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Chairman Lynch, Ranking Member Grothman, and Members of the Subcommittee, thank you 

for the opportunity to testify today. My name is Jack Hammond, and I am a retired Brigadier 

General from the U.S Army. I served in the Army for more than three decades and was honored 

to lead both American and NATO troops in combat during multiple commands in both Iraq and 

Afghanistan. My combat service required me to constantly develop innovative and adaptive 

solutions to be successful while fighting on the treacherous and ever-changing battlefields of 

Southwest Asia and the Middle East. These experiences provided deep insight into the impact of 

these protracted wars, not just on myself, but also my soldiers and our families. After completing 

consecutive deployments to Iraq and Afghanistan, I returned to the U.S. and my wife, a 

registered nurse and former Army captain, noticed changes within me consistent with symptoms 

of PTSD. While she encouraged me to seek care, like many Veterans, it took three years before I 

followed through, enabling me to return for my final command in Afghanistan. When I returned 

home from deployment in 2012, I once again returned to therapy for maintenance care.   

 

Later that same year, I retired from the Army and was shortly thereafter invited to lead the Home 

Base Program, a partnership between the Red Sox Foundation and Massachusetts General 

Hospital, which operates the Nation’s premier Center of Excellence to treat the invisible wounds 

of war. For the past decade, it has been my honor to work alongside an extremely talented group 

of professionals at Home Base where we have developed a range of innovative solutions for the 

complex injuries associated with the invisible wounds of war, enabling our warriors and their 

families to reclaim the lives they richly deserve.  

 

My testimony today is based solely upon my personal experience with PTSD through combat 

exposure, meaning my commitment to the welfare of our Veterans and service members comes 

from leading these troops during multiple combat commands in Iraq and Afghanistan. Over the 

past decade, we at Home Base have made great progress in the development of innovative 

solutions, new models of care, and increased access to the best support available in the country 

for our Veterans, Service Members and their Families. Through this work, we have successfully 

prevented suicides, rebuilt broken families, and assisted these brave men and women to reclaim 

their lives.  

 

Today, I would like to provide you with an alternative perspective on the challenge of Veteran 

and military suicide, based upon my work with mental health and brain injuries, as well as my 

understanding of this at-risk population. I recently read the President’s strategy to “Reduce 

Military and Veteran Suicide” and its five guiding principles, and, while it is exceptional, the  

challenge I foresee involves implementation, an area in which previous plans have fallen short.  
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The solutions I address here today will highlight the need to aggressively approach this challenge 

in a proactive manner within the Department of Defense through two measures: first, the 

development of a far more enhanced Risk Assessment tool for suicide which begins during initial 

training; and second, a combination of Risk Mitigation tools and Preventative Maintenance tools 

that provide the right person with the right tools at the right time. This will allow us to focus our 

limited resources on those who are most at-risk for suicide using an array of tools, all currently 

available to Department of Defense. The second aspect of testimony will focus on a major shift 

from VA-centric care to community-based care in partnership with the VA. Roughly 75% of 

Veterans have never received care from the VA for a range of reasons, yet most discussions on 

Veteran suicide are focused on a single VA solution. This leaves the majority of the Nation’s 

health care systems and community-based clinics on the sidelines. The 550% growth from 

budget and infrastructure of the VA past 20 years is not sustainable, especially when we consider 

the rapidly shrinking Veteran population. Our focus should – and must – be to improve access to 

the highest quality of evidence-based care regardless of the location. 

 

During the height of the pandemic in the Spring of 2020, I was asked by Governor Charlie Baker 

of Massachusetts to construct, staff, train, and operate a 1,000-bed COVID-19 field hospital 

called Boston Hope. The Boston Hope Field Hospital was constructed and operational within ten 

days, ultimately caring for 750 COVID-19 positive patients during a critical three-month period, 

never once losing a patient to this insidious disease. I mention this to highlight how, when we 

work together, we can overcome seemingly insurmountable challenges, leading to great work for 

the good of our communities. As we look at the crisis we now face with Veteran and military 

suicide rates rising rapidly, we must tap into every available resource in the country. At Boston 

Hope, we leveraged the resources of the public and private sector, state and federal governmental 

agencies, military and civilian medical and police forces, and union and non-union labor forces.  

If we harness the incredible power of both the public and private sector, we can stem the tide of 

Veteran suicide. We must demonstrate the same level of flexibility, adaptability, and innovation 

that our warriors demonstrated for the past twenty years on the battlefields of Iraq and 

Afghanistan. As we often say at Home Base, “Their mission is complete. Ours has just begun!” 

