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G

ood morning Chairman Takano, Ranking Member Bost, and members of the committee.
Thank you for the opportunity to speak to you today. I am a senior behavioral scientist
at the nonprofit, nonpartisan RAND Corporation, where I also co-direct the newly
established RAND Epstein Family Veterans Policy Research Institute. The mission of the
institute is to conduct innovative, interdisciplinary, evidence-based research to improve the lives
of those who have served in the U.S. military. The research at the institute addresses a variety of
issues affecting veterans, including employment, education, housing, health care, and my own
areas of expertise—mental health and suicide prevention.
My formal training is in psychiatric epidemiology, and as an epidemiologist, I work with data
every day. Over my nearly 15-year career as a scientist at the RAND Corporation, I have been
immersed in data on suicides and suicide-related behaviors among U.S. service members and
veterans. With my colleagues at RAND, I have examined data on trends in military and veteran
suicide rates. I have also collected new data—for example, through surveys with chaplains on
their role in preventing suicide and through focus groups with families who have lost a service
member or veteran by suicide. When you work with data day in and day out like I do, you
quickly learn the limits of existing data. Today, I want to discuss with you how data that are
more timely, better quality, and more comprehensive are foundational to preventing veteran
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suicide. Specifically, I am going to address the following four strategies critical for preventing
veteran suicides:
1. Improve the national mortality data infrastructure.
2. Use data to better understand veterans’ health care experiences outside the U.S.
Department of Veterans Affairs (VA).
3. Collect better and more-comprehensive data on veteran firearm ownership and storage.
4. Incentivize researchers to collect data on suicide when testing novel and promising
mental health treatments.

