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INVISIBLE WOUNDS OF WAR: IMPROVING 
MENTAL HEALTH AND SUICIDE PREVEN-
TION MEASURES FOR OUR NATION’S VET-
ERANS 

WEDNESDAY, SEPTEMBER 20, 2023 

U.S. SENATE, 
COMMITTEE ON VETERANS’ AFFAIRS, 

Washington, DC. 
The Committee met, pursuant to notice, at 3:41 p.m., in Room 

SR–418, Russell Senate Office Building, Hon. Jon Tester, Chair-
man of the Committee, presiding. 

Present: Senators Tester, Murray, Brown, Blumenthal, Hirono, 
Sinema, Hassan, King, Moran, Boozman, Cassidy, Tillis, Sullivan, 
and Blackburn. 

OPENING STATEMENT OF CHAIRMAN JON TESTER 
Chairman TESTER. We call this hearing to order. 
September is Suicide Prevention Month. While we are all focus-

ing on this topic today, it must be at the forefront of everything of 
what we do every day. Mental health is one of the biggest issues 
facing our country. It is certainly a big issue in my home State of 
Montana. It is certainly a big issue for our veterans. 

That is why it is critically important VA does absolutely every-
thing possible to connect more veterans with the mental health 
care and the suicide prevention that they need, regardless of where 
they live. 

The latest data shows that 2020 had the lowest number of vet-
eran suicides since 2006. That trend needs to continue. The data 
shows that more than 60 percent of the veterans who died by sui-
cide in 2020 had no recent engagement with the Veterans Health 
Administration. That means the VA must work harder to get our 
veterans into the system. 

In recent years, Congress has advanced critical legislation. I was 
proud to champion many of them, including the John Scott Hannon 
Veterans Mental Health Care Bill, Veterans Health Healthcare Im-
provement Act that I did with Senator Moran, and the STRONG 
Veterans Act of 2022. 

These laws have helped the VA’s mental health workforce and 
programs, including through alternative and local treatment op-
tions, but the fact is we have much more to do. That is why I re-
cently introduced the Not Just a Number Act to require the De-
partment to provide a more fully picture of the factors contributing 
to veterans suicide. 
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By making the Community Care for Veterans Act, would also 
strengthen veterans’ access to life-saving residential treatment pro-
grams for mental health and substance abuse disorder. 

Congress continues to do its part by giving VA the proper fund-
ing for mental health, and suicide prevention programs, and ensur-
ing it has the tools to meet the veterans’ needs. And while the VA 
has made progress, we still have work to do. The VA has been too 
slow in implementing the Hannon Act Telehealth Grants that 
would improve rural veterans’ access to mental health care by in-
creasing the number of locations that can provide VA Telehealth 
Services. 

That is a particular concern of mine, given Montana has one of 
the highest rates of suicide in the Nation. A nearly 5-year imple-
mentation timeline is far too long. And I will expect an update on 
that initiative today. 

I am also looking for an update on the Veterans Crisis Line. The 
STRONG Act included my reach for the Veterans Act to improve 
the Veterans Crisis Line oversight. 

Last week, a new IG Report was released, raising more concerns 
about the Veterans Crisis Line. The Veterans Crisis Line is a life- 
saving resource for veterans, and it must be a top-performing enti-
ty within the VA. But as made clear by recent IG reports, it simply 
is not. I expect an update from the VA on how it is implementing 
the provisions from the STRONG Act, and how it is executing the 
IG’s latest recommendations. 

Finally, I was recently informed of the death, by suicide, of a 
longtime VA employee in Montana. That employee, like so many at 
the VA, was a veteran. VA employees deal with stressful topics and 
events each and every day, and they face a lot of the same chal-
lenges as the veterans they serve. 

As the Department continues to improve its Mental Health Serv-
ice for our veterans, I call on you to redouble efforts to care for its 
workforce across the enterprise. A workforce that feels understood 
and supported will be far better positioned to accomplish the mis-
sion of delivering vets the care and the benefits they have earned. 

Senator Moran is not quite here yet, so we will start with the 
first panel. And then I will yield to him when he gets here for his 
statement, if he so chooses to make it. 

The first panel is: I would like to welcome VA’s lead witness, Dr. 
Matthew Miller, the Executive Director of the Suicide Prevention 
at the Veterans Health Administration. He is accompanied by 
Susan Black, a Suicide Prevention Officer at the Outreach, Transi-
tion, and Economic Development Service of the Veterans Benefits 
Administration. 

So we will start with you, Dr. Miller. You may proceed. You have 
got 5 minutes. Know that your entire written statement will be a 
part of the record. 

PANEL I 

STATEMENT OF MATTHEW MILLER 

Dr. MILLER. Thank you, sir. 
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Good afternoon, Chairman Tester, Ranking Member Moran, and 
distinguished Members of the Committee. Thank you for the oppor-
tunity to discuss the Department’s efforts to implement legislation 
related to veterans’ mental health care, and suicide prevention. 

I want to thank this Committee for its support and continued col-
laboration on reducing veteran suicide. This critical relationship is 
reflected in the resources that the Congress has repeatedly secured 
for VA. 

In 2020, 44,298 adult Americans died by suicide, of those, 6,146 
were veterans. These numbers are more than statistics; they reflect 
veterans’ lives prematurely ended, which continue to be grieved by 
family members, loved ones, and the Nation. 

Suicide is a complex problem with multifaceted and interweaving 
contributing factors. Suicide is not just a mental health issue, with 
no single cause; there is no single solution to suicide for veterans. 
Yet, one veteran suicide is one too many. VA cannot do this work 
alone. In order to address individual, relational, community, and 
societal risks, and protective factors, VA is collaborating with other 
Federal agencies, public and private partnerships, government at 
local, State, and national levels, veterans service organizations, and 
local communities. 

Together, we are implementing a full-public-health approach as 
outlined in the White House Strategy, and VA’s 10-year National 
Strategy for Preventing Veteran Suicide. 

These guiding documents are operationalized through VA Suicide 
Prevention 2.0 Initiative, Suicide Prevention NOW, and emerging 
innovations combined with research and program evaluation. 

Further implementation of new laws, including the STRONG 
Act, Hannon Act, COMPACT Act, and the National Suicide Hotline 
Designation Act, are all critical part of these efforts, as mentioned 
by you, sir, at the outset. 

For example, Hannon Act Section 201 established the Staff Ser-
geant Parker Gordon Fox Suicide Prevention Grant Program, al-
lowing the VA to provide grants to expand Suicide Prevention Serv-
ices to veterans and their families, to reduce the risk of suicide. 

In September 2022, VA awarded $52.5 million to 80 community- 
based organizations across 43 States, DC, and American Samoa. A 
second round of grant awards was announced today, ensuring 
reach to veterans across the Nation, not just those engaged in VA 
care or benefits. 

Additionally, the STRONG Act contains more than two dozen 
sections that further support veterans’ mental health care and sui-
cide prevention, including further strengthening of the Veterans 
Crisis Line. 

In July of 2022, the Veterans Crisis Line rolled out 988–PRESS– 
1. VCL prepared for the implementation of 988–PRESS–1, by hir-
ing over 900 individuals, responders, to address increased demand, 
and to increase quality assurance, and program evaluation efforts. 

Since that launch, VCL has fielded over one million calls, texts, 
and chat messages. 

On that note, and before I close, I want to acknowledge the re-
cent OIG Report of a veteran’s death by suicide following and in 
the context of a contact with the Veterans Crisis Line. 
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We, I, as a veteran, grieve the loss of this veteran. From the 
painful lenses of retrospective review we wish we could have done 
some things differently. It is our earnest desire and pledge to apply 
the wisdom gained through this review to strengthen processes as 
we continue to serve veterans who are at the center of all we do, 
even at this very minute as we answer calls. 

Mr. Chairman, this concludes my remarks. My colleague, Dr. 
Black, and I are prepared to address any questions that you may 
have. 

[The prepared statement of Dr. Miller appears on page 45 of the 
Appendix.] 

Chairman TESTER. Dr. Miller, thank you for your testimony, and 
thank you for being here. 

I will yield my time to the wily young veteran, former Chairman 
of this Committee, Senator Murray. 

SENATOR PATTY MURRAY 

Senator MURRAY. Thank you very much, Mr. Chairman. 
Let me just, first of all, thank you both for being here. But the 

fact that nearly a third of women veterans experience sexual as-
sault or harassment while serving our country in uniform is really 
staggering. And unsurprisingly, we know that military sexual trau-
ma is a significant cause of mental health issues for these women. 

In fact, women who are survivors of military sexual trauma are 
nine times more likely to develop PTSD than other women vet-
erans. There was a 2018 VHA directive that requires all VA facili-
ties to have a designated coordinator to help veteran survivors of 
military sexual trauma access mental health care and other re-
sources. 

But in my home State of Washington, the Puget Sound VA, 
which treats, by the way, more than 65,000 veterans, doesn’t, does 
not have a full-time person in this position, which seems notable 
for a facility of that size, and a position that is so important. 

So Dr. Miller, I want to ask you, what steps is VA doing and tak-
ing to make sure that all VA facilities, including Puget Sound VA, 
have enough resources to assist and reach out to survivors of mili-
tary sexual trauma? 

Dr. MILLER. Thank you for the question, Senator. I agree with 
you 100 percent, as does the VA and Suicide Prevention, that ad-
dressing military sexual trauma is critically important and a key 
component of suicide prevention. Exactly what you have said, there 
is increased risk with regard to suicide in this area. 

We, at the national level, have a policy in place, requirements at 
the local level regarding the very points of contact that you men-
tioned. We receive regular reports on a quarterly basis regarding 
staffing, and then we work with local facilities through the VISN 
with regard to gaps or according—— 

Senator MURRAY. So is my VA facility going to get a coordinator 
or not? 

Dr. MILLER. Your VA facility should be receiving a message stat-
ing, ‘‘Tell us what the plan is to fulfill this FTE 1.0.’’ 

Senator MURRAY. When will that occur? 
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Dr. MILLER. I don’t know the exact timing of that vis-à-vis the 
current date. I would imagine by the end of the quarter. or the 
start of the quarter, but I would be happy to check on this and 
then send this—— 

Senator MURRAY. If you can get back to me and tell me specifi-
cally when that is going to happen, I would appreciate it. 

Dr. MILLER. Yes, ma’am. 

VA Response: Per VHA Directive 1115 Military Sexual Trauma (MST) Program, each facility must have a 
designated MST Coordinator who is typically given at least 0.2 FTE of time specifically dedicated to the 
administrative responsibilities of the role. VA Puget Sound Health Care System has 2 MST Coordinators 
labor mapped 0.3 and 0.2 FTE; the current MST Coordinators’ start dates were March 20, 2020 and 
July 19, 2021. 

Senator MURRAY. Thank you. Let me ask about homelessness. 
There are 33,000 veterans experiencing homelessness in the U.S., 
1,500 of them in my State, veterans who have experienced home-
lessness are four times more likely than other veterans to attempt 
suicide. And I know the VA has made progress in reducing the 
number of veterans who lack housing, but we also need to make 
sure that we are utilizing our knowledge of risk factors and engag-
ing with these veterans to help prevent them from experiencing 
homelessness in the first place. 

So Dr. Miller, what is the VA doing right now to reach out to vet-
erans who are experiencing homelessness, and provide them with 
the mental health services that they need? 

Dr. MILLER. I think that the answer to that question, ma’am, 
starts with identifying where are veterans at the highest risk for 
suicide within that particular situation. And what we have learned 
is that veterans are at the highest risk for suicide 30 to 60 days 
prior to homelessness status or losing their home. So a big part of 
the issue for us is identifying veterans who are at high risk. 

Senator MURRAY. How do you do that? 
Dr. MILLER. I think that it is an issue of measuring and moni-

toring through the Homeless Program Office at the local level, up 
to the national level. 

Senator MURRAY. Is that happening? 
Dr. MILLER. It is happening. I don’t think that it is perfect, be-

cause it is very difficult to identify, 100 percent, who is at risk 
within 30 to 60 days. We had a situation that we faced this week 
where I assisted, along with some other colleagues, a veteran and 
his spouse who found out within 5 days that they were losing their 
home. We put them in direct contact with resources and assistance, 
but the timing can be very short. There are areas for improvement 
there, and we are committed to working on them. 

Senator MURRAY. Okay. Well, Congress and the VA have been 
putting a lot of effort into reaching out to veterans with the mes-
sage that it is okay for them to ask for help. 

