA, we know that
the care and support that veterans need often
comes before a mental health crisis occurs,
and communities and families may be better
equipped to provide these types of supports.

Activities or special interest groups can boost
protective factors against suicide and combat risk
factors. Communities can foster an environment
where veterans can find connection and cama-
raderie, achieve a sense of purpose, bolster their
coping skills, and live healthily. And partners
like the National Shooting Sports Foundation
help VA to address sensitive issues, such as lethal
means safety, while correcting misconceptions
about how VA handles gun ownership.

Data also are an integral piece of our public
health approach, driving how VA defines the
problem, targets its programs, and delivers and
implements interventions. VA was one of the
first institutions to implement comprehensive
suicide analysis and predictive analytics, and VA
has continuously improved data surveillance
related to veteran suicide.

We began comprehensive suicide monitoring
for the entire VA patient population in 2006, and
in 2012, VA released its first report of suicide sur-
veillance among all veterans in select partnering
states. Though we are able to share data, we ac-
knowledge the limitations Dr. Lemle highlighted
in implementing predictive analytics program
outside the VA. However, VA continues to im-
prove reporting and surveillance efforts, especially
to better understand the 20 veterans and service
members who die by suicide each day.

As Lemle noted, little was previously known
about the 14 of 20 veterans who die by suicide
every day who weren't recent users of VA health
services. Since the September 2018 release of the
National Strategy, VA has obtained additional
data. In addition to sharing data, VA will focus
on helping non-VA entities understand the prob-
lem so that they can help reach veterans who
may never go to VA for care. Efforts are under-
way to better understand specific groups that
are at elevated risk, such as veterans aged 18 to
34 years, women veterans, never federally acti-
vated guardsmen and reservists, recently sepa-
rated veterans, and former service members with
Other Than Honorable discharges.

To end veteran suicide, VA is relentlessly
working to make improvements to existing
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suicide prevention programs, develop VA-
specific plans to advance the National Strategy,
find innovative ways to get people into care, and
educate veterans and family members about VA
care. Through Executive Order 13822, for exam-
ple, VA has partnered with the Departments of
Defense and Homeland Security, which allows us
to educate service members about VA offerings
before they become veterans. We also are making
it easier for them to quickly find information on-
line about VA mental health services.

We acknowledge VA is not a perfect orga-
nization, and a negative image can turn away
veterans. VA is actively working with the media
to get more good news stories published. We
have many exciting things to talk about, such as
a newly implemented Comprehensive Suicide
Risk Assessment, and it is important for people
to know that VA is providing the gold standard
of care. Sometimes, those stories are better mes-
saged and amplified by partners and non-VA
entities, and this is a key part of our approach.

Lemle also raised a concern around fund-
ing this new public health initiative. While
we recognize the challenges in advancing this
new public health approach without additional
funding, we are hopeful we can energize com-
munities to work with us to find a solution.

The National Strategy is not the end of the
conversation. It is a starting point. We are
thankful for Lemle’s thoughtful questions and
are actively pursuing and investigating solu-
tions regarding veteran suicide studies, peer
support, and community care guidelines for
partners as we seek to improve our services.
We also are putting pen to paper on a plan to
strengthen family involvement and integrate
suicide prevention within VAs whole health and
social services strategies.

The National Strategy is a call to action to
every organization, system, and institution inter-
ested in preventing veteran suicide to help do this
work where we cannot. For our part, VA will con-
tinue to energize communities to increase local
involvement to reach all veterans, and we will
continue to empower and equip ALL veterans
with the resources and care they need to thrive.

To learn about the resources available for
veterans and how you can #BeThere as a VA
employee, family member, friend, community
partner, or clinician, visit www.mentalhealth
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.va.gov/suicide_prevention/resources.asp. If you or
someone you know is having thoughts of suicide,
contact the Veterans Crisis Line to receive free,
confidential support and crisis intervention avail-
able 24 hours a day; 7 days a week, 365 days a year.
Call 800-273-8255 and press 1, text to 838255, or
chat online at VeteransCrisisLine.net/Chat.
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Author Response: Keita Franklin, PhD, offers
a valuable response to my December critique
of the VA National Strategy to Prevent Veteran
Suicide. Dr. Franklin thoughtfully articulates
why public health approaches to prevent sui-
cide must be a core component of a multifac-
eted strategy. She is right about that.

While I see considerable overlap between our
statements, there are 2 important points where
we diverge: (1) Unless Congress appropriates
sufficient funds for extensive public health out-
reach, there is a danger that funds to implement
it would be diverted from VAs extant effective
VA suicide prevention programs. (2) A prospec-
tive suicide prevention plan requires 3 prongs
of universal, group, and individually focused
strategies, because suicide cannot be prevented
by any single strategy. The VA National Strategy
as well as the March 2019 Executive Order on
a National Roadmap to Empower Veterans and
End Suicide, focus predominantly on univer-
sal strategies, and I believe its overall approach
would be improved by also explicitly supporting
VAs targeted programs for at-risk veterans.
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