Improve the National Mortality Data Infrastructure
In early September, the VA released its annual veteran suicide prevention report indicating
that, in 2019, 6,261 veterans took their own lives, a rate of 31.6 deaths by suicide per 100,000
veterans.3 Although this represents some good news—a reduction in such deaths between 2018
and 2019—it also means that our data on veteran suicide is more than 20 months delayed.
Whether the impacts of coronavirus disease 2019 (COVID-19) and, more recently, the
withdrawal of U.S. troops from Afghanistan have led to increased suicide rates among veterans
are questions that are currently unanswerable because of the lack of timely data on suicide.
Improving the U.S. mortality data infrastructure is the lynchpin for providing more-timely
data on veteran suicides. Prior to 2012, the country relied on veteran status reported on death
certificates, which were then and still are incomplete.4 Beginning in 2012, the VA, in partnership
with the Department of Defense (DoD) and the Centers for Disease Control and Prevention
(CDC), created the Mortality Data Repository.5 Each year, the Mortality Data Repository links
data on veteran status, provided by DoD, to the National Death Index, run by the CDC. Thus, the
best data on veteran suicide depend on the availability of timely data in the National Death
Index.
There are more than 2,000 jurisdictions across the United States responsible for conducting
death investigations, and 57 death-reporting jurisdictions compile these data and provide them to
the CDC to create the National Death Index.6 These death-investigation and death-reporting
jurisdictions are all very different from each other: Some are run by medical examiners and some
by elected coroners; some are fully electronic and others rely on paper forms and fax machines.
A delay in any one of these systems can delay the availability of national data.
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Improving the national death-investigation infrastructure is a national priority identified by
the Mental Health and Suicide Prevention National Response to COVID-19, an initiative
launched in the wake of the COVID-19 pandemic by the National Action Alliance for Suicide
Prevention. I served on the Data Prioritization Task Force for this Action Alliance effort, and my
colleagues and I just published our seven consensus recommendations in the American Journal
of Public Health.7 I want to highlight two of those recommendations. First, additional resources
are needed to update antiquated systems. Such enhancements will require resources to more
quickly collect and transmit data, as well as the resources necessary to conduct comprehensive
death investigations. For example, in the case of suicide, death investigators may need to access
video surveillance to confirm whether a person jumped, rather than fell, from a tall building—a
process that may require laborious coordination among the death investigator, local law
enforcement, and private businesses.
With increased resources should come better-quality data. Knowing among which
populations suicide risk may be concentrated can help policymakers and other relevant
stakeholders direct prevention strategies and appropriate resources toward specific groups. Thus,
another of our task force’s recommendations is to improve the quality of data collected during
death investigations. Specifically, there is some, but limited, evidence suggesting that suicide
rates are elevated for veterans who identify as lesbian, gay, bisexual,8 or transgender.9 However,
data on sexual orientation and gender identity are not routinely collected during death
investigations—but should be. Collecting such information would provide much better data on
suicide rates among sexual and gender minority populations and provide a way to examine trends
in these groups over time. Better-quality data are needed on race and ethnicity as well.
According to the VA’s 2020 veteran suicide prevention report, American Indian and Alaska
Native veterans have the highest rates of suicide,10 but these individuals’ race is often incorrectly
coded on death records,11 resulting in what are likely inaccurate estimates of suicide rates among
this group.
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Use Data to Better Understand Veterans’ Health Care Experiences Outside
the VA
Between 2013 and 2017, 35 percent of veterans who died by suicide had received care at a
VA facility in the year before their death.12 These VA encounters are opportunities to provide
veterans with suicide prevention care. The VA has several initiatives underway to increase
suicide prevention. Some of the more notable efforts are the VA’s Risk-ID suicide screening
program,13 its predictive modeling effort called ReachVet,14 and its Caring Contact outreach
program.15 However, 75 percent of veterans receive at least some health care outside the VA
because they prefer to access non-VA sources of care, they opt to receive care both from the VA
and other sources, or they are ineligible for VA care.16 Although we know much about the VA
care that veterans are receiving, we know very little about the care that veterans receive outside
of the VA and where there may be opportunities for identifying those at risk of suicide and
intervening.
One place to start could be to focus on veterans who are receiving health care through other
federal programs, such as Medicare and the Indian Health Service (IHS). Merging health care
utilization data from these systems with data from the Mortality Data Repository would help
identify when veterans who died by suicide last accessed care, the settings in which they
received this care, the types of care they received, and any potential overlap with VA services
that eligible veterans may have accessed. The goal of these analyses would be to identify where
suicide risk may cluster within health systems so that researchers and practitioners can create and
implement tailored interventions to address suicide risk where it is concentrated.
A suite of recent research examining the general U.S. population exemplifies the utility of
this kind of research. In a study released in 2019, epidemiologists examined data from California
12
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and found that, compared with the general population, patients who visited emergency
departments were more likely to die by suicide within a year of their visit. Risk was highest
among those presenting with deliberate self-harm and suicide ideation but was also two times
higher than the general population among patients presenting with any other chief concern.17
This finding provided evidence that patients in emergency departments may be at high risk for
suicide. Some emergency departments, such as Parkland Hospital in Dallas, are now screening
every patient for suicide risk.18 And evidence from the Emergency Department Safety
Assessment and Follow-Up Evaluation (ED-SAFE) study found that screening and following up
with patients after discharge from an emergency department can reduce suicide attempts by 30
percent.19 By linking veteran mortality data with Medicare and IHS data, we could similarly
strengthen suicide prevention outside the VA. Merging the data would enable us to identify
patterns of non-VA health care use that are associated with subsequent veteran suicide and use
this information to implement targeted suicide prevention strategies that have a proven evidence
base or to develop and test new, tailored approaches.

Collect Better and More-Comprehensive Data on Veteran Firearm
Ownership and Storage
In 2019, 69 percent of veterans who died by suicide used a firearm to end their lives; among
the general population, fewer—48 percent—used a firearm.20 According to 2015 data, 45 percent
of veterans owned at least one firearm, but less than a quarter of these veterans stored all their
firearms locked and unloaded.21 Evidence suggests that many, though not all, suicidal crises are
of short duration,22 and many argue that placing time and space between a person in crisis and
his firearm can be life-saving.23 For these reasons, many suicide prevention strategies are
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focused on improving veteran firearm storage practices. These strategies include not only state
policies that encourage gun owners to store their firearms safely but also clinical interventions,
such as the VA’s approach in which all Veterans Health Administration clinicians are trained to
ask about and counsel patients on firearm access and storage practices. The VA and others have
also created media campaigns to change how gun owners store their firearms.
These efforts are noteworthy, but without timely data on firearm ownership, storage
practices, and suicide risk, it will be impossible to know whether the efforts are effective at
changing veterans’ firearm storage practices. A panel of experts convened to improve the U.S.
firearm data infrastructure recommended that a semi-annual household survey is needed to
collect information on firearm ownership and carriage, risk perception, exposure to firearm
violence, and suicide risk specifically. The panel specifically recommended a two-pronged
approach for collecting this information: (1) initiating a stand-alone survey of a nationally
representative sample focused exclusively on these topics and (2) adding questions on firearm
ownership and storage to the National Survey on Drug Use and Health, administered annually by
the Substance Abuse and Mental Health Services Administration.24 The National Survey on
Drug Use and Health also asks about veteran status and is therefore ideal for measuring trends in
firearm storage practices among veterans. Improved data on household firearm access could
inform strategies for preventing not only suicide but other types of firearm violence as well,
especially as the United States continues to witness increases in all types of firearm deaths and
injuries.25