Dr. MILLER. Mm-hmm. 
Senator MURRAY. That when they are feeling alone, when they 

are feeling depressed, there is people and resources available for 
them. So it is really concerning to see on the VA’s website that the 
wait time for a mental health appointment at the Puget Sound VA 
Medical Center is over a month long. I have personally had vet-
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erans tell me that they have had to wait as long as 3 months just 
to get an appointment. 

I know it is challenging. I know it is complicated. But what is 
the VA doing to make sure that veterans who are experiencing a 
mental health crisis access the care they need when they need it? 

Dr. MILLER. Same-day access is the first step that should be in 
place at every local facility regarding this, following same-day ac-
cess, attending to staffing, and ensuring that staff can accommo-
date the demand. 

Senator MURRAY. Okay, but it is not happening. So what do we 
do? 

Dr. MILLER. Then we, from a national level, we consult, we offer 
consultation to the local level regarding where they are seeing bar-
riers, where they are seeing impediments to access, and assisting 
them with constructing a plan, an action plan for following through 
and making improvements. 

Senator MURRAY. Okay, can I get you to get in touch with the 
Puget Sound VA Medical Center and find out why these wait times 
are so long, and follow up on what we are going to do to fix it? 

Dr. MILLER. Absolutely. 
Senator MURRAY. Thank you. 

VA Response: 
Current Average Wait Times for a New Mental Health Individual Appointment 

• Includes appointments scheduled in advance over the past 30 days, including telephone 
appointments; however, does not include appointments made the same day 

Æ Seattle VA Medical Center–37 days 
Æ American Lake campus–11 days 

• Includes all scheduled appointments, including those scheduled the same day, over the past 
6 months; however, does not include telephone appointments 

Æ Seattle VA Medical Center–20.2 days 
Æ American Lake campus–22.5 days 

Note: All eligible Veterans have same-day mental-health access at the American Lake and Seattle clinics 
with no pre-scheduled appointment necessary. 

Chairman TESTER. Senator Moran. 

SENATOR JERRY MORAN 

Senator MORAN. Chairman, thank you. I will forego my opening 
statement and maybe make a few comments at the end. But let me 
ask questions of Dr. Miller. 

Dr. Miller, the Office Inspector General published a report last 
Thursday, September 14th, detailing deficiencies at the Veterans 
Crisis Line and how the Crisis Line staff failed to take appropriate 
action with the veteran who died by suicide that same night, the 
night that he contacted the crisis line. The report also details sig-
nificant issues with the Veteran Crisis Line leadership and some 
staff. What are you doing, personally, to make certain that the defi-
ciencies detailed in the Inspector General’s Report are fixed quick-
ly? 

Dr. MILLER. Thank you for the question, Senator. We are better 
than what was depicted in that report. And we have to do better 
than what was depicted in that report. Personally, since you asked 
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for that particular perspective, when I was first presented with the 
situation, with a call from OIG, directly, telling me about their con-
cerns, I enacted pulling the responder from responder duties and 
initiating a full review of the work. 

That became what you see with Responder 2 and 3 in the review 
and the report. From that time, we have been working very aggres-
sively to make changes. Such that, to the point right now, there is 
11 recommendations specific to the Veterans Crisis Line in this re-
port. We have made significant progress on eight of the eleven. 
There are two that involve close collaboration with the Office of In-
formation and Technology. There is one that involves new informa-
tion from a personnel perspective that we are pursuing. 

Senator MORAN. Dr. Miller, what would be your—why does it 
take an Inspector General Report for this to be addressed? What 
is not taking place at the VA to get this solved before this par-
ticular veteran committed suicide? 

Dr. MILLER. There are aspects of this situation that involve 
standards and expectations that are new to the field of crisis call; 
for example, text retention. Text retention is not a standard for the 
National Suicide Prevention Lifeline, nor is it known how many 
even in the Lifeline engage in text retention. It also has significant 
challenges, from an OIT perspective, balancing privacy, security 
with retention. 

We have been engaging for the last 2 years, even prior, to this 
particular situation, in what we would need to do to change our 
text platform to allow us retention. This report is not the first time 
we have thought about this and tried to move to this. The issue is 
finding a platform that OIT approves of that does not jeopardize 
veteran safety. 

Senator MORAN. As you might expect, I think my staff and I will 
have additional questions, perhaps in writing, and maybe in a con-
versation. 

Dr. Miller, let me follow on a different topic, within the John 
Hannon Act, there is the Staff Sergeant Fox program, it seems to 
be overly administratively burdensome and has significant, what I 
would call, excessive restrictions on the use of funding. Do you dis-
agree with those broad conclusions? And what changes would you 
expect to alleviate—make to alleviate the concerns that I am rais-
ing, or the concerns that have been raised to me? 

Dr. MILLER. Yes. Thank you, Senator. I appreciate that. We, as 
you are, are proud of the Fox Grant Program. I do not disagree, 
however, with your statement. I think that this is a developmental 
process. This is the first time that we have engaged in grants, and 
we are learning to walk that fine line between too much and too 
little, in terms of requirements and measurements. 

I think that there is at least three things that I would be happy 
to talk with you at greater depth, that we are learning along the 
way about walking that proverbial fine line. But we are committed 
to learning, growing, adapting as we move forward. 

Senator MORAN. There is a lot of things that are really pleasing 
to me in this legislation, and this grant program is one of them 
that I think gives an opportunity for community and personal en-
gagement in veterans’ lives. 

Dr. MILLER. Yes. 
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Senator MORAN. That I think is really, really important, and I 
want to see it succeed. And if there is something, I would like to 
have the conversation, but also if there is something that is miss-
ing legislatively, congressionally, please make sure that I know 
that. 

Dr. MILLER. I appreciate that. We will do so, sir. 
Senator MORAN. Thank you. 
Chairman TESTER. Senator Hassan. 

SENATOR MARGARET WOOD HASSAN 

Senator HASSAN. Thank you, Mr. Chair, and Ranking Member 
Moran for the hearing. And Dr. Miller and Ms. Black, thank you 
as well for being here. 

I was really glad to see that the VA has chosen a week next 
month, October 16th to 20th, to designate as the first official 
Buddy Check Week in which veterans conduct peer-to-peer 
wellness checks. As you know, Senator Ernst and I introduced and 
passed into law the bill to make this happen, our bipartisan legisla-
tion required the VA to build on what the American Legion had al-
ready started with the Buddy Check Week, by making it a nation-
wide VA initiative. 

Can you talk about how the VA plans on conducting outreach to 
maximize the impact of the first nationwide VA Buddy Check 
Week? 

Dr. MILLER. Yes, thank you for the question. We are really look-
ing forward to the first Buddy Check Week; that is scheduled for 
October 16th to initiate. We are also hoping to, and targeting, pair-
ing the release of our annual report with the initiation of Buddy 
Check Week as a call to action. We are currently engaged in the 
process of talking with our close partners, the VSOs, regarding 
Buddy Check Week and implementation. 

One of the biggest concerns that we have with implementation 
is, making sure veterans feel equipped to engage in it construc-
tively and helpfully. We have completed training, therefore, for 
Buddy Check Week, and we will be rolling that out within the next 
week. 

Senator HASSAN. Great, thank you for that. I wanted to follow on 
Senator Murray’s lead to talk a little bit about women veterans 
right now. Women veterans face unique hurdles to accessing VA 
health care and benefits, even though more than 30 percent of new 
VA health care users are women, and there have been—there has 
been a threefold increase in the number of women veterans access-
ing VA mental health services since 2005. 

So I want to help raise awareness among women veterans about 
the Women Veterans Network, or WoVeN Program, which aims to 
develop peer support networks that are specific to the unique needs 
of this growing population of women veterans. What steps has the 
VA taken to address the unique mental health challenges that 
women veterans face? And how has the WoVeN Program been de-
veloped to help improve outcomes for the women who participate 
in it? 

Dr. MILLER. Yes. Thanks for that question. And thanks for high-
lighting this as an example of an important program for women 
veterans. I agree with you. It absolutely is. What we are doing at 
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the outset, in terms of broad messaging, is talking about the point 
that you made: that women veterans have unique risk factors, they 
have unique protective factors, and we need to be able to address 
those in a tailored way. 

In terms of WoVeN—pardon me—in terms of WoVeN, we have 
made some significant, I think, program evaluation observations 
and adjustments after the initial implementation. I think two ex-
amples serve as important to know for that. Number one, we have 
developed a Train the Trainer Program. Number two, we have 
learned that we can go from a co-lead paradigm to a single indi-
vidual leading. These two lessons learned and the implementation 
plan will, exponentially, increase in the next year our ability to im-
plement more of these groups and opportunities. 

Senator HASSAN. Okay. That would be really excellent. One of 
the things I continue to hear, especially in rural areas in New 
Hampshire, from women veterans, is how hard it is for them to 
know where the other women veterans are and to provide the kind 
of peer-to-peer support that is so important. So I would look for-
ward to continuing to work with you on that. 

A last question is about something I worked with Senator 
Cramer on: The bipartisan and bicameral push to enact the Solid 
Start Program. That directs the VA, as you know, to contact every 
veteran at least three times by phone in the first year after they 
leave active duty service, to check in and help connect them to the 
VA programs and benefits that they have earned and deserve. Last 
month alone, the VA contacted 23,479 veterans through the Solid 
Start Program. How does the VA tailor outreach through the Solid 
Start Program to veterans with mental health care concerns, and 
what have you done to ensure that those mental health concerns 
are being addressed as quickly and effectively as possible? 

Dr. MILLER. Great question, not to be punny, but VBA is taking 
the lead on doing solid work in this. I defer to Dr. Black. 

Dr. BLACK. Yes. And thank you for that question. So when you 
look at the Solid Start Program, that is one of the primary focuses, 
is ensuring that when we are making those contact with the vet-
eran, that we are asking those questions. So all of our Solid Start 
representatives, they are trained in suicide prevention awareness; 
so when they are on those calls that is one of the topics that is dis-
cussed, that is a topic that is discussed. 

And not only that, our Solid Start makes a priority for any vet-
eran who was seen in mental health the year prior to separating 
from the service. We make that a priority, and we engage those in-
dividuals as far as suicide prevention and mental health topics. 
About 80 percent of those priority veterans, we have made those 
successful connections with, so that is definitely a priority. 

Senator HASSAN. Okay, that is really, really helpful because obvi-
ously if they had had a mental health consult or issue during serv-
ice, the confusion or unease during transition, which is just, from 
what veterans tell me, it can be a pretty confusing time, makes 
them even that much more vulnerable, right? 

Dr. BLACK. Yes, and ensuring that we have—make that warm 
handoff from care to care is vital. 

Senator HASSAN. Excellent. Well, thank you, Dr. Black and Dr. 
Miller. 
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Chairman TESTER. Dr. Cassidy. 

SENATOR BILL CASSIDY 

Senator CASSIDY. Hello. This is an incredibly damning OIG Re-
port, incredibly damning. And I am struck that the executive direc-
tor, who apparently interfered with the OIG Report, was not fired. 
She is reassigned, I presume still getting a paycheck; I assume she 
is still building a pension, having demonstrated her lack of truth-
fulness in conversation with the OIG. 

I am told that the Director of Quality and Training, or Training 
and Quality, is in the same position as this person was before. 
Now, we have passed accountability measures for people who don’t 
do their job, and it sounds like interfering with an investigation of 
a suicide, which may have been inappropriately handled on a Vet-
erans Crisis Line, is incompetence. 

So it may be a decision above your pay grade, but can you tell 
us why the only accountability that has been had so far is that 
somebody moved over to the Secretary’s Office? 

Dr. MILLER. Dr. Cassidy, we agree 100 percent with the necessity 
of accountability and holding our staff and team members to the 
highest level of standards when it comes to serving our veterans. 
The Executive Director that you mentioned is not named in ‘‘inter-
ference’’, to use the term that you used; the individual who was 
listed as Director of Quality is discussed in that, the information 
that we had to that effect is new from the OIG evaluation in their 
review. It is not uncommon to receive new information—— 

Senator CASSIDY. Well, then maybe, ‘‘The Executive Director,’’ I 
am quoting, ‘‘Reported that after completion of a quality assurance 
review, it was decided there is,’’ quote, ‘‘Insufficient information for 
us to really move forward on a root cause analysis; however, lead-
ers initiated the root cause analysis after the OIG notification of 
the inspection, although the text conversation had not been ob-
tained.’’ 

Now, it sounds like somebody is asleep at the wheel, and the 
question is, was it just incompetence, or was it just a cover up? So 
is anything being done about it? What is this person earning? Are 
they earning less than they were before? 

Dr. MILLER. No, sir. What you are referring to is an RCA in the 
context of reviewing the text exchange; this gets to the text reten-
tion issue. 