 

About Home Base 

 

Home Base is a unique partnership between the most philanthropic sports team in the country – 

the Boston Red Sox, and one of America’s best hospitals – Massachusetts General Hospital 

(MGH). Home Base became operational in 2009 and is dedicated to healing the invisible wounds 

of war through clinical care, research, education and wellness.  We have successfully cared for 

more than 30,000 people through a range of treatment and support programs – all at NO COST 

to warriors or their families. Each day, Home Base cares for some of the most injured warriors 

and family members in the country. It does so by leveraging the extensive resources and faculty 

of the MGH, Harvard Medical School, Spaulding Rehabilitative Hospital, the Massachusetts Eye 

& Ear Hospital, and other elements of the Mass General Brigham Healthcare System, in order to 

deliver world class, evidence-based care to Veterans, actively serving members of the military, 

and military family members. All clinical care, travel, hotels, and meal costs are covered by  
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Home Base through the support of a grateful nation and partnerships with organizations like the 

Wounded Warrior Project, Fisher House Foundation, Navy Seal Foundation, SEAL Legacy 

Foundation, and many others. For more than a decade, Home Base has developed innovative 

treatment programs for PTSD, traumatic brain injury, stress & anxiety reduction, substance use 

disorder, and wellness. It has also engaged in national research and provided clinical training to 

70,000 clinicians from all 50 States. 

 

In 2014, Home Base developed a 2-Week Intensive Clinical Program for PTSD & Traumatic 

Brain Injury which compresses roughly 2-years of therapy into 14-days. The program was 

brought to scale in 2015 through a partnership with the Wounded Warrior Project and three 

Academic Medical Centers (AMC’s) -- UCLA Health, Emory Healthcare, and Rush University 

Medical Center. Together we formed the Warrior Care Network®, a nationwide, comprehensive 

care network that enhances access and provides clinical and family-centered treatment to 

Veterans in need. All four academic medical centers share best practices, address common 

challenges and have a common approach to data collection and outcomes measures. In addition, 

Home Base and the other sites have a functioning MOU with the Department of Veterans 

Affairs, allowing bi-lateral referrals and imbedding VA staff at Home Base to provide rapid 

records transfer, benefits support and reconnection back to the VA upon completion of care. Five 

years of data outcomes collected at four separate AMCs have validated the effectiveness of this 

program. Every two weeks, 2 new cohorts of 12 people are flown to Boston at no cost to the 

veteran or family, with remarkable, documented results.   

 

In 2017, Home Base launched the first dedicated program for the surviving spouses of military 

and Veteran suicide through a national partnership with Tragedy Assistance Program for 

Survivors (TAPS). Home Base’s Families of the Fallen 2-Week Intensive Clinical Program 

(ICP) provides treatment through a multidisciplinary clinical team with individual and group 

treatment as well as holistic, integrative health programs that include art therapy, mindfulness, 

fitness, nutrition and trauma-informed yoga. The program is delivered in a cohort model 

allowing families to create community with those that have experienced similar tragedy and stay 

connected after they complete the program. The intensive and accelerated nature eliminates 

barriers to care by limiting time away from work and family. The program is provided at no out-

of-pocket cost to the participants. In addition, TAPS has implemented a postvention program to 

provide additional support to survivors after they complete their time at Home Base. Home Base 

has three dedicated cohort groups of TAPS survivors each year in this unfunded program and 

will expand as we secure additional funding.   

 

In 2019, Home Base was selected by Naval Special Warfare Medical Command, a subset of 

USSOCOM, to develop a pilot program that could address the complex medical needs of these 

unique warriors – as no program of this type existed. Home Base leveraged our affiliations with 

world renowned health care institutions to launch a four-day Comprehensive Brain Health and 

Treatment Program (ComBHaT Program) that provides coordinated, integrated, multi-

disciplinary specialist evaluation, treatment initiation, and care coordination for active duty and 

Veteran operators with mild and moderate TBIs. Patients receive specialty evaluation from brain  
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injury medicine, neuropsychology, clinical psychology, psychiatry, neuroendocrinology, sports 

medicine, musculoskeletal and vestibular physical therapy. Other evaluations and services are 

provided on an as-needed basis. Accompanying diagnostic tests include neuroimaging, hormone 

evaluation, metabolic testing, other laboratory testing, and cardiovascular and cerebrovascular 

function testing. Treatments are recommended based on evaluations and can include, but are not 

limited to, cognitive rehabilitation, vestibular physical therapy, headache treatment, sleep 

interventions, medication or injection-based therapies for musculoskeletal pain, and home 

exercise programs. Each participant leaves with a comprehensive and personalized treatment and 

rehabilitation plan to implement in their home community. ComBHat is unique in that it is a 

highly efficient, compressed 4-5-day care model that limits the time away from service, work, 

and family. In other healthcare settings, the complex process of scheduling and implementing 

this array specialty appointments would take months if not a year to schedule. Over the past 24+ 

months, more than 200 Navy Seals, Green Berets, Delta Force members, and other SOF troops 

have completed this unique program and 300 more are currently on the waitlist. Seventy percent 

of these men are on active duty, and remarkably 97% have been returned to full duty.   