Incentivize Researchers to Collect Data on Suicide When Testing Novel
and Promising Mental Health Treatments
Among veterans receiving care at a VA facility, those with mental health and substance use
disorders have elevated suicide rates.26 It logically follows that providing effective treatment for
mental health and substance use disorders could help prevent suicide; however, data confirming
this hypothesis are sparse and limited to a handful of treatments. The Food and Drug
Administration has approved only one drug (Clozapine) for managing suicidal behaviors, and
that approval is limited to patients with schizophrenia.27 Evidence also supports
electroconvulsive therapy for reducing suicide risk among severely depressed patients28 and
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lithium for reducing suicide risk among veterans with bipolar disorder.29 Psychotherapies,
including dialectical behavioral therapy and cognitive behavioral therapy, may also reduce
thoughts of suicide and suicide attempts and can be used to treat broader patient populations than
just those with specific conditions or diagnoses.30
As new treatments are developed and tested for patients with mental health conditions and
substance use disorders, data are needed on whether these therapies specifically affect suicide
risk. Particularly relevant to veteran care are new treatments for posttraumatic stress disorder
(PTSD). Veterans receiving care at the VA are 13.5 times more likely to have a PTSD diagnosis
than non-veterans are.31 And veterans with PTSD have suicide rates that are more than double
that of veterans without a diagnosed mental health condition or substance use disorder.32 Thus,
better treatments for those with PTSD may not only improve their daily functioning and quality
of life but also have the potential to reduce suicides. Some new PTSD treatments with promising
outcomes include MDMA-assisted psychotherapy,33 ketamine,34 mindfulness,35 and stellate
ganglion block.36 However, although these treatments may reduce PTSD symptoms, there is not
yet conclusive evidence on whether they reduce suicide.
29
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Clearly, better data are needed on how mental health treatments affect suicide risk. Scientists
and organizations testing new treatments should be encouraged and even incentivized to consider
how their treatments may ultimately reduce suicide and to specifically test for these effects. A
starting point would be to ensure that individuals with suicidal thoughts or past suicide attempts
are included in the experimental trials that are being conducted, which would allow researchers
to examine the efficacy and side effects of new treatments. Unfortunately, this rarely occurs.
Among 75 treatments for PTSD tested between 1980 and 2012, more than half excluded patients
with active suicide ideation.37 The same pattern is true for trials of depression treatments: Of
studies conducted between 1995 and 2009, 70 percent excluded patients with suicide ideation,
and that percentage increased to 86 percent for studies conducted between 2010 and 2014.38 For
treatments that hold promise for reducing suicide attempts, resources should be provided to
ensure that trials are designed with enough participants followed over a long enough period to
observe these relatively rare events.
As with any experimental trial, ensuring patient safety is paramount. Researchers from the
National Institute of Mental Health indicate that, with the appropriate protocols in place, research
can be safely conducted with patients who have active suicidal thoughts. According to Dr.
Elizabeth Ballard, the lead author of the related study, and her colleagues, “Including patients
with suicidal thoughts may not only be appropriate, but even necessary, for generalizing findings
to patients seen across clinical setting.”39 In 2018, the Food and Drug Administration released
draft guidance for industry, stating only that “Patients with a history of suicidal ideation and
behavior need not be systematically excluded from trials.”40 A more proactive strategy may be
needed to not just allow researchers to include patients with active suicidal thoughts in their trials
but rather to actively recruit and monitor them so that we can understand the benefits that these
treatments may have for reducing suicide.

Conclusion
Too many Americans, and too many veterans, die from suicide each year. I am convinced
that we can prevent many of these deaths, but we need to invest in data and science to do so. In
my testimony today, I recommended four strategies: improve the national mortality data
infrastructure, use data to better understand veterans’ health care experiences outside the VA,
collect better and more-comprehensive data on veteran firearm ownership and storage, and
37
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incentivize researchers to collect data on suicide when testing novel and promising treatments.
These investments could help save veterans’ lives. I thank you again for inviting me to speak
with you today and look forward to your questions.

9