Senator CASSIDY. Stop. I am not asking text retention. I am ask-
ing, were the people responsible for the failure of this system, and 
who did not initiate the appropriate follow-up, and/or apparently 
tampered with people, responder number one, have said things 
which may have influenced the way they responded to the OIG; 
how are they being held accountable? 

Dr. MILLER. They are under review using an appropriate per-
sonnel, guidance policy, and subject matter experts. 

Senator CASSIDY. And the person who was transferred, did they 
get a cut in pay? Are they making the same money; or are they 
making more? 

Dr. MILLER. I am not aware of a person transferred, sir. 
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Senator CASSIDY. I thought somebody was transferred to the Sec-
retary’s Office out of the position they had. Am I right on that? 
That is correct. I am told that is correct. 

Dr. MILLER. There is an individual who took a different job; there 
was not an individual that was transferred. 

Senator CASSIDY. Okay, took a different job. Just voluntarily took 
it and everybody said, incredibly well qualified, and no stains upon 
the record? 

Dr. MILLER. I can’t speak to the hiring process that was engaged, 
sir. 

Senator CASSIDY. And when did the process of review begin for 
each of these two individuals? 

Dr. MILLER. The process of review began for the first situation 
with responder one, that is mentioned in the report, immediately. 
The process of review—— 

Senator CASSIDY. I am sorry. What is the date on that? 
Dr. MILLER. The date would be November—— 
Senator CASSIDY. And I am sorry. And I don’t mean of the root 

cause analysis. 
Dr. MILLER. Oh. 
Senator CASSIDY. I mean of the apparent attempt to influence 

how the OIG was spoken with. 
Dr. MILLER. Right. We did not—we did not become aware of that 

till OIG gave us feedback to that effect, which was about a year 
after the answer—— 

Senator CASSIDY. And how long ago was that? 
Dr. MILLER. That would have been in the spring of 2021—I am 

sorry, ’22. 
Senator CASSIDY. And so the spring of 2021, and so a person has 

been—’22, has been under review since then; has anything resulted 
from that review? 

Dr. MILLER. That is different, sir. You are talking about the re-
view with regard to responder one. 

Senator CASSIDY. Mr. Miller, I feel like you know what I am ask-
ing, but you are deliberately dodging the question. I want to know 
when did the review begin, of the two people whom this report al-
leges interfered with the investigation and/or told folks how to re-
spond differently than what apparently was the truth? 

Dr. MILLER. The answers to your question, sir, require technical 
responses—— 

Senator CASSIDY. Okay. But tell me what day—what month did 
those investigations, of those two people began, by the VA? 

Dr. MILLER. The investigation with responder one initiated—— 
Senator CASSIDY. And again, I am not speaking of the fact that 

the veteran died. I am speaking of the fact that the supervisor, ap-
parently, shall we say, misbehaved. When did the supervisor’s mis-
behavior begin to be investigated? 

Dr. MILLER. That began when we learned of—— 
Senator CASSIDY. And what was the date of that? 
Dr. MILLER. The draft report was received by the OIG, I want 

to say, maybe two, three months ago; that is when we first came 
to the information of the—— 
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Senator CASSIDY. And so how long will this investigation take to 
still hold them accountable, if indeed, the OIG is correct, that their 
actions were as you described? 

Dr. MILLER. I can’t answer that question for you. 
Senator CASSIDY. That veteran was ill-served, and there—as best 

as I can tell, an attempt not to hold people accountable. And my, 
gosh, that is a pattern. Thank you. 

Chairman TESTER. Thank you, Senator. There is no doubt your 
line of questioning is appropriate. And your disgust with the situa-
tion is entirely appropriate. I think that we demand excellence 
from the people in the VA, and people need to be held accountable, 
and we are going to ensure that—I am going to be following up 
with the IG on this issue tomorrow, and I will download with you 
from his perspective. 

With that, Senator Hirono. 

SENATOR MAZIE K. HIRONO 

Senator HIRONO. Thank you, Mr. Chairman. 
I noted that Senator Murray, my colleague, mentioned the high 

incidence of military sexual trauma experienced particularly by 
women. Dr. Miller, would you consider that a factor? Experiencing 
sexual trauma in the military a factor in suicide? 

Dr. MILLER. Absolutely, it is a risk factor, yes. 
Senator HIRONO. So I would say that, as I read your testimony, 

and you know these various risk factors, I would suggest to you 
that you include sexual military trauma in this list that you have. 
I think that is really important to call it out because of the high 
incidents of women who experience MST. So in noting the number 
of—by the way, would you start doing that as you prepare testi-
mony for these kinds of hearings? 

Dr. MILLER. Are you are referring to the written testimony—— 
Senator HIRONO. Well, that you should put in that military sex-

ual trauma is a factor in suicide. 
Dr. MILLER. Yes. 
Senator HIRONO. So when we look at the numbers that you noted 

in 2020, that seems to be the most recent numbers we have. I hope 
those numbers are relatively accurate and not vastly undercounted. 
But 6,146 were veterans who committed suicide. Do you know how 
many of this number were women? 

Dr. MILLER. Yes, that is available within our report. 
Senator HIRONO. What is it? 
Dr. MILLER. Off the top of my head; I am sorry, I don’t know. 

It is by count much lower than men. It is by rate, rising, and high-
er. 

Senator HIRONO. I think that is what should concern us because 
as more and more women enter the service, their suicide numbers, 
sadly, are going up. And do you know how many of these suicides 
had—was associated with opioids? 

Dr. MILLER. In terms of opioid overdose or prescribing—— 
Senator HIRONO. Yes. I would start that, opioid overdoses? 
Dr. MILLER. Yes. We do have a report that is available for opioid 

deaths, overdose that is separate from suicide reporting. 
Senator HIRONO. Oh. Thank you. So what would that number be? 
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Dr. MILLER. That is a report that is generated by the Substance 
Use Disorder Program Office within the Office of Mental Health. 
There is also a publication from 2019 that updates that informa-
tion, but we can take that back. 

[The publication referred to by Dr. Miller appears on page 103 
of the Appendix.] 

VA Response: VA’s most recent reporting regarding Veteran overdose mortality is available in the 
following publication: 

Begley MR, Ravindran C, Peltzman T, Morley SW, Stephens BM, Ashrafioun L, McCarthy JF. 2022. 
Veteran Drug Overdose Mortality, 2010-2019. Drug and Alcohol Dependence. 233:109296. doi: 10.1016/ 
j.drugalcdep.2022.109296. Epub 2022 Jan 12. https://pubmed.ncbi.nlm.nih.gov/35219064/ 
PDF also attached. 

Per Table 3, in 2019, there were 229 opioid overdose deaths among women Veterans, and there were 
3,197 opioid overdose deaths among all Veterans. 

Per the Begley et al. paper, attached, which includes the following information: 

Table 3 
Veteran Drug Overdose Mortality Counts 2010–2019, Overall and by Drug Category 

Overall Drug Overdose Opioid Overdose Stimulant Overdose 

2010 
Deaths 

2019 
Deaths 

2010 
Deaths 

2019 
Deaths 

2010 
Deaths 

2019 
Deaths 

All Veterans 3669 4865 1891 3197 612 2172 
Sex 

Female 356 372 172 229 35 102 
Male 3313 4493 1719 2968 577 2070 

Senator HIRONO. So would you say that that is a significant 
number of opioid overdoses that involve veterans? 

Dr. MILLER. Yes. Yes. That is a significant issue. 
Senator HIRONO. So thank you for telling us that opioid 

overdoses are not counted as suicides, because I think that it would 
be enlightening. I would have thought that it would be a part of 
that information. 

Dr. MILLER. May I add—may I add one caveat to that? 
Senator HIRONO. Yes. 
Dr. MILLER. It depends on what the medical examiner puts on 

the death certificate. If the opioid overdose is viewed as an acci-
dent, it is not a suicide. 

Senator HIRONO. It is not. I understand. I do have a question 
about some of the categories or the—some specific populations that 
have a higher incidence of suicides. And in one of your reports, I 
noted that the rate of suicides among Asian-American, Native Ha-
waiian, and Pacific Islander veterans is higher. And as a part of 
a response to a question that I had asked of Secretary McDonough, 
he noted that there were demonstration projects related to tailored 
mental health outreach for specified veteran populations, including 
AANH veterans and women veterans. 

So can you describe what you would consider a tailored outreach 
for women veterans? And a tailored outreach for AANHPI vet-
erans? 
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Dr. MILLER. Yes. We have been working on this, and happy to 
talk about it. We have developed a partnership with the Rocky 
Mountain MIRECC to study suicide prevention in this particular 
area, and specifically dedicated upon it. One publication has thus 
far emerged from that on geospatial considerations and how it im-
pacts our knowledge of this population and in turn our programs. 
And they are currently in active recruitment for individuals to par-
ticipate in the next phase of research. 

Simultaneously, we spent a couple of weeks this summer trav-
eling to Guam and to the Mariana Islands to talk firsthand with 
important points of contact there, including Governor’s Challenge 
teams. 

Senator HIRONO. You are telling me, then, that you are specifi-
cally focusing on certain ideations relating to AANHPI veterans? 

Dr. MILLER. Yes. 
Senator HIRONO. I would like to find out more about what you 

are doing, what you are learning, and whether that informs some 
of the resources that you are providing toward outreach to these 
populations. 

Dr. MILLER. Yes. 
Senator HIRONO. And I am particularly interested also in your 

outreach to women veterans. 
Thank you, Mr. Chairman. 
Chairman TESTER. Senator Blackburn. 

SENATOR MARSHA BLACKBURN 

Senator BLACKBURN. Thank you, Mr. Chairman, and thank you 
for being here. This is an area that we all have concerns about in 
Tennessee, with our clinics, with our large veteran’s population 
that is there. We do hear a good bit about this. I want to ask you 
all this: If I were a veteran in crisis and I reached out on the 988 
right now and asked to be seen by the VA, how long would my wait 
be? 

Dr. MILLER. So—I want to give you a technical answer, but you 
don’t want a technical answer. The real answer to that is, it de-
pends on the local facility that you would be referred to through 
the—— 

Senator BLACKBURN. All right; I pulled some numbers. 
Dr. MILLER. Yes. 
Senator BLACKBURN. Out of our region 32 of the 33 VAs in our 

region, the wait time would be longer than a week. And the reason 
I looked at that is because we looked at the National Library of 
Medicine Study that goes in and they do the surveys on those that 
are hospitalized because they attempted suicide. They did not suc-
ceed. Forty-eight percent of them said, within 10 minutes, from the 
time they thought about it to the time they made the attempt, that 
that was the amount of lapsed time. 

Dr. MILLER. Yes. 
Senator BLACKBURN. Now, if you want to look at some of these 

numbers. And this is what startled me, because these are individ-
uals that are in crisis, we, as a Nation, a government, have prom-
ised these veterans healthcare. And then if you look at the—one of 
the clinics in Nashville, it is a seven-day wait; the Alvin C. York 
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Veterans’ Hospital over in Murfreesboro, eight days; sixty-six days 
at the Cookeville Clinic. 

Dr. Black, you have been to UT, you know where that clinic is. 
And you know the Chattanooga Clinic, seventy-one days; Camp-

bell County Clinic, ninety-six days. So this access issue is one that 
we have got to solve. 

I want to switch topics to an IG report on a patient suicide fol-
lowing mismanagement of the Veterans Crisis Line, and it was on 
the 14th of September. I found it interesting that the Director of 
the Veterans Crisis Line did not define the patient’s death as a 
‘‘sentinel event’’. So what is the VA definition of a ‘‘sentinel event’’? 
Because I would think that that mismanagement and that death 
would be classified as a ‘‘sentinel event’’. 

Dr. MILLER. Yes. According to policy, and I feel badly, talking 
about policy and technical things in the context of a veteran who 
is—who is not with us and died by suicide. According to policy a 
‘‘sentinel event’’ is defined as a death or near death, and can be 
reasonably associated with, from a causal perspective, to action or 
non-action on the part of last contact. 

Senator BLACKBURN. Okay. But he committed—he took his life 
within 30 minutes of speaking to somebody on that line. 

Dr. MILLER. Mm-hmm. 
Senator BLACKBURN. And if someone were to text, how long does 

it take you to respond? What is the amount of time on the text? 
That it would take—— 

Dr. MILLER. Our response if someone text us, is immediate. 
Senator BLACKBURN. Immediate? 
Dr. MILLER. Yes. Now, the individual that we are texting with, 

it is not uncommon that their response is not immediate. There 
could be 15, there could be 20 minutes lag. 