 

In 2015, Home Base piloted a new series of wellness-based programs in Southwest Florida to 

determine if we could effectively care for and support an at-risk group of Veterans not seeking or 

able to access care at the VA. It began with a health and fitness program hosted on the campus of 

our amazing partners at Florida Gulf Coast University. The Warrior Health and Fitness Program 

was designed in partnership with the strength and conditioning coach for the Red Sox (who is 

also an Iraq Veteran), with a goal to improve our warrior’s health and bring them together as a 

team to assist with transition challenges. Virtual wellness programs were also added with great 

success, but we soon realized that a clinical capability was needed for the thousands of Veterans 

living halfway between Tampa and Miami VA Hospitals.  

 

To address this gap in care, Home Base began a partnership with the Lee Memorial Health 

System in Fort Myers in 2019. A low-cost, high-return clinical program was created in which 

clinicians from the Lee Health Behavioral Health Center were trained and certified in evidence-

based treatment for PTSD by the Home Base Training Institute. Our goal for this effort was to 

build clinical capabilities and capacity in underserved Veteran communities. Through local 

fundraising and support from the Wounded Warrior Project, we now secure 50% of these 

clinicians’ salaries, which enables us to provide evidence-based PTSD care to our Veterans at no 

cost to them. A similar program was developed in Naples, FL for Veterans from Collier County, 

which has enabled us to effectively improve access to care for Veterans living in the 5-County 

Region of Southwest Florida. In 2021, Home Base launched a partnership with Tampa General 

Hospital to assist in developing a Warrior Health and Fitness Program in Greater Tampa. 

Additional discussions are underway to develop a traumatic brain injury program and mental 

health clinic.  

 

Home Base has also begun initiatives with the Navajo Nation and Governor Ducey of Arizona to 

grow clinical access, capabilities and capacity for veterans and families on the Tribal Lands and 

in Arizona, building upon the community-based work we developed in Massachusetts. In 2018,  
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Home Base embarked upon a statewide suicide prevention campaign in collaboration with the 

Governor of Massachusetts, federal, state, & local legislators and officials, 125 Police 

Departments, the VFW, and the VSO’s that work across the Commonwealth. The focus for this 

initiative is to train clinicians in evidence-based care for PTSD and build capacity in underserved 

regions of Massachusetts. In tandem with this effort, we deployed a state-wide program to train 

and activate first responders and VSOs to recognize Veterans exhibiting at-risk behavior and 

connect them to care.  

 

Over the past decade, Home Base has developed an array of programs that range from wellness-

based clinical education to complex clinical care. Throughout this time, we have identified and 

removed most of the boundaries to care to ensure that our Veterans have access to the best care 

available in the country. This program remains exceptional because of the dedicated team of 

clinical professionals at Home Base who take a holistic approach to our treatment programs and 

work with our Veterans to simultaneously address the contributing causes for their mental health 

challenges beyond their clinical trauma. We fully recognize the limiting factor in our ability to 

treat all of those in need of care, and therefore established our Training Institute to grow clinical 

capabilities and capacity in underserved communities. We have learned a great deal by meeting 

with and listening to VSO’s from across the country that remind us that while a community 

driven response is crucial, these efforts are grossly under resourced and face significant shortages 

in clinical providers trained in evidence-based treatment for trauma related injuries. PTSD is an 

injury of avoidance, as are most mental health injuries to include depression, anxiety and stress. 

If untreated, each of these can increase the risk for suicide. When all three are present along with 

the effects of mild traumatic brain and substance use disorders ,there exists a perfect storm of 

injuries that creates a sense of hopelessness which can trigger suicidal ideations. Finally, the 

need for enhanced tools for suicide risk assessment are critically needed. Based upon our work 

with world leading experts from the Harvard Medical School and MGH faculty we have learned 

that the ability for a clinician to accurately predict suicide within their patient is no better than 

chance, but with enhanced risk assessment tools and the integration of machine learning and AI, 

we can develop a highly accurate predictive model that will also produce a clinical decision 

support tool needed to practice precision medicine. That is where the next chapter for Home 

Base will be, and I strongly encourage our friends at the VA and DoD to develop similar plans. 

 

Today’s Military and Veteran Suicide Challenge 

 

After two decades of war, this Nation must now come to terms with the long-term impact of 

these multi-generational combat operations, specifically the human costs associated with 

protracted war. The price for securing our country has been high. Three million Americans have 

deployed to war since September 11th, 2001, and 7,057i of these brave Americans have made the 

ultimate sacrifice to prevent further attacks upon the United States. A staggering 1.8M more have 

incurred some type of permanent disability and more than 30,000 of our post 9/11warriors 

struggling with the invisible wounds have lost that fight and died by suicide here at home.ii  
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Military and Veteran suicide remains a significant and growing threat to the lives of Veterans 

who faithfully served this nation during post 9-11 combat operations. These men and women 

willingly placed themselves at great personal risk to ensure our safety with an implied trust that 

we would care for them if they returned home wounded, or care for their families if they were 

killed. Sadly, we as a nation have fallen short in this task, and four times the number of warriors 

killed in action in post 9-11 fighting have now died by suicide after returning home. Hundreds of 

billions of dollars have been spent to stem the tide of Veteran and military suicide, but thus far 

we have failed to fully mitigate this threat and protect those who were made vulnerable by their 

service. The wake of destruction from suicide does not end with these warriors. Recent data 

collected by the DoD has shown that this insidious threat has metastasized and spread to our 

military families and children. We now know that nearly two hundred military family members 

die by suicide each year based upon data collected since 2017iii.  