Senator BLACKBURN. Do they ever call that number that they are 
getting the text from, to make that personal contact? Or do they 
just sit there and text it? 

Dr. MILLER. Yes. Our policy is that if the risk assessment indi-
cates, we need to switch them to phone from text, and that was one 
of our—that was one of the things that we did wrong in this situa-
tion. 

Senator BLACKBURN. Okay. I do have some additional questions. 
My time is running out, but I am wanting to look at your staffing 
levels—I will submit this to each of you for writing—and the way 
that you are utilizing community care to help ease the burden on 
that staffing. I also want to know what kind of training you are 
doing to individuals that are Crisis Line responders; what kind of 
training they are receiving? 

Thank you, Mr. Chairman. 
Chairman TESTER. So Senator Blackburn, we will put that into 

the record, and get a response for those. So thank you. 
Senator BLACKBURN. Yes. 
Chairman TESTER. Senator Blumenthal. 

SENATOR RICHARD BLUMENTHAL 

Senator BLUMENTHAL. Thanks, Mr. Chairman. 
I want to just return to the exchange you had with Senator 

Hirono on drug overdoses. 
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Dr. MILLER. Mm-hmm. 
Senator BLUMENTHAL. Those are not counted as suicide? 
Dr. MILLER. Drug overdoses that the coroner, or the medical ex-

aminer determines on the death certificates are accidental, are not 
the official CDC definition of suicide, so they are not coded as a 
suicide. Those do not come to us for the suicide report. 

Senator BLUMENTHAL. So it depends on the local coroner? 
Dr. MILLER. Yes. 
Senator BLUMENTHAL. So the definition that you gave me earlier, 

or you gave to Senator Blackburn, or you gave us earlier, about in 
effect, the causal link, how does that factor into what you count as 
a suicide by overdose? 

Dr. MILLER. You know, that is getting into a question of—it is 
more in the areas of the medical examiner or the coroner. Usually, 
and very generally speaking, there needs to be indication of motive. 
Motive can be indicated by the means, motive can be indicated by 
a letter, or artifacts left behind, as two examples. 

Senator BLUMENTHAL. I think what you are telling us is that the 
numbers of suicide may, in fact, be far greater than what you have 
tabulated, and what you have given to Congress year after year, 
because this local coroner, I mean, I am a former State official, lots 
of coroners have different definitions, different way of applying 
that, what you called a technical definition. 

And I am a lawyer and I can’t repeat the way you put it, essen-
tially, it is causal connection. And I don’t know how a coroner 
makes that determination, which then determines the VAs report-
ing to the United States Congress. I think those numbers are prob-
ably tremendously incomplete. 

Let me ask you a more general question. You know, according to 
you: Suicide is a complex problem with a multifaceted interweaving 
of potential contributing factors; that is true. Would you say that 
we have really made significant progress over the last 10 years? 

Dr. MILLER. I think there the two areas that my mind would go 
to, to answer that question. Two questions really, have we ad-
vanced on understanding and treating or improving the ‘‘why’’? 
And have we advanced on improving the ‘‘how’’? 

Senator BLUMENTHAL. Well, have we advanced on the numbers? 
Dr. MILLER. We have not advanced on the numbers. 
Senator BLUMENTHAL. We have not advanced on the numbers, so 

I don’t know how you could tell me we have made progress on this 
problem. If the same numbers are dying, if the rate of suicide is 
1 in 17, 1 in 20, 1 in 21; I don’t even know the most current figure, 
how it depends on the numbers of veterans, not the numbers of sui-
cides, but the numbers of suicides are basically unchanged. How 
could you tell us that we have made progress? 

Dr. MILLER. Because we have seen certain areas of higher risks 
or risk where we have seen improvements and decreases; for exam-
ple, veterans who are in VHA care and diagnosed with PTSD, there 
has been a 30 percent reduction in suicide rate over the last 20 
years. Veterans in VHA care diagnosed with a depressive disorder, 
there has been a greater than 20 percent reduction. 

Senator BLUMENTHAL. Well, those are veterans in VHA care? 
Dr. MILLER. Mm-hmm. And veterans—— 
Senator BLUMENTHAL. What about the total number? 
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Dr. MILLER. And veterans not in the—— 
Senator BLUMENTHAL. I think our Nation is judged, not by the 

numbers who are in VHA care, they are bound to be lower, I would 
hope they would be lower, but the numbers overall. If you were 
judging our Nation, those numbers are unchanged. I mean, I think 
we need to face the fact, and I am encountering constituents every 
day who say: Why can’t we make progress? 

Dr. MILLER. My answer to that sir, it is the ‘‘how’’, 70 percent 
of veterans die by firearms. That is the number that hasn’t 
changed, and has only gone up. And until we make a significant 
improvement in that area, we probably will not see a significant 
decrease in veteran suicide. 

Senator BLUMENTHAL. So my time is expiring, but have you ad-
vised the leadership of the VA that it should issue a warning to 
veterans and their families that firearms should be removed from 
their homes. And they should support red-flag statutes, and emer-
gency risk protection orders in States where they are not now? And 
I have been probably one of the leading advocates in the Senate for 
separating people from guns when they say they are going to kill 
themselves and kill others? Shouldn’t the VA be much more aggres-
sive in advocating for those statutes? 

Dr. MILLER. We provide technical consultation on everything that 
comes our way from you and back up through the chain. I just flew 
here from Denver where I was partnered with someone from your 
State, sir, and the President of NSSF, to address firearm manufac-
turing industry regarding what we can do together and collabo-
ratively, to message exactly what you are saying. 

Senator BLUMENTHAL. My time has expired. Thank you, Chair-
man. 

Chairman TESTER. Yes. Thank you. Before I get to Senator Tillis, 
I would just say that, I believe you are on Armed Services, I think 
Senator King is Armed Services, and Senator King knows this be-
cause we have talked about it, the transition between active mili-
tary and the VA, we need to do some work on, because I really 
think that is a huge driver for the suicides. 

Senator Tillis. 

SENATOR THOM TILLIS 

Senator TILLIS. Yes, starting with the fact that two-thirds of 
those who are taking their lives every day are not connected to the 
VA, we have got to figure out a way to get them better connected. 

Dr. Miller, and Dr. Black, thank you both for being here. You 
know, the exchange that you had with Senator Cassidy about, 
maybe a mistake, and it may very well be that somebody who was 
in a position to where they could have gotten the consult done, in-
tervene, save a life. But it could have also, and more likely be re-
lated to a breakdown of a process and staffing, and a number of 
other things. I just can’t imagine that somebody working in that 
position would actually not care about trying to save that veteran’s 
life. 

Dr. MILLER. Senator—— 
Senator TILLIS. But it is what it is. And to the extent that they 

failed to follow processes they obviously need to be disciplined. 
Dr. MILLER. Yes, sir. 
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Senator TILLIS. I just believe in my heart of hearts it has got to 
be something more fundamental. The OIG analyzed, I guess, the 
analysis of consults for PTSD, military sexual trauma, or couples 
therapy, submitted from November 1st, 2020, through June 2022. 
They found 39.3 percent of psychotherapy, 39.5 percent of PTSD, 
27 percent of military sexual assault, and 67, almost 68 percent of 
couples therapy consults, did not meet the required time of 30 days 
from the patient indicated date. 

This sounds to me like a—and I guess as a part of the OIG Re-
port, they said it looked like staffing issues, backlogs, the Clinical 
Research Hub no longer available to Hub staffing concerns. Do you 
agree with the OIG’s assessment, or the information they receive 
from mental health leaders that you do have staffing backlog issues 
that are a problem? And if you do, how are they being addressed? 

Dr. MILLER. Yes, sir. To answer your question accurately, to 
make sure I am thinking of the same OIG Report, are you referring 
to the one from North Carolina and Asheville? 

Senator TILLIS. Yes. 
Dr. MILLER. Yes. Okay. Yes. From my review of what I know of 

that OIG Report, there was concurrence to all the recommenda-
tions that were provided. I also believe that if we were to look at 
it today, that that facility has made some meaningful progress re-
garding mental health hiring. I do know that the Chief of Mental 
Health is today sitting at a training program for BHIP, which was 
also mentioned in that particular report, so they are making ad-
vancements on that as well. 

Senator TILLIS. Just moving on to other information that was in-
cluded in the OIG Report, one thing that stuck out at me is—look, 
I know I talk with a lot of veterans, I talk with a lot of veterans 
service organizations, and they all like the brick-and-mortar pres-
ence of the VA, about when they can get an appointment, and 
when they can get the care they need. In the behavioral health 
space, we do not have enough in the VA or in the general commu-
nity of the general population. 

But can you speak to some of the passages in the OIG Report 
that said that people within the VA were really discouraging com-
munity care referrals for behavioral health; why they would do 
that? 

Dr. MILLER. So I think that from that, and specific to the situa-
tion, from my understanding of it, there were discussions about ex-
actly what we have said in here, which is VA care works, and let 
us capture as much of that as we can through appropriate mental 
health staffing. I think that there may have been interpretations 
of that that led to then believing that it was a black and white and 
then discouraging community referrals. I believe in the response to 
that OIG, the facility attempted to clarify that, and one of the rec-
ommendations that they are engaging is staff-wide training on that 
very issue, sir. 

Senator TILLIS. Yes. I think it is critically important—— 
Dr. MILLER. Yes. 
Senator TILLIS [continuing]. For anyone in the VA. And I am a 

big supporter of the VA. I like to think of myself as a cheerleader, 
I very seldom flog you all in these open hearings but—very sel-
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dom—but for something like this, we have got to have balance. 
This is about providing care. 

Dr. MILLER. Mm-hmm. 
Senator TILLIS. And unless you think you are knowingly pro-

viding a community care referral to somebody who is not competent 
to provide the care, refer the case. 

Dr. MILLER. Yes. 
Senator TILLIS. And then build a capability and serve more with-

in the VA, but that particularly in behavioral health crisis situa-
tions, days and minutes matter. 

Dr. MILLER. Yes. 
Senator TILLIS. And I think that anyone who, in the VA, is guilty 

of saying: Well, you know, we just need to keep them in the mix, 
a few more days, a few more weeks. First, you are playing, poten-
tially, with somebody’s life, and you are—the person who is saying 
that is running counter to what I have heard from everybody in the 
VA: Get the care, quality care as quickly as possible, in the VA if 
possible, but in the community when necessary. 

Dr. MILLER. That is all that matters. I agree with you 100 per-
cent. You would know this better than I do, sir, but I believe spe-
cific to that region and your constituents, community care, mental 
health care is in short supply. It seems difficult to come by. 

Senator TILLIS. It is, and that is why we are—And Mr. Chair, I 
just want to mention this for future consideration. I met with Sec-
retary McDonough when he was in Charlotte, about a month ago, 
and I was talking to him about the Bipartisan Safer Communities 
Act, and so it made me think about it when Senator Blumenthal 
spoke up, that is one of the single largest investments in behav-
ioral health that this Congress has made in modern history. 

One of the things I asked Secretary McDonough is, have we 
tuned it right to where—if you think about Eastern North Caro-
lina, think about between Fort Bragg and Camp Lejeune, is there 
someplace down there where maybe we have something that we 
haven’t had before? Collaboration with the VA, collaboration with 
the Army, collaboration with the private sector, to stand up a be-
havioral health capability that does really exist, it is scaled down 
in that area. 

So I would like for us, if we could, I have talked to Denis about 
it, but I would like to see if the plain text as we passed it, facili-
tates that sort of thinking. Or if we need to open it up and poten-
tially consider that in areas where I think it could be helpful. 

Dr. MILLER. And improve telehealth in those areas. Yes, sir. 
Senator TILLIS. Yes. Thank you. Thank you, Mr. Chair. 
Chairman TESTER. Senator King. 

SENATOR ANGUS S. KING, JR. 

Senator KING. Thank you, Mr. Chairman. 
Dr. Miller, nice to see you in person, we talked last week. One 

of the main issues that seem to be motivating suicides is financial, 
and financial distress, and I think the data is four times—veterans 
with incomes below $50,000 who have financial problems are four 
times as likely to have ideation of suicide. What about a pilot in 
the helpline, of the Crisis Line, of having some financial expertise 
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that could be referred? Are you having a financial problem, here is 
somebody you can talk to. 

Dr. MILLER. Yes. 
Senator KING. Is that something we could work on? 
Dr. MILLER. Yes, is the short answer. What you are getting at 

though, sir, is an important point in terms of instead of having 
maybe the referral from the Veterans Crisis Line go to mental 
health, maybe it would be more appropriate for it to go to a finan-
cial counselor, in which case then there is a ripple effect in capacity 
with mental health. You save by putting people in the right place 
at the right time. Yes. 

Senator KING. So is this something that you don’t need legisla-
tion; is this something you could pilot for, in one VISN, for exam-
ple? 

Dr. MILLER. Yes. What we can pilot is, we are starting a new 
Veteran Center for Financial Empowerment. That center will offer, 
through VBA, and services that are available with VBA, referral to 
free consultation for financial issues. That will allow us to get some 
initial data on demand and need and be able to report that back 
to you for next steps. 

Senator KING. I would appreciate it. I think that is an important 
step. Let us see what the data shows us because it does appear to 
be one of the causation factors. Workforce, it seems like every hear-
ing that we are at, we talk about workforce, and I keep hearing 
about the difficulty of onboarding people. 

For example, if you want to bring on a new therapist, it may be 
a therapist, it may be a clinical social worker, it may be a psycholo-
gist, you have got to do three different—three different job descrip-
tions and go through a long process. And in fact, I have heard of 
mental health directors who are spending 20 hours a week on ad-
ministrative functions of onboarding people. How do we crack that 
problem? It just seems to be a problem throughout the agency. 

Dr. MILLER. Yes. I feel your pain and theirs. We hired 900 Vet-
erans Crisis Line responders in the last year, a-year-and-a-half, 
and a significant portion of my time is paperwork to help move 
those issues in hirings along. I think that we are taking a good 
step in this area through the Under Secretary’s initiatives that are 
informally called ‘‘Tiger Teams’’. There are at least six key areas, 
suicide prevention is one, but another one is hiring and retention 
and workforce management optimization. Watching how that group 
is able to progress with the targeted goals and outcomes will be im-
portant. 

Senator KING. Well, I would hope something, and this isn’t for 
you necessarily, but for the VA generally, instead of this iron hand 
of control from Washington, why shouldn’t the local VA facility be 
able to hire the people they need? Washington can give them guide-
lines; here are the standards, here are the minimum standards, 
and those kinds of things. But somebody in Maine, if they need 
somebody, they ought to be able to reach out into the community 
and try to find them, and not go through all the steps that appear 
to be in this process. 

I don’t expect you to answer that, but I think that is something, 
Mr. Chairman, we ought to talk to the Agency about. There are 
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just—I keep hearing about the administrative burden of bringing 
people on board, and then we just—we need them. 

Final question, I think it was the Chairman who used the term 
‘‘better connected’’, about getting people connected into the system. 
One of the ideas that I am working on is that an active-duty serv-
ice member can pre-enroll in the VA while still in active duty as 
part of the TAP process. Do you have a reaction to that? 

Dr. MILLER. Yes. I think that would—personally, I think that 
would be extremely helpful in terms of streamlining the process. 
Currently, what can be done is a transitioning service member can 
preregister; they cannot pre-enroll. The reason why they cannot 
pre-enroll is because, by law, they have to be a veteran by the legal 
definition of a veteran to enroll. 

Senator KING. Fortunately, laws are the business that we are in 
here. 

Dr. MILLER. Yes, sir. 
Senator KING. Great. Well, I think that is something I would like 

to see us work on. Thank you, Mr. Chairman. 
Chairman TESTER. Senator Boozman. 

SENATOR JOHN BOOZMAN 

Senator BOOZMAN. Thank you, Mr. Chairman. And thank you 
and Senator Moran for having such an important hearing. You 
know, with all the rancor that is going on around here, but this 
Committee really does work in a very, very bipartisan way, and be-
cause of that, in the last couple of congresses we got an awful lot 
done. 

We all know that suicide is really complex; it is a complicated 
crisis, there is no single solution. We also know that if people are 
in the VA system, they are less likely to commit suicide. Most of 
the people that are committing suicide are outside of the system. 

So one of the things that we have worked on, and most of the 
Committee has worked on, is trying to make it such that we could 
capture those folks that are outside of the system, get them some 
help in the community, and then ultimately bring them into the VA 
where they can get even additional help. 

Dr. MILLER. Mm-hmm. 
Senator BOOZMAN. Dr. Miller, I appreciate you highlighting the 

Staff Sergeant Parker Gordon Fox Suicide Grant Program in your 
testimony. When we wrote the grant program, we intended to pro-
vide Federal resources to organizations in the community that co-
ordinate Suicide Prevention Services outside of a clinical setting. I 
have met with many grant recipients and heard incredibly positive 
feedback on the program. 

After one year of this program being in effect, what are the big-
gest lessons that you have learned? And have you identified ways 
to improve for the future? So this has been going on for a while; 
you have got these grant programs out there. What are you finding 
with them? 

Dr. MILLER. Yes. I think one thing that we are learning is, it is 
written into the law the importance of screening for risk, and en-
suring that the services are going to those who are at higher risk. 
But we are learning, as part of that process, that one of the many 
beauties of this grant is the services that a lot of the grantees are 
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providing, are what we may call ‘‘upstream’’ in nature. So it is a 
bit contradictory for them to be, necessarily, screening for risk, and 
screening out those who aren’t high risk, when a lot of the work 
they are doing is moving upstream before these individuals become 
high risk. 

So resolving that I think—discrepancy, I think is a challenge for 
us that we are committed to working with you and this Committee 
together. I think the second thing I would say is we are learning 
a lot about how to screen for risk in ways when you are not a li-
censed mental health professional, and it just feels out of your nor-
mal flow of what you do to pull out a survey, a questionnaire, and 
say: I have some questions here that I need to ask you. 

So I think we are taking a close look at the screener tool that 
we have implemented as part of this, and wanting to take a look 
at: is there a better way to meet the requirements of the screen 
without necessarily asking grantees to slip into a role that feels 
very unnatural for them as part of their service. 

Senator BOOZMAN. Yes. And this follows up on your comments, 
and then question—comments that Senator Moran had, but it does 
appear that when you visit with people, you know, that are in-
volved, that there is just something about government that makes 
things pretty complex. And I am part of government; I understand 
that. But, you know, providing increased flexibility in that area, 
and, you know, the whole process, I think, would really be helpful. 

Dr. MILLER. Absolutely; I think that would—I would want that 
to be an open discussion between us, because how I may define in-
creased flexibility, I may have a blind spot then in terms of what 
you were intending with the law and the applications of the law. 
So I think it is really important we continue our open and collabo-
rative dialogue so that we are fully capturing your intentions with 
the law. 

Senator BOOZMAN. No. I agree, and I think something would be 
helpful if we could discuss with you, but also get some providers 
in, you know, to help us realize some of the unintended con-
sequences. We all want the same thing. 

Dr. MILLER. Mm-hmm. 
Senator BOOZMAN. That may be, you know, a requirement, or 

whatever; just makes it a little bit more difficult. 
Dr. MILLER. Yes. I am looking forward to Panel Two. I think it 

will give us some good insights and steps forward. 
Senator BOOZMAN. Thank you. 
Dr. MILLER. Thank you. 
Chairman TESTER. Senator Sinema. 

SENATOR KYRSTEN SINEMA 

Senator SINEMA. Well, thank you, Chairman Tester, for holding 
this hearing. And thank you to our panelists for being here, and 
for the critical services you provide for America’s veterans. I will 
focus my questions on mental health resilience for veterans and for 
their community. But first I want to address a time-sensitive issue. 

Much of what we discussed today centers around access to care 
for veterans, and part of that access is transportation to the point 
of care, like a VA hospital or a clinic. The VA is currently imple-
menting a rule that decreases veterans’ access to ambulance serv-
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ices, particularly in rural parts of the country, like Northern Ari-
zona. 

So I commend Senators Tester and Moran for their quick bipar-
tisan work drafting and introducing the VA Emergency Transpor-
tation Access Act to address this issue, as well as a related amend-
ment to the appropriations bill that I hope to vote on in the near 
future. I look forward to working with the Committee and the VA 
to protect veterans’ access to life-saving ambulance services. 

Since coming to the Senate, I have led bipartisan efforts to help 
service members and veterans build supportive resilient commu-
nities; first, by earning broad support and passing my Sergeant 
Daniel Somers Veterans Network Act into law, and more recently 
by introducing the Military Suicide Prevention in the 21st Century 
Act. As we know, networks of support for our veterans are vital to 
their well-being. 

So my first question is for you, Director Miller. National Commu-
nity Health Partners, which is based in Southern Arizona, has re-
cently launched a project called ‘‘The Best Is Yet to Come’’ funded 
through the Staff Sergeant Parker Gordon Fox Suicide Prevention 
Grant Program; one of three such grantees in Arizona. Can you 
speak to the importance of these grants to community organiza-
tions? 

Dr. MILLER. Yes. Absolutely, I think there is a few things that 
come together under the heading of our community-based Suicide 
Prevention Plan that reinforce your points exactly. The community- 
based Suicide Prevention Plan focuses on the fact that suicide pre-
vention is not just clinical; it does not just occur in the room be-
tween a patient and provider, it occurs in the community. And as 
such, we have the Governor’s Challenge, we have the development 
of community coalitions and collaborations, and then we have the 
Fox Grants. 

Arizona is leaning forward in each of these areas, and what we 
have seen out of States like, and such as Arizona is the importance 
of, at the State level, at the county level, forming veteran suicide 
prevention plans for the community that are informed and built by 
the community. And then we are able to come in and support, 
through the Governor’s Challenge, we are able to come in and sup-
port through the Fox Grants. The fact that you see that with the 
Fox Grants is evidence of the strength of that in Arizona. 

Senator SINEMA. Mm-hmm. Thank you. I still hear from my Vet-
erans Advisory Committee in Arizona that the lack of a cohesive 
network creates challenges for veterans. So what additional re-
sources do veterans have to find a community after their service? 

Dr. MILLER. I think that that is a critically important consider-
ation because one thing that we know, and I think we are going 
to see this more and more in the data, there is a relationship be-
tween connection, lack of connection, and suicide, particularly for 
veterans. So in terms of creating a community, I think one impor-
tant step is the Solid Start. To that I will defer to Dr. Black. 

Dr. BLACK. And thank you, Senator. Yes, the Solid Start Pro-
gram is that first critical year after separation from the Military. 
So those calls at 90, 180, and 365 days it is helping to connect to 
the community, so when our Solid Start representatives are mak-
ing that call that is some of those questions as asked, and helping 
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connect them to their local VSOs, is one of the things that they will 
do. 

If that is something that is an issue for the veteran it is based— 
those calls are based on the veteran need. So if they are saying: 
Yes, I am having a hard time, you know, finding community con-
nections. That is something that will be addressed in those calls. 

Senator SINEMA. And are there any metrics that we can use to 
gauge the growth and strength of these types of support networks? 

Dr. MILLER. I think that the metrics that are associated—the 
first thing that comes to mind is the metrics that are associated 
with the Governor’s challenge and the work that we are doing 
there. So the practical application of that would be: What is Ari-
zona seeing in terms of the number of community collaborations 
that have been built, implemented, maintained. That would be an 
important indicator. Nationwide we just reached 1,500. How is that 
relative in Arizona? Is it growing? What lessons are we learning? 

Senator SINEMA. I see my time has expired. Thank you, Mr. 
Chairman, for holding this hearing on such an important topic. 

Chairman TESTER. Thank you, Senator Sinema. 
So you heard my opening statement, and I think you are fully 

aware that 60 percent of the veterans who commit suicide don’t 
have any engagement with the VA. Senator King has a bill that 
will enroll the service member before they get out of the service, 
in the VA. I want your opinion. Is that a solution? 

Dr. MILLER. So there is the answer that I could give which is, 
we will review that through our Technical Consultation Team and 
experts and we would happy—— 

Chairman TESTER. Except I want your opinion. 
Dr. MILLER. My opinion is that when you look at engaging 

preregistration, and the percent that we are able to do with that, 
and then you look at how that converts to pre—or how that con-
verts to enroll enrollment, there is a gap. So the short answer is, 
if you can cut that gap down between preregistration and enroll-
ment, and make it all the same, that just makes sense to me. But 
that is just Matt Miller talking. 

Chairman TESTER. Well that is right—we are in front of this 
Committee though. Okay? If you were a ‘‘nobody’’ you wouldn’t be 
here, all right. So Dr. Miller the STRONG Veterans Act includes 
the silent monitoring requirements of the Veterans Crisis lines. 

Dr. MILLER. Yes. 
Chairman TESTER. The IG was critical of that too in his report. 

What assurances can the VA—can you provide—can the VA pro-
vide to this Committee that Veterans Crisis Line responders are re-
ceiving the appropriate amount of silent monitoring today? 