 

Now is the time for change if we hope to stem the tide of military and Veteran suicide. The 

definition of insanity is to repeat the same action and expect a different result. Despite our best 

efforts, and the investment of billions of dollars in the VA and DoD, the number of Veteran and 

military suicides continues to rise. A significant course correction can be implemented 

immediately if we decisively engage the incredible resources held within the private sector, 

academic medical centers, and non-profits - which traditionally solve this nation’s complex 

medical challenges. The White House recently published President Biden’s  “Reducing Military 

and Veteran Suicide” strategy, with five priority goals: 

 

1. Improve Lethal Means Safety 

2. Enhance Crisis care and Facilitate Care Transitions 

3. Increase Access to and Delivery of Effective Care 

4. Address Upstream Risk and Protective Factors 

5. Increase Research Coordination, Data Sharing, and Evaluation Efforts 

 

While each of these priorities have great merit, the devil is always in the details. Many great 

plans can often become mired or derailed based upon their organizational aversion to change. 

We have seen a number of new initiatives launched over the past decade in hopes of offering 

Veteran’s access to private sector care, but each time these plans were rendered impotent by 

bureaucratic obstacles that have plagued the VA and challenged the DoD. It remains highly 

questionable whether or not any future attempt to reduce the barriers to VA funded care from the 

private sector will meet any more success than we have seen for the past two decades, unless 

there is a major transformation, and we commit to a true public-private partnership. Time is not 

our friend, as thousands continue to needlessly die each year, and each of these “priorities” 

appear to require lengthy staffing, analysis, and feasibility studies that involve working groups 

comprised of multiple government agencies and a VA centric approach.  

 

Noticeably missing are the private sector and non-profit organizations that are currently 

implementing a range of these solutions or could have the greatest impact. Improving gun safety 

is crucial to preventing impulse driven suicides. But missing from the strategy is engagement  
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with all the “gun” organizations beginning with the NRA and including those who manufacture 

and sell guns, as well as weapons ranges that routinely see gun owners and may notice a change 

in their behavior. Enhancing crisis care is the second priority and there is great discussion on the 

implementation of the 988 Mental Health Crisis line which is a great victory and long overdue.  

But a more pressing challenge echoed by every Veteran Service Organizations is what to do with 

these warriors when they alert us to their ideations at 11 pm on Saturday night after they have 

been drinking? There is a national shortage of VA and mental health facilities with the capacity 

to take this Veterans, and most community hospitals do not have mental health capability – 

especially during non-business hours when the majority of these crisis occur. As we look at 

priority 3’s goal to Increase Access to and Delivery of Effective Care, a multi-agency work 

group will spend a year looking at the barriers to care and making recommendations for actions 

and policy recommendations. The primary issue we have seen across the country is the shortage 

of clinical care providers, trained in evidence-based treatments, who are able to provide this care 

at no cost to the Veteran. There is a national shortage of mental healthcare providers, and this 

remains a central challenge for the VA. If you want to improve access for Veterans to receive 

timely and evidence based mental health care, the VA must actively partner with the private 

sector and non-profit clinics, develop appropriate streamlined referral and funding models, and 

build in quality assurance through existing federal certifications from Medicare and Tricare. I 

will discuss this in more detail under my recommendations.  

 

Based on my 31 years of service in the Army and 10 years leading one of the Nation’s premier 

clinical programs for Veterans, I would like to offer what I believe to be informed 

recommendations.  There are two sides to this coin. One is for the DoD, and it will focus on a 

plan developed by team of experts from Harvard and MGH who routinely advise the World 

Health Organization, the National Institutes of Health, and the military on suicide. This will 

focus on an enhanced risk assessment and mitigation strategy for suicide that will allow us to 

focus our resources and efforts on those with the highest risk for suicide. Based upon the analysis 

of this data we can then developed proactive measures that include enhanced mitigation plans 

and preventive maintenance efforts, rather than focus our energy on crisis response efforts to 

suicidal ideations. It is important to remember that the at-risk population we are concerned with 

is comprised of the healthiest segment of the American population who have already been 

screened for physician and mental health issues. Based upon the impact of their service and 

combat experiences these men and women now face a 200-300% increased chance for suicides. 

Every single high-risk activity that occurs in our military – regardless of whether or not it takes 

place during peacetime training or war – requires a risk-mitigation strategy. I would submit to 

you that the risk of suicide, which continues to claim one life each day, requires an enhanced risk 

assessment & mitigation strategy.   