Dr. MILLER. Yes. A few things; and I think that is really impor-
tant, because that is one of the keys to rebuilding trust, I think, 
in this situation. Number one, if you look at our staffing levels in 
January of ’21 when this tragedy occurred, we were about 550 re-
sponders. We have since added 900-plus responders. 

Why does that matter? That matters because the context of this 
situation is we were using someone in an overtime role who wasn’t 
regularly a responder. My point is, we don’t have to do that any-
more to answer any call. So that is one step that has been nec-
essary here. 
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The second step is, two forms of silent monitoring that must 
occur on a monthly base and be reported, 90 percent supervision, 
or supervisor performance monitoring, 80 percent silent moni-
toring. We report that on a monthly basis, as I said, and as part 
of the OIG recommendations we are going to be reporting that and 
our progress to OIG. We will not be able to close that recommenda-
tion until we reach a level that they are satisfied with. 

That said, I know for a fact, because I looked at it today, we are 
at over 90 percent for both the supervision silent monitoring, and 
the silent monitor silent monitoring, two forms. 

Chairman TESTER. All right; you answered my second question 
with that answer. So in Section 701 of the Hannon Act, and by the 
way this law was passed—was signed in a law in 2020; it imple-
ments new telehealth access grants, the VA doesn’t expect to be 
able to give awards out until 2025, not to beat this, but 2020 is 
when it was signed into law, we are not going to get any grants 
after 2025, telehealth is really important in a rural State, I think 
it is important in an urban State too, quite frankly. What can you 
guys do to expedite that roll out? Or are you happy with that 
timeline? 

Dr. MILLER. We are not happy with that timeline. 
Chairman TESTER. Okay. 
Dr. MILLER. I think that in talking to those who are leading this 

particular effort my understanding and perception is that we are 
not happy, we have looked at options to expedite, there has been 
some consultation that is needed to occur with OGC, and OGC has 
found themselves needing to fill in some details toward enactment. 
And the impression that I got in talking with them is, it is better 
to measure twice, cut once, than to do it wrongly, legally. 

Chairman TESTER. I got it. 
Senator KING [continuing]. In months. 
Chairman TESTER. Yes. 
Senator KING. That is a standard I—— 
Chairman TESTER. That is a very good point, Senator King. I 

would also point out that that we are—if it takes us 5 years to do 
a telehealth grant to get them out the door, we have got no hope 
to ever get electronic medical records done. We have just got no 
hope. 

Dr. MILLER. We were, I think, very quick and efficient with Staff 
Sergeant Parker Gordon Fox, so I think there is hope. 

Chairman TESTER. Okay. The last question, because we have got 
another panel, though I will defer to the Ranking Member if he has 
another question; and maybe even to Senator King, but it had bet-
ter be a damn good one. 

Recently, we introduced the bipartisan Not Just a Number Act, 
Senator Boozman was just here, we introduced it together, it re-
quires a VA to examine association between veterans’ use of VA 
benefits and suicide. I think you could also bring in the point that 
Senator King talked about, about financial difficulties. 

Dr. MILLER. Mm-hmm. 
Chairman TESTER. Dr. Miller, how could Outreach do an analysis 

of veterans who use VBA programs help? Do you think it would? 
Dr. MILLER. Let me give you—— 
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Chairman TESTER. Do you think it would be worth the time 
spent to look at them? 

Dr. MILLER. Yes, sir. Let me give you an example to illustrate. 
REACH VET is considered a leader, nationwide and internation-
ally, in risk prediction for suicide. REACH VET is based primarily 
on clinical factors pulled from the medical chart. We know that 
from looking at the data the majority of veterans who die by sui-
cide by firearm don’t show up in the top 50 percent of risk for 
REACH VET. They show up in other areas that are outside of the 
clinical. So then the short answer founded upon that is, yes, sir. 

Chairman TESTER. Okay. Senator Moran. 
Senator MORAN. Thank you, Chairman. I will use my time of my 

opening statement that I didn’t give, to just ask a couple of clari-
fying questions. First of all, Senator Tillis, in Asheville, your an-
swer to him involved that—and the question that I want to raise 
is about the lack of suggestion, or recommendation, or appointment 
to community care. And your answer was that we think that there 
was a policy in place that we were trying to keep our patients with-
in the VA, we believe we provide better service. And you indicated, 
I think, Dr. Miller, that the Asheville staff was being retrained or 
trained to get this right; is that—did I make that up, or that is 
what you said? 

Dr. MILLER. I think the only thing that I would suggest modifica-
tion on, is I don’t know that there was a policy in place. I think 
that there was a communication about the general spirit of VA pro-
vides great care, let us provide great care. 

Senator MORAN. And the point I was—that is what you said. The 
point I want to make is that the directions, though, were given to 
the hospital at Asheville, not more broadly within the VA? 

Dr. MILLER. Yes. In this particular OIG, all—— 
Senator MORAN. Because OIG pointed this out? 
Dr. MILLER. Yes. 
Senator MORAN. I would say that it is happening across the 

country, that that is not a policy, but this belief that the VA pro-
vides the best service, and therefore community care is often not 
suggested to a veteran. I hear about it consistently at home, I hear 
about it from my colleagues, and it is not what the MISSION Act 
says. The issue there is that you can have community care, if your 
wait time is too long, or if it is in the best interest of the patient, 
the veteran, determined not by the VA, but by the veteran and his 
or her provider. 

Dr. MILLER. Yes. Well—— 
Senator MORAN. I am restating what the law is, but it is not, 

ever been clear to me that the VA is interested in making commu-
nity care that widely available, and I think it is particular impor-
tant in this hearing, where mental health services are rare, hard 
to find, within the VA, and sometimes outside the VA, we don’t 
have enough providers anyplace. But it is also important because 
it can be a life and death circumstances, and the failure to suggest 
community care is one of those life and death circumstances. 

It, again, is not in compliance with the law as we wrote it and 
I wish that your answer would have been, the VA is now providing 
direction to all VAs, all VISNs, all hospitals, all providers that com-
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munity care is an option in the circumstance, particularly when a 
veteran cannot get an appointment within the VA. 

Let me ask a more technical question. I think you have said that 
if you are suggesting ideation of suicide, you can get an appoint-
ment within 24 hours; did I hear that? Or is that true? 

Dr. MILLER. That is not what I meant to say in that particular 
context. What I think I was talking about was same-day access 
that any veteran should be able to request and there should be an 
option for it at the VA facility, or the community-based outpatient 
clinic. Now, with that said, yes, there should be immediate access 
for any veteran who is experiencing suicidal thoughts. 

Senator MORAN. The point I want to try to make sure I under-
stand is, I think you said: we could get an appointment within that 
time frame. And does ‘‘get an appointment’’ mean you are seen by 
a provider? Or does ‘‘get an appointment’’ mean you are scheduled 
to be seen by a provider? 

Dr. MILLER. No. In this case, in a crisis, if we are talking about— 
and we are not even talking about an appointment; let us say we 
are talking about an encounter, an engagement, you go and do the 
appointment after the fact, just to make sure that it is logged into 
the system. That is what should occur with same-day access, and 
with the certain—— 

Senator MORAN. Same-day access is different than getting an ap-
pointment. Same-day access is same day access, getting an appoint-
ment is something that is written on a piece of paper and—— 

Dr. MILLER. Yes. 
Senator MORAN. All right. 
Dr. MILLER. What you are highlighting is a nuance that I think 

is important, and that is that there are different dimensions of ac-
cess. There is emergency access, there is routine first appointment, 
and there is follow-up episode of care. What we need to do in the 
VA, is be carefully watching, providing for, and monitoring all 
three types of access. 

Senator MORAN. You are talking VA health care broadly; or VA 
health care as it relates to mental health and suicide? 

Dr. MILLER. Well, I would argue broadly. However, mental 
health specifically is unique somewhat in that you commonly see 
the need for emergency first appointment routine follow-for episode 
of care. 

CLOSING STATEMENT OF SENATOR JERRY MORAN 

Senator MORAN. And now for my closing statement Mr. Presi-
dent—Mr. Chairman, which was the opening statement: I had a 
veteran from Kansas visit my office today, this morning, and this 
is her story, she shared that after the beginning of mental health 
treatment at a Kansas VA Medical Center. She was referred to a 
local Vet Center because of staffing shortages at the VA Health 
Center. When she reached out for an initial appointment with the 
counselor at the Vet Center she was told their case load was al-
ready full, unless she was experiencing suicide ideation they would 
not be able to prioritize her. 

Six weeks later the veteran received a follow-up call from the Vet 
Center saying: We will not be able to help you at all. We don’t have 
the staff. I think was the point. That is now months ago, and she 
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has had no follow up, no effort to re-engage, never met with a coun-
selor. 

And unfortunately, I don’t think this is an isolated circumstance. 
And so this is an example, and I heard this with Senator Murray 
in her conversations about the number of days. I heard it with Sen-
ator Blackwell. And the number of days for care and treatment for 
an appointment, for attention for—and so the other point that I 
make is not one time, this veteran said, did she ever hear anything 
about the possibility of going to the community, because both the 
hospital and the Vet Center failed her for lack of capability of see-
ing her due to staffing shortages. 

It is why my support for community care is not at all based upon 
any bias against the VA, it is that too many veterans fall through 
the cracks when there is, the reason that we created community 
care in the MISSION Act, was a result of their lack of capabilities 
of a hospital in Phoenix meeting the needs of our veterans, and so 
we gave all—initially Choice and then the MISSION Act, we gave 
an option to try to solve the staffing shortages. 

They still exist, and the law says a veteran is entitled to, in 
many circumstances, care in the community but they don’t know it 
if the VA doesn’t tell them, and if the VA doesn’t make it available 
for them. What am I missing? 

Dr. MILLER. Nothing, sir. Message heard. 
Senator MORAN. Thank you. 
Chairman TESTER. And that was at a CBOC in Wichita? 
Senator MORAN. It was at a hospital in Kansas. 
Chairman TESTER. A VA hospital? 
Senator MORAN. A VA hospital in Kansas. 
Chairman TESTER. Okay. Yes. Look, thank you guys very, very 

much. I appreciate you being here Dr. Miller. I wished to let Dr. 
Black speak more, but you did—you did a fine job answering the 
questions. We appreciate you both being here. 

I think as the Ranking Member said to me a bit ago, we have 
had so damn many hearings on mental health, and it doesn’t seem 
like anything has changed. And there is no doubt in my mind that 
you want to do the best for our veterans, and you are trying to do 
the best for your veterans, and this was really frustrating for me 
to say, but we have got to do better. We have just got to do better. 

This is just—this isn’t saleable. It is keeping people out of our 
military when we need more people in our military. It is ruining 
lives. It is ruining families. And so we all need to work together 
to make sure this happens, and please know that this Committee 
would probably give you anything you ask for when it comes to 
mental health. We just need to make sure that what you are ask-
ing for is something that actually will make a difference. Thank 
you. 

Senator MORAN. Mr. Chairman, the legislation that we are talk-
ing about, John Hannon—— 

Chairman TESTER. Yes. 
Senator MORAN [continuing]. It is a result of your leadership. I 

chaired the Committee when this legislation was passed. It was 
your piece of legislation named after a veteran in Montana. 

Chairman TESTER. That is correct. 
Senator MORAN. This matters to you, it matters to me. 
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Chairman TESTER. Yes. 
Senator MORAN. And I want to be helpful to you. This Committee 

does want to work together with the Department of Veterans Af-
fairs to save lives. 

Chairman TESTER. Yes. Amen. And so we are all on the same 
page here. Okay. Thank you for your time. We are going to get the 
next panel going. Thank you. 

I will start by welcoming our witnesses to the second panel. First 
up is going to be John Eaton, who is the Vice President of Complex 
Care at the Wounded Warrior Project. 

John, I will tell you, earlier today I got to meet with some women 
from the Wounded Warrior’s Project, and I will tell you that it was 
enlightening and beneficial for me, and I am glad you sent them 
over, if you did, or somebody did, but it was a nice conversation. 

Then we are going to hear from Gilly Cantor. And I am going to 
tell you, Gilly, you are the first ‘‘Gilly’’ I ever met. Okay. And it 
is good to have you here. You are the Director of Evaluation and 
Capacity Building for the D—D’Anielo—better yet—Institute for 
Veterans and Military Families, at the great University of New 
York, Syracuse. And it is good to have you here. 

I would ask you to keep your comments to 5 minutes as with the 
previous panel. Please know that you are full written statement 
will be a part of the record. 

We will start with you Mr. Eaton. 

PANEL II 

STATEMENT OF JOHN EATON 

Mr. EATON. Thank you, Chairman Tester, Ranking Member 
Moran, and the distinguished Committee members, for this oppor-
tunity to speak. 

Since 2003, Wounded Warrior Project has been working to trans-
form the way America’s injured Post-9/11 veterans are empowered, 
employed, and engaged in their communities. For the past 20 
years, we have supported warriors through and beyond their tran-
sition to civilian life with services in mental health, physical 
health, peer connection, career counseling, and financial wellness. 
We currently offer these services to over 195,000 veterans across 
the country, and we are welcoming hundreds more every month. 

Our vision to foster the most successful, well-adjusted generation 
of wounded service members in our Nation’s history brings with it 
the responsibility to identify, address, and serve the mental health 
needs of the veterans who reach out for help. In our 2022 Annual 
Warrior Survey, nearly all respondents reported experiencing post- 
traumatic stress, traumatic brain injury, or other mental health in-
juries during their military service, 83 percent reported experi-
encing more than one. 

Outreach and awareness-building have been critical parts of our 
mission because, sadly, many veterans don’t seek the help they 
need due to fear of being negatively labeled, or they don’t know the 
programs and services that are available to them. Wounded War-
rior Project is here to help them, at no cost, get the specific type 
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of mental health help they need to take the next step on their jour-
neys to recovery. 

Of course, we believe no single organization can meet the needs 
of our injured veterans. We also believe that evidence-based mental 
health treatment works when it is available and when it is pur-
sued. However, the best results will be found when we embrace a 
public health approach focused on increasing resilience, improving 
psychological well-being, and building an aggressive prevention 
strategy. VA is our biggest and most important partner in that pur-
suit, and it is critical that we give them the tools they need to suc-
ceed. 

Our written statement outlines several ways that Congress can 
help. But this afternoon, I will focus on five important steps that 
this Committee can take to help take the veterans suffering from 
the invisible wounds related to their service of our Nation. 

First, we have to reduce wait times for accessing mental health. 
VA’s access standard is reasonable on paper, but the practical expe-
rience for many veterans who ultimately seek care through Wound-
ed Warrior Project indicates that many of them are being offered 
appointments well beyond the target, without any clear discussion 
with their provider about how care may be found more quickly in 
the community. 

In addition, the lack of a consistently applied access standard for 
residential rehabilitation care for mental health, has essentially re-
sulted in no true access standard for care. Fortunately, both the 
Making Community Care Work for Veterans Act, and the Veterans 
Health Act offer solutions to both of these problems and improve-
ments over the status quo. 

Second, we have to acknowledge and respond to the fact that ac-
cess to care issues at the VA are a symptom of a larger challenge 
of needing more mental health providers. Recent HHS research in-
dicates that 164 million Americans live in areas with mental health 
professional shortages, and so it is no surprise that VA is facing 
several shortages in psychology, psychiatry, and social work in 
many of its facilities. 

To address these problems, we call on Congress to pass the VA 
Careers Act and the Mental Health Professionals Workforce Short-
age Loan Repayment Act, the first of which would help VA recruit 
and retain more mental health providers, while the latter would 
address the fact that mental health isn’t just a veteran problem; 
it is an American problem, and we simply need to get more pro-
viders in the field. 

Third, we should to continue encouraging VA to leverage tele-
health as a means of making care more accessible. Veterans who 
share their stories with us through surveys and action, often prefer 
telehealth for its convenience; however, those preferences should 
not be assumed, and veterans should be provided with clarity and 
transparency when telehealth is available as an alternative to in- 
person care. We believe that telehealth should satisfy access stand-
ards only when a veteran has agreed to it, with a clear under-
standing of their options. 

Fourth, we continue to support investment in VA grants and 
partnerships within the community to provide upstream suicide 
prevention services. We remain hopeful that the Fox Grant Pro-
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gram will become a permanent fixture in VA’s public health strat-
egy. However, we believe that attention should be given to how 
service eligibility determinations are made and how clinical care 
can be responsibly provided before the program is made perma-
nent. 

Fifth, and finally, we encourage this Committee to take care in 
understanding that brain health is not always synonymous with 
mental health, and that there are steps we can take to improve the 
quality of life and mitigate factors for suicide among those who 
have suffered traumatic brain injury. A growing body of research 
is showing a greater association between TBI and suicide. And 
while TBI often co-occurs with a mental health diagnosis, we en-
courage stronger support and long-term care to address the care 
and financial stressors that can affect those with moderate to se-
vere TBI. 

To that end, we urge Congress to pass the Elizabeth Dole Home 
Care Act, and Expanding Veterans’ Options for Long-Term Care 
Act, which would collectively serve the long-term needs of younger 
veterans who need this care earlier in life. 

In closing, I want to thank this Committee for the invitation to 
testify. And welcome your questions. 

[The prepared statement of Mr. Eaton appears on page 54 of the 
Appendix.] 

Senator MORAN. Thank you. Gilly Cantor. 

STATEMENT OF GILLY CANTOR 

Ms. CANTOR. Thank you, Mr. Chairman, Ranking Member 
Moran, and Members of the Committee. Thank you for this oppor-
tunity to testify. 

I am Gilly Cantor. I serve as the Director of Evaluation and Ca-
pacity Building at the D’Aniello Institute for Veterans and Military 
Families at Syracuse University. 

Our contribution to this conversation is rooted in upstream ap-
proaches to suicide prevention. For 10 years, we played a key role 
in building and evaluating networks of health and community- 
based social service organizations, originally those are part of our 
AmericaServes Initiative, which is in 18 communities across the 
country. 

These collaborative models have demonstrated that helping vet-
erans navigate to the full scope of services and resources they need 
beyond clinical interventions alone is an integral component of sui-
cide prevention. At the same time, we have witnessed unprece-
dented effort from this Committee, and Congress, and the VA, to 
better integrate communities into suicide prevention strategies. It 
is the strong belief of the IVMF, and on behalf of our partners, that 
we must not give up on the promise of these efforts, but rather en-
sure that they live up to their potential. 

So today, I would like to reinforce why communities remain es-
sential to effective suicide prevention, and I would like to dem-
onstrate that establishing transparency and accountability between 
the VA and communities, at scale, is both achievable and nec-
essary. 
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There are three findings I want to highlight from a study that 
we did with the VA Center for Health Equity Research and Pro-
motion. We looked at collaboration between AmericaServes net-
works, and VA medical centers and their communities. 

First, we found high overlap between AmericaServes and VA 
data, even in communities with low levels of partnership. In other 
words, many veterans enrolled at the VA are, unquestionably, also 
receiving services in their communities. 

Second, veterans served by both the VA and the community were 
comparatively younger. They included more Black, Hispanic, and 
women veterans, and they had more health-related social needs, 
like housing and food security. So in other words, communities are 
reaching the most marginalized veterans experiencing the most 
hardship. 

And third, when partnerships were strong, veterans receiving 
healthcare from the VA and services in the community, were more 
likely to have those needs successfully met. So when we work to-
gether, the stressors impacting veterans’ well-being can be more ef-
fectively addressed. 

Broader research shows, and this was talked about earlier, that 
these economic, social, and interpersonal circumstances increase 
the risk of suicide. Imagine what more we could do if non-health 
data like this was examined regularly and shared. We must sup-
port legislation like the Not Just a Number Act, and bring all the 
data the VA and communities have to bear on this issue. 

Additionally, we know from our own evaluation of AmericaServes 
in Pittsburgh, that hundreds of veterans are formally referred be-
tween the VA and the community each year, because this data is 
meticulously tracked, the VA has full access to this information. 
This level of transparency is also happening in other places, such 
as North Carolina and Texas, but it is not happening everywhere. 

Finally, I would like to share opposing accounts we heard during 
our roundtable with 11 of our partners who are recipients of the 
Staff Sergeant Fox Suicide Prevention Grant Program. In one com-
munity, the Suicide prevention coordinator sat shoulder-to-shoulder 
with the grantee. They streamlined enrollment into the VA for 
those who screened eligible due to the risk. 

In other communities, suicide prevention coordinators were hard-
ly aware of the program, and the ability to facilitate that enroll-
ment was not happening. We need to make these successful com-
munities the rule and not the exception. 

We have submitted a full brief as a statement for the record on 
that roundtable, and encourage the Committee and the VA to con-
sider its findings. And we are happy to talk about it as much as 
they would like. 

If there is one message that I would like to leave you with, in 
light of some of the tragic things that have happened, again, focus-
ing upstream, it is this: We think there is more to be hopeful about 
than there is to criticize. We are all here because the stakes remain 
high and the consequences of failure are quite, literally, existential. 
But we have collectively taken meaningful action and effective 
steps toward our shared goal. 

We simply need to monitor our progress and have the courage to 
adjust course along the way if necessary. Thank you. 
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[The prepared statement of Ms. Cantor appears on page 70 of the 
Appendix.] 

Chairman TESTER. I want to thank you both for your testimony, 
and I want to start by commending you both for the work that you 
and your organizations do. I will tell you, I like the optimism of 
saying that we have more to be thankful for than we do to be crit-
ical of. You know, if this was an easy issue, we would have had 
it settled a long, long time ago. The human mind is a hard thing 
to try to figure out how it works, and there is proof around this 
place all the time, so it is an interesting situation. 

I am going to start with you, Mr. Eaton. As I indicated in my 
introduction of you, this morning some women from the Wounded 
Warrior’s Project came to my office, and I talked about a lot of 
things, including a survey that Wounded Warrior’s Project just did 
about women veterans. Could you give me an idea on what that 
survey said about mental health, if it said any—I haven’t had a 
chance to read the documents they gave me, okay, but if it said 
anything about mental health, could you talk about that? And if 
there are solutions, talk about those too? 

Mr. EATON. Yes, thank you, Mr. Chairman. And thank you for 
meeting with the women warriors from Wounded Warrior Project. 
Just yesterday, we released the report, so the 2023 Women’s War-
rior Report; and it was based on surveys, as you mentioned, from 
5,000 women warriors from our alumni, as well as in-person focus 
groups across the country, to really collect qualitative and quan-
titative data. 

The findings across multiple areas, you know. To name a few: ac-
cess to care, transition from military to civilian life, as well as fi-
nancial wellness. With respect to the mental health area, anxiety 
and depression were the top two health challenges reported by 
women warriors. And research shows that women are more likely 
to show moderate to severe symptoms, as well as PTSD symptoms, 
than our male warriors. 

Also, a higher percentage experienced loneliness and isolation 
compared to men as well, which is hugely detrimental, as we know 
and have discussed today, to our overall mental health. 

There is good news that came out, one of which women were 
found to score higher on resiliency measures, and eight out of ten 
women warriors reported—have accessing professional help at least 
12 times over the last year. So we are, as a population, very resil-
ient and engaged in their mental health and wellness, which is a 
really good finding. 

And so what can we do? You know, what we have taken away 
is really the opportunity to focus on transition, and how do we ease 
the stress and foster better connections to other veterans and sup-
port networks and after service, as well as making the VA a more 
desirable place for care by making it easier to access with appoint-
ment times and gender-specific care; and finally, additional re-
search that can be done to understand the whys behind how men 
and women are experiencing trauma, and thus, seeing the results 
of the survey. 

Chairman TESTER. Was there any sort of conversation around 
how well the VA is doing? 
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Mr. EATON. So that is a topic we discussed with veterans across 
all of our alumni, and over 90 percent of our alumni report using 
the VA for their services. When we think about access to care, we 
hear the same feedback from our female warriors as we do male 
warriors, and you know, long wait times perhaps, and how that af-
fects, you know, it is really important when we are at the moment 
of readiness to really capture that momentum, and oftentimes 
without that, we are seeing poor health outcomes, both mental, 
physical, family, and relational issues as well. 

Chairman TESTER. So Gilly, this next question is for you. The 
Not Just a Number Act is a bill that we have—and Senator Booz-
man, I appreciate your mention of it—because I think suicide goes 
way beyond just mental health practices. This bill would also look 
at things like disability compensation, education, employment ben-
efits, home loans, foreclosure assistance, housing assistance pro-
grams. 

From your seat, how could you—from your seat, tell me your 
analysis of veterans who use VBA programs and how this bill could 
improve VA suicide prevention efforts? 

Ms. CANTOR. Sure, I don’t know a lot about exact likelihoods, or 
things like that, but I do know of a recent Brown University Study 
that looked at Vietnam veterans, specifically, and their usage of 
disability compensation, and it was directly associated with certain 
improved health outcomes, which just tells you that there is a lot 
more to look at there. 

And I think that if we can’t look at that data regularly, then we 
are doing something wrong. And I think that in order to make that 
possible, it wouldn’t surprise me if it there is sort of some under-
lying infrastructure problems, technology-wise, and gets into the 
weeds, and it is boring data stuff. But I really think that part of 
it has to do with how different agencies, including within the VA, 
track data, and it doesn’t line up. 