 

The second side of the coin, provides recommendations for the VA. These are based upon actual 

lessons learned, and the experience gained from solutions that have been developed and 

implemented by Home Base and other non-profit organizations with exceptional success with 

limited resources. The overarching theme for these recommendations is to develop solutions 

based upon significantly enhanced partnerships with private sector organizations, non-profits,  
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and academic medical centers. This care can be provided by organizations with a proven track 

record of success that can work with the VA in a true partnership where top tier care is purchased 

at market value through community-based providers with easy access by providers trained in 

evidence-based care. In addition, it can also be delivered by clinicians from community-based 

health centers who are trained, certified, and paid by VA.  

 

Recommendations for the Department of Defense 

 

In July of 2021, I had the unique opportunity to work with a team of experts (listed below) from 

Harvard Medical School and MGH to develop a suicide prevention strategy for the Army. 

 

Gregory Fricchione, MD 

Associate Chief of Psychiatry 

Director, Benson-Henry Institute for Mind Body Medicine 

Massachusetts General Hospital 

 

Ronald C. Kessler, PhD 

McNeil Family Professor of Health Care Policy  

Harvard Medical School 

 

Matthew K. Nock, PhD 

Edgar Pierce Professor of Psychology 

Chair, Department of Psychology 

Harvard University 

 

Jordan W. Smoller, MD, ScD 

Professor of Psychiatry, Harvard Medical School 

Director, Center for Precision Psychiatry 

Massachusetts General Hospital  

 

Concept 

Suicide is the second leading cause of death among Americans ages 10-34 years, and rates have 

risen by nearly 35% over the past two decades1.  The toll has been even greater among military 

service members (SMs) and veterans. Recent data show that deaths by suicide among military 

personnel and veterans exceed combat-related death by more than 4:1.2 Trying to predict and 

prevent suicide among all Army SMs presents a challenge that cannot be solved with a one-size-

fits-all approach. Some individuals are at very low risk and do not need significant 

prevention resources, whereas for those at very high risk, those same efforts may not be 

enough to make a difference. Reversing this crisis will require a systematic effort not only to 

apply state-of-the-art, evidence-based best practices, but to identify who needs which 

intervention, and when. Recent advances in machine-learning-based prediction algorithms 

present an opportunity to identify a subgroup of individuals at elevated risk and match them with 

individualized prevention plans.  
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We proposed a two-pronged approach to: (1) improve identification of those at risk; (2) optimize 

prevention and intervention selection for the right person at the right time. The Army has unique 

needs for suicide prevention and also unique abilities and existing resources to effect solutions. 

Our proposed approach leveraged these abilities and resources to optimize suicide prevention 

among SMs. Enhanced assessment and risk stratification integrates and builds on the 

comprehensive data the Army collects regarding individual SMs. Our proposed risk mitigation 

strategies leverage an already well-known Crisis Line and an array of available mental health 

interventions and suicide prevention strategies. At all levels, we aim to provide the Army with an 

advanced approach to maximize the potential of these assets in the service of saving the lives of 

SMs by preventing more deaths to suicide. Fundamental to our proposal is also continuous 

quality improvement - a commitment to a scientific process of iterating and improving 

based on outcome data. By combining expertise in machine-learning-based prediction, suicide 

prevention, and the unique needs and assets of the Army this strategy will prevent suicide deaths 

using our strategy of Enhanced Risk Assessment and Risk Mitigation. 

 

Proposal 

The U.S Army does an exceptional job in conducting Risk Assessments for any high-risk training 

or operations to include aviation operations, rappelling, and live fire exercises. If it consistently 

lost 200-300 Soldiers each year to any training event, there would be a strategy developed that 

included two components; Risk Assessment to identify key contributors to the life-threatening 

risks, and a Risk Mitigation Strategy to identify the proactive actions that can be taken to reduce 

the likelihood of a mishap. Our proposal mirrors this structure for the problem of suicide 

prevention. 

 

I. Enhanced Risk Assessment: Who is at greatest risk for suicide? A major challenge for 

delivering effective and cost-efficient preventive measures is the difficulty in identifying who is 

at the greatest risk for suicide and when. Risk for suicide is not evenly distributed across all 

people, and it is critical to identify the smaller subset of individuals where risk is most 

concentrated. Clinical interviews unfortunately cannot be relied on for this purpose. Half of SMs 

who died by suicide from 2004 to 2009 did not have contact with healthcare in the month prior, 

making an in-depth clinical evaluation impossible. Among those who did, structured 

documentation of suicidal thoughts or behaviors was rare (13.8%).4   Additionally, studies have 

shown that clinicians perform no better than chance at predicting who will go on to make a 

suicide attempt 5. However, over the past decade, members of our team have pioneered and 

validated innovative and data-driven approaches to improve risk assessment for suicide and 

suicide-related behaviors.3 Our machine-learning algorithm-based approach has proven to be a 

useful method of stratifying individuals by level of risk in military and civilian samples even 

among people who do not present to healthcare (by integrating with other updating data sources) 

or who do not report suicidal thoughts to a healthcare provider.6-13 In the military context, these 

methods can be used to integrate data across diverse Army and DoD data systems to stratify 

soldiers into those at extremely high risk (e.g. those in the top 10% of predicted risk), high risk, 

moderate risk, and low risk. Prediction accuracy could be improved by including information 

from a universal inception survey (like the Army STARRS New Soldier Survey)14,15 and  
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periodic targeted self-report assessments. Consistent risk stratification could be used to help 

leaders implement appropriate levels of intervention, described below. By leveraging the 

comprehensive data systems employed by the Army, one of the most accurate suicide risk 

prediction systems in existence could be developed and used to address the problem of Soldier 

suicidal behaviors. To support this assessment, we propose to further enhance the aggregation of 

structured data by: 

 

a) Direct Structured Assessment - Inclusion of an enhanced assessment battery at the start of 

service would greatly improve risk prediction models by providing more data and 

potentially more accurate data than exist in current Army and DoD data systems. Use of 

self-report, computerized assessments could cull more honest information from SMs, as 

more confidential modes of reporting can promote higher likelihood of admitting 

thoughts and behaviors experienced as embarrassing or stigmatizing.16,17  

b) Data Extraction - State-of-the-art methods can be used to extract relevant information 

from both structured and unstructured components of existing administrative records. 

This enhanced data warehouse would enable faster and more accurate risk stratification 

tools than currently exist to support decision-making. 

c) Iteration and Model Improvement - Over time, with the accumulation of more data, we 

will be able to continuously update and improve model accuracy. 

 

II. Enhanced Risk Mitigation and Preventive Maintenance: What is the right thing to do at the 

right time for the right person? Once an accurate risk stratification pipeline is developed, we can 

implement Enhanced Risk Mitigation efforts toward those at moderate-to-high risk (as well as 

those who self-identify as needing intervention).18 We propose the development of a scalable 

system for precision prevention using and expanding existing military resources. This could 

build on the model of the existing DoD Crisis Line but provide a new data-driven system to 

match at-risk individuals with the suicide prevention strategy that meets the particular needs of 

that individual at that time. Without a decision-support tool, a SM might be given the wrong 

intervention for their personal risk profile. Or a SM might be given the right intervention but too 

early or too late. Using machine learning to optimize this matching of person, treatment, and 

timing will ensure that the Army can use its assets efficiently and effectively. 

 

a) Curated Prevention Strategies - We propose first to compile all available mental health 

interventions and suicide prevention strategies currently employed by the Army and the 

DoD Crisis Line (for example, the MoodHacker app, referral to psychiatric services, 

Safety Planning, Battle Buddies) to construct a menu of options available along a 

continuum of risk for suicide. This structured system could provide a platform for 

additional interventions to be tested, such as virtual stress resilience groups or peer 

coaching. 

b) Precision Prevention Rule (PPR) - Using data from the DoD Crisis Line and additional 

administrative and survey data, we aim to develop “precision prevention rules” and 

implement them in a clinical decision support tool that can assist the Crisis Line in 

targeting interventions and deploying resources across varying levels of SM risk. This  
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data-driven approach would use machine learning to optimize the matching of individuals 

with options from the available array of interventions, equipping DoD Crisis Line 

responders with the best possible strategy for efficiency and effectiveness in suicide 

prevention. 

c) Iteration and Model Improvement - As we will for the risk prediction model described 

above, we will commit to continuous data-driven iteration and improvement of this 

treatment matching model over time.  

 

In sum, we propose a data-driven, evidence-based approach to continually enhance suicide risk 

assessment and risk mitigation. Crucially, this approach would maximize feasibility by 

leveraging and enhancing the military’s substantial existing resources while applying state-of-the 

art advances in the science and technology of suicide risk stratification and prevention. 

Implementing this platform would also generate a continuous stream of data and experience that 

would enable continual refinement and optimization of the strategy with the goal of substantially 

reducing the rate of suicide among Service Members. 

 

Recommendations for the Department of Veterans Affairs 

 

We no longer have the luxury of time. Thirty thousand warriors who survived the crucible of war 

lost their battle to mental health here at home. This is a National tragedy. In developing these 

plans, we must avoid bureaucratic pitfall of Paralysis by Analysis! These issues have been 

studied for decades now, and there are experts in the private sector, non-profit, and academic 

medicine whose life work has focused singularly on this issue. We do not need to spend years 

conducting feasibility studies and assessments to determine what the challenges and barriers to 

care are? We have studied this for twenty years and have completed studies and assessments that 

clearly articulate the solutions to these challenges. We know what needs to be done, we must 

now demonstrate the political will to implement the clearly defined low-hanging fruit solutions 

while we work on the long-term transformation of the VA that is required to meet the needs of 

Veterans in the 21st Century.  