We have seen it between DoD and VA, it is even within VBA to 
VHA. It is really hard to match things up and to look at things 
really clearly and get an understanding of what is going on without 
taking years to do a research project. And that is a problem. 

Chairman TESTER. Okay. Thank you both very, very much. 
Senator MORAN. 
Senator MORAN. Senator King, I would be happy if you would 

like to go next. 
Senator KING. I will go after you. 
Senator MORAN. Let me start with you, Mr. Eaton. Thank you 

very much for being here today. Thank you for your work on behalf 
of Wounded Warrior’s Project. I appreciate very much your re-
marks in your testimony, and your written testimony about the 
Veterans Health Act. It reflects an effort by Senator Sinema and 
I on a topic that we have been trying to be prevalent on and rel-
evant on today. 

Could you discuss in detail, more detail how the VA’s current 
misinterpretation of access standards set forth in the MISSION Act 
are having a consequence on veterans’ access to care? 

Mr. EATON. Yes. And thank you for the question. You know, we 
discussed in our written statement, so the VA’s MISSION Act, you 
know, standards that do not exist around the critical mental health 
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rehabilitation programs. So instead, veterans and advocates are 
left to really interpret that VHA directive, and in our experience, 
it provides little predictability on acceptance of referrals, length 
until a decision; and other really important factors when we know 
that time is of the essence. 

What we are seeing in our C3, our Complex Case Coordination 
Program, works with the most in-need warriors who are experi-
encing mental health concerns, and oftentimes an RRTP is an indi-
cator for their care. And so what we are seeing, though, you know, 
local policy variations that are, again, unpredictable referrals, 
lengthy wait times, and really not a formally calculated way to be 
consistent about how we are understanding those options so we can 
advocate for the veteran. And what also comes as a result is that 
alternative treatment options that could result in a community re-
ferral or an inter-VA referral aren’t taking place. 

And so, you know, in totality, that really just shows that, you 
know, what we are seeing is veterans are not accessing the care 
they need when they need it, and delays in finding that appro-
priate care really enable our opportunity to capitalize on the mo-
mentum and the willingness to get that treatment, which often-
times is years in the making and really important. 

Senator MORAN. Mr. Eaton, from time to time I am told that the 
reason that the VA is not making referrals for community care is 
the lengthy wait times in the community. Is that anything that you 
hear, and what is the reality there when we know there are wait 
times also at the VA? 

Mr. EATON. Sure. And that is a great point. I think as we talk 
about mental health shortage, it is obviously something that is not 
only seen within the VA. And so it is very regional-specific, and 
that is why our team looks at all options, the primary, working 
with the VA within that program to establish their holistic care 
within that system of care. What I know is that we have a very 
cultivated group of partners from RRTP programs that are part of 
the Community Care Network, and it would be our experience that 
we have very quick response times for when those needs arise. 

For example, we serve over 6,000 warriors a year with outpatient 
mental health services, with wait times less than 14 days for a first 
appointment, and generally in most cases. And so I think, depend-
ing on the region, it could be a better choice, whether it is VA or 
a Community Care Network. But ultimately, we really feel the vet-
eran should have more visibility into that conversation. 

Senator MORAN. Thank you for that answer. 
Ms. Cantor, you, in your testimony, talk about the recent con-

vening of 11 organizations who are Hannon Fox grantees. This 
takes me back to my first question earlier: Would you elaborate on 
the need for the VA? You talk about the screening issues remain 
a barrier, elaborate on the need, or what the VA could do to open 
up the eligibility standards to meet the needs of veterans who we 
are trying to reach and better serve. 

Ms. CANTOR. Sure. So one of the issues that came up was around 
who is eligible, and then also on which services are eligible at 
which points. And I really appreciated how Dr. Miller described the 
tension that is going on between trying to get it to be the right peo-
ple and the right things. And I think that what we are seeing and 
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what the communities are saying is that depending on which 
screeners—individuals screen for risk, some, not others, and it de-
pends on the person, that that can cause people to screen ineligible. 

And so they are looking for more flexibility in which screeners 
they use, or the possibility of making sure that as long as they are 
screening on one, even if not the other, that that constitutes 
enough of a risk for someone to get—to be eligible to be enrolled. 
They are also hoping that they can increase which services are eli-
gible for coverage under the program so that they can try to do bet-
ter outreach and get more people in the door in the first place, ac-
cess to transportation, being able to provide food, making it a more 
welcoming environment for people to come in and connect with oth-
ers, and address isolation, and then hopefully ask for help. 

Senator MORAN. Any ways for the screening—to streamline the 
screening and make it more friendly? 

Ms. CANTOR. They expressed a need to make it more conversa-
tional, that was one thing that came up repeatedly, and that the 
forms that accompany the screeners that they have to fill out 
would also need to be tailored to accommodate that style where, 
right now, it is difficult for them to do those intake screenings and 
then have to populate other things. And so there is sort of this 
extra barrier during the screening process, just for them to make 
sure that those conversations Dr. Miller referred to, as trying to 
ensure that they are not clinical conversations because the goal of 
this is to take the clinical element out and get more people, get 
more of the ten people who die by suicide that are not connected 
to the VA, comfortable, screened, and connected. 

Senator MORAN. Any suggestion that this help from these organi-
zations that receive the Hannon Fox grants that that would help 
us get to those who are not engaged with the VA? 

Ms. CANTOR. I think—this is me speaking—I think it would. I 
think that most of them—you know, I mentioned the study we did, 
70 percent of this doesn’t apply to all those partners, but for those 
that it does apply to, 70 percent of the people that are veterans 
that they work with showed up in VA data. But that means that 
30 percent didn’t. And that is just from the veterans, they also 
serve family members, they also serve caregivers, et cetera. So 
there is—I see at least a 30 percent opportunity there for people 
that they are talking to every single day. 

Senator MORAN. Ms. Cantor, I never thought about, when we 
wrote the Hannon Act that these grants to community organiza-
tions might increase the population of who is served. But your tes-
timony, your conversation with me, that kind of a light bulb went 
off that, I don’t know whether it is true, but it sure seems kind of 
commonsense to me that one way to serve more veterans, those 
veterans who are not engaged in the VA today, can be through a 
community organization. 

Ms. CANTOR. Thank you for that comment. I fully agree. 
Senator MORAN. Okay. Senator King. 
Senator KING. I want to start with two general comments. Num-

ber one, you may wonder where everybody is. At this very moment; 
there is a Classified All-Senators Briefing on the conflict in 
Ukraine. And that this is one of the most dedicated committees in 
the Senate. But I just want you to understand that sometimes we 
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have these inevitable conflicts in terms of time. So that is what— 
that is where everybody is right now. 

Senator MORAN. Senator King is pointing out that he and I are 
supposed to go as well. 

[Laughter.] 
Senator KING. Yes. Yes. Okay, second, in these hearings we al-

ways are talking about how we can improve things, we can do bet-
ter, and they often turn into somewhat negative about the VA. I 
think I can tell you from the point of view of what I hear from my 
veterans in Maine, they really like the care that they are getting 
from the VA. They are impressed by the personal qualities of the 
people that they meet with, and they get—they get great care. 

Now, one of the issues is access. The question is when do you get 
the care? And that is a larger issue. We have got an enormous 
shortage in this country of mental health professionals. In fact, we 
have got an enormous shortage of just about everything. One of our 
major hospitals just told me recently they are short 800 nurses. I 
mean, that is what we are up against. 

So I think we need to understand that it is not for lack of trying 
that the VA is short-staffed, that this is a nationwide problem, in 
and around the VA, but just generally. 

So the question is, I think, what tools can we provide to the VA 
that they can more effectively compete in the workforce market? 
And I don’t expect you to answer that, but if you have any 
thoughts, Ms. Cantor? I want to get this—— 

Ms. CANTOR. That is a really—no, that is a really hard—I mean, 
that is a great, that is a great idea, Senator. I think one of the 
things that this is not necessarily helping with mental health spe-
cifically, but it is a model that could be applied. There is a great 
program out of New York City called ‘‘PROVE’’, that is a peer-to- 
peer model, and they train their social workers in their social work 
program through—to work with veterans. And thereby, in addition 
to helping a peer-to-peer model, which can, again, be upstream 
from other challenges and help people feel connected on campuses. 

It is training a new workforce of culturally competent social 
workers. And I think that models like that could be applied outside 
of the social work space. It is something that could be done. I know 
that—I don’t know the number, but it is my understanding that a 
huge percentage of physicians are partially trained at the VA be-
cause of the high-quality care that—and program and education 
that can be offered there. 

It is surprising to me that it is not a more competitive and inter-
est—and place to work that people would be interested in working. 

Senator KING. Well, I do think this is something we need to 
think about. 

Ms. CANTOR. Yes. 
Senator KING. If this is a competitive marketplace, we are going 

to have to—for example, I learned recently, no one in the Federal 
Government is allowed to be paid more than the President. That 
is $400,000 a year. Try hiring a cardiologist for $400,000. I mean, 
that is the kind of thing that we need to discuss, we need to talk 
about waivers, and to be sure that we have access to the profes-
sionals that we need. 
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Telehealth, Mr. Eaton, you mentioned that, and I don’t know if 
you are aware of the answer to this question. I probably should 
have asked it of the prior panel, but do we have licensure issues 
with telehealth? If you have got a VA facility in Augusta, Maine, 
can a veteran go there and get counseling from a counselor in Ken-
tucky? Do you know? 

Mr. EATON. I am not aware of the VA’s approach and what they 
are able to do across State lines, but I do know through PSYPACT, 
there is a growing number, an overwhelming majority of States 
that are able to have cross-state service through psychology. And 
we leverage that within our Warrior Care Network as well as our 
outpatient. 

Senator KING. Clearly, that is something we need to do. And in 
my talking with veterans and others, mental health, and behav-
ioral health lends itself to telehealth. A lot of people are even more 
comfortable talking to a screen, and they don’t have to wait in a 
doctor’s office and worry about stigma, and who is in the—who is 
sitting in the chair next to them. And you mentioned they have got 
to understand their options, but I think telehealth is an oppor-
tunity to provide the care nationwide that perhaps might not be 
available, particularly in a rural area. 

Mr. EATON. Well, a hundred percent agree. And that is what we 
have seen, you know, when we—— 

Senator KING. I like that on the record. ‘‘A hundred percent 
agree.’’ I appreciate that. 

Mr. EATON. During our survey with our warriors, of those that 
were offered telehealth services, 90 percent accepted that. And 
those that were not offered, only 40 percent said that if they were 
offered, they would not have elected that service. So we see it as, 
again, increasing access, increasing capacity, and it is a positive ex-
perience for veterans. 

Senator KING. And one of the other, in terms of the providers, 
what I am told is, there is a much lower level of missed appoint-
ments; there is a better—they are getting to the appointments, 
which is better for the providers. So I do think that is something 
that we have got to—we have got to work on. 

Ms. Cantor, your thoughts on telehealth? 
Ms. CANTOR. I agree. I think that it makes sense for many peo-

ple. I think that, similar to what we were talking about with com-
munity care, that it comes down to patient choice; and that if that 
is something that they are willing to do, that that makes a lot of 
sense. And I think, missed appointments, in particular, is a missed 
opportunity, and it also, with telehealth, addresses the transpor-
tation problem that is a huge cause of that for in-person visits. 

Senator KING. Particularly in rural areas? 
Ms. CANTOR. Particularly in the rural areas. 
Senator KING. Great. Well, thank you all very much for your tes-

timony, and I appreciate the work that you are doing. And we are 
in a learning mode here, so if there are suggestions, ideas, that is 
what we want to hear, ways that we can try to fix things, whether 
it is—it could be a law change, but it could also be something that 
we can work with the VA administratively, that doesn’t involve a 
law change. 
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If there are things, and we have talked about earlier, you heard 
us talking about the onboarding, and the barriers to bringing new 
people in. So share your thoughts; we are in the idea business 
around here. Thank you. 

Thank you, Mr. Chairman. 
Senator MORAN. Senator King, thank you. Thank you for your 

full, lengthy participation today. 
Senator KING. Sure. 
Senator MORAN. Mr. Eaton, Ms. Cantor, thank you very much for 

your testimony. Thanks for joining us today. 
The Members of the Committee will have one week to submit 

written questions, and we would ask the witnesses to respond to 
them as quickly as possible. 

The Committee is now adjourned. 
[Whereupon, at 5:42 p.m., the hearing was adjourned.] 
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