 

The VA budget has grown by 550% over the past 20 years, and this continued growth is not 

sustainable. Past performance is a strong indicator of future performance, there can be no 

reasonable expectation that the VA can solve this problem alone. Hundreds of billions of dollars 

were added to the VA budget over the past twenty years, and yet we still lose twenty Veterans 

each day to suicide, and this number could grow if there is transformative change in the manner 

in which we care for Veterans.  

 

This is not a call for Privatization. It is, however, a strong recommendation to leverage and 

engage the private sector which already cares for roughly 75% of the (19 million) Veterans 

in this country. Many of whom do not/ cannot/ or will not seek care at the VA.   The 

majority of our Veterans have always received their care from the private sector, with the VA 

traditionally caring for less than 20% of them. Many of those who die by suicide do not receive 

care from the VA and these deaths won’t slow down unless we develop new and innovative  
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solutions. Moreover, we have a rapidly shrinking Veteran population which cannot support the 

type of major construction required by the VA if they were to suddenly have to care for millions 

of additional Veterans not currently being cared for by the VA. In addition, it would be 

irresponsible to spend billions of dollars on new brick and mortar clinics for Veterans when the 

number of Veterans in this country is rapidly falling.  Since 2001 we have lost 30% of the 26 

million Veterans who were alive in 2001, and this number will be further reduced by an 

additional 35% over the next 25 years. This will leave us with only 12 million Veterans in 2045. 

This massive reduction in the number of Veterans precludes our ability to sustain the massive 

investments (> 500% growth over the past 20 years) in infrastructure and budget growth we have 

seen for the past twenty years and demands that we develop 21st century solutions.  

 

The VA has reinvented itself several times over its history, transforming from a system focused 

on caring for combat wounded from World War I, World War II, and Korea, into the first 

National healthcare system. In the 1990’s it transformed again from an inpatient centric program 

to a primarily outpatient care model for chronic illness that was focused on an aging Veteran 

population. We are once again facing a transition point for the VA where it must shed its 

outdated infrastructure and bloated bureaucracy and replace it with a more flexible and adaptive 

model. One with Regional Centers of Excellence to care for our combat wounded as General 

Omar Bradly (the first VA Secretary) intended, and contracted partnerships between the VA and 

top tier academic healthcare systems and community health center to deliver care for chronic 

illness and routine care in community-based setting where the barriers to care have been 

eliminated. 

 

According to the VA, the number of Veterans in the United States is rapidly diminishing. The 

number of veterans decreased by one-third from 26 million to 17 million from 2000 to 2019, 

according to the US Census Bureau,iv and will be further reduced by 35% over the next 25 years 

to 12 millionv. The VA predicted it would care for 3.9 million in 2001 - with an overall budget of 

$40B (with $20.9B for medical care). That budgets have increased by over 550% to $270B in 

2021 (with $97B for medical care) over a period of time when the number of Veteran’s in 

the country was reduced by 30%. Notwithstanding these incredible budget increases, the VA 

still faces significant challenges in reducing Veteran’s suicide, the timely processing of benefits, 

care for women who now make up 20% of our military, and crumbling infrastructure. Given the 

existing challenges facing the VA as it traditionally treats less than 20% of our Veteran 

population, it is inconceivable to expect the VA to take on the additional clinical burden for 

millions of additional Veterans not currently seeking care from them for a host of reasons. It is 

also unrealistic to consider adding billions of dollars in new infrastructure to an organization 

swamped with a surplus of decrepit buildings and real estate, while they simultaneously look at a 

significantly declining patient population.  

 

The key to delivering effective healthcare, especially to the at-risk populations identified in the 

Presidents Military and Veteran Suicide Prevention Strategy, is through community-based 

programs with well-resourced clinical staff trained in evidence-based care.vi  Two of the 

President Biden’s top five priorities in this new strategy focus on;  “Enhancing Crisis Care &  

https://data.census.gov/cedsci/table?q=S2101&tid=ACSST1Y2018.S2101&hidePreview=false
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Facilitating Care Transitions and Increasing Access to and Delivery of Effective Care”. The 

initiatives outlined in this strategy are well thought out, but I believe there will be significant 

challenges in their implementation if they continue to focus heavily on the VA for the solutions. 

For the past ten years, myself and many organizations have worked closely with some incredible 

people and talented clinicians from the VA, but the bureaucratic impediments have always 

prevented any true partnership from developing with the private sector where any meaningful 

reimbursement were made for care provided to our Veterans. Moreover, each of the past attempts 

at improving veteran choice or access to private care has been blunted by bureaucratic 

impediments.  

 

If we truly wish to rapidly expand evidence-based care for mental health and brain injuries for at-

risk Veteran populations and those not currently receiving care from the VA, which is roughly 

75% of our Nation’s Veterans, then we must quickly implement a two-pronged approach engage 

existing top tier healthcare systems and Community Based Health Centers. This will require:  

 

1. Competitive and fair market funding reimbursements that are well above the poorly 

reimbursed Medicare rates. 

2. Streamline referral process to approved VA Community Care Network private sector 

providers that allow direct access to mental health care without having to go through 

a protracted process of VA provider assessment and approval before a referral can be 

made. 

3. Implementation of a national training program run by the VA to ensure that each of 

these institutions have clinical providers delivering evidence-based care.  

 

These three recommendations are all achievable.  Home Base and other organizations have 

already completed the proof of concept for this and proved the economic feasibility as the cost of 

this contracted force is one tenth that of establishing a clinic. In addition, the VA does not pick 

up the long-term retirement expenses of a larger Federal workforce.  With limited financial 

resources Home Base created clinical partnership programs with two existing Healthcare 

Systems in Florida, trained their clinical team members in evidence based mental health trauma 

care, and purchased 50% of their time deliver care to Veterans at no cost. We are discussing a 

broad expansion of this care across Florida with the Governor and State Legislature, and similar 

partnerships are underway with Navajo Nation and the Governor of Arizona. Building this 

capability within these underserved communities also provides a clinical capability that does not 

exist for the general civilian population, where there is significant trauma from assaults, rapes, 

vehicle accidents and other related incidents.  

 

A vision without resources is called a hallucination and for the past two decades our public- 

private partnerships supporting Veterans have been a hallucination. This has required the 

private sector to raise more than $1B to fund care, support, housing, food insecurity, and job 

training for our Veterans. Each of these areas should have been funded by the Government that 

spent trillions of dollars sending them to War. This is not sustainable. There must be fair 

reimbursement for the care delivered at the top clinical programs for this to work, and this will  
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guarantee access to best care in the Nation- which is what these men and women have earned. In 

smaller community-based health centers, where culturally competent care is delivered to 

Veteran’s from underserved communities, the VA should fund full time clinical staff and social 

workers resource specialists to assist with the many issues like unemployment, food and shelter 

insecurity, and other life issues that can often lead to suicide.  

 

Military Families 

The most overlooked casualties for these two protracted wars are our military family members. 

For everyone “Warrior” we know that there are three-five “Worriers.”  With more than 7,000 

post 9-11 warriors killed in action, 30,000 more who died by suicide, and 1.8 million with 

permanently injured, it is clear that we have millions of military family members deeply affected 

by the physical and invisible wounds of war. In 2019 alone 202 military family members died by 

suicide. Private sector Non-Profits have traditionally filled the gap in support and service left by 

our government.  Top among them is an organization called TAPS (Tragedy Assistance Program 

for Survivors), which cares for grieving military families. In 2008, TAPS recognized a growing 

trend in requests for care from families of military suicide. In response they developed a three-

phased approach to a suicide “Post-vention” model to support more than 16,000 military suicide 

loss survivors.vii It remains inconceivable to me that there are no dedicated Federal resources 

available to fund the clinical care for some of the most traumatized people affected by war. 

Given the previously cited concerns for further clinical expansion of Veterans, this care should 

be funded through partnerships with private sector programs already focused on the care and 

support of these highly at-risk spouses, parents, and children of our fallen heroes.  

 

Despite the dedicated commitment of both the Department of Defense and Department of 

Veterans Affairs, the epidemic of veteran suicide not only continues but it appears to be growing. 

We continue to lose more than 20 veterans and 2 service members to suicide each day and have 

lost more than 100,000 to suicide since these wars began back in 2001. Less than 70% of young 

Americans age 18-24 do not meet the minimum requirements to join the U.S. military. Those 

that do, have successfully cleared the physical, mental, educational, or legal screening that 

precludes more than three quarters of military age young adults from serving. For this reason, the 

military members drawn from this top 25th percentile of our population historically have a lower 

rate of suicide, but this rate now shows that our warriors are 2-3 times more likely to die by 

suicide than their civilian peers. Particularly troubling is the fact that the suicide rate for Veterans 

ages 18–34, which constitutes bulk of our Soldiers and Marines at the tip of the fighting spear, 

has increased by 76% from 2005 to 2017.viii 

 

Summary 

Given the multi-factorial nature of suicide, and the range of contributing factors, it is clear that 

there is no “silver bullet” solution to this complex challenge. That is why I believe that we need 

to shift our focus on the proactive efforts to: 

1. Develop a far more sophisticated Enhanced Risk Assessment Tool to determine who is at 

greatest risk for suicide, and an Enhanced Risk Mitigation Prevention Strategies &  
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Precision Preventions Rules that will identify the right thing to do at the right time for the 

right person.  

2. Fully achieve a public private partnership to heal the invisible wounds.  As we look 

towards the response side of care we must always ensure that our warriors and families 

receive evidenced based care from culturally competent providers, and to guarantee that 

all warriors and Veterans have access to top tier evidence-based care there must be a 

transformational shift that allows for fluid access to the best possible care regardless of 

whether it resides in the public or private domain.    
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