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Veterans’ Services

Liliya Gershengoren, Pantea Farahmand, 
and Adam Wolkin

 Introduction

The US Department of Veterans Affairs (offi-
cially “DVA” but still widely referred to as “VA”) 
is a Cabinet-level agency that is directed by the 
Secretary of Veterans Affairs. Integrity, commit-
ment, advocacy, respect, and excellence (iCARE) 
are the core values of the VA. The largest compo-
nent within VA is the Veterans Health 
Administration (VHA), responsible for health-
care and related services (the other divisions 
include Veterans Benefits Administration and 
National Cemetery Administration). The identi-
fied missions of VHA include an emphasis on 
clinical care, advancement in medical research, 
upholding the educational efforts of medical 
training programs, as well as assistance during 
national medical emergencies (US Department 
of Veterans Affairs 2020a).

VA endeavors to meet the medical, surgical, 
and mental health needs of veterans who have 
been discharged from the military under honor-
able conditions. Increasingly over recent decades, 

VA has prioritized mental health care and recog-
nized that mental health is an essential element of 
overall health and well-being. VA strives to con-
sistently integrate mental health services, includ-
ing substance use-associated conditions, with the 
other components of health care. This creates the 
foundation for a comprehensive and progressive 
healthcare system and is the basis by which men-
tal health care for military veterans has evolved 
in the quality and the breadth of the multitude of 
services offered by the VA.

The “Uniform Mental Health Services” 
Handbook (Department of Veterans Affairs 2008) 
exemplifies the principle that mental health con-
cerns are essential and impact the physical well-
ness and quality of life of veterans. It establishes 
the minimum mental health program require-
ments that are to be executed across all VA facili-
ties in order to increase access to mental health 
care. The implementation of the healthcare pro-
grams is facilitated through the operation of mul-
tiple VA medical centers (VAMC), 
community-based outpatient clinics (CBOC), 
and VA community living centers (VA nursing 
home). Medical services continue to be expanded 
as there has also been a longstanding initiative to 
shift care from inpatient facilities to the commu-
nity. In addition to the clinical services provided, 
VA recognizes the impact of mental health stigma 
on adherence with mental health care. Systematic 
study of the enduring effects of combat trauma in 
veterans along with possible effective treatments 
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has been a research focus with wide-reaching 
implications. Consideration of what we now 
identify as post-traumatic stress disorder (PTSD) 
was initially shaped by the experiences of 
Vietnamese veterans and is now a widely recog-
nized implication of combat. In addition to 
PTSD, there have been notable contributions in 
the areas of traumatic brain injury research as 
well as substance use disorders.

This chapter provides an in-depth look at the 
ways that VA strives to realize its four missions 
for the benefit of veterans, caregivers, and their 
communities.

 History and Evolution of the VA

Caring for military veterans is a viewed as a soci-
etal imperative throughout the world and the 
United States has one of the most comprehensive 
systems of any other nation. Going back as far as 
the Plymouth Colony in 1636, disabled soldiers 
were provided with much needed support by the 
colony. Later on, the Continental Congress of 
1776 offered pensions to the disabled soldiers of 
the Revolutionary War. Initially, states and com-
munities were tasked with providing medical and 
hospital care to veterans (US Department of 
Veterans Affairs 2020a).  However, during the 
nineteenth century, the federal government 
authorized the first military veterans medical 
facility and expanded the program to include 
benefits and pensions to veterans as well as their 
widows and dependents:

…to care for him who shall have borne the battle 
and for his widow and his orphan. (Abraham 
Lincoln, second inaugural address)

During the post-World War I era, Congress com-
bined all the veterans programs including disabil-
ity compensation, insurance, and vocational 
rehabilitation, to create the Veterans Bureau. 
During this time, as the nature of the war and 
weapon utilization began to change, it became 
apparent that soldiers who were exposed to vari-
ous chemicals and fumes during their service 
would require specialized medical care. As a 
result, specialized medical hospitals, such as 

tuberculosis and neuropsychiatric hospitals, were 
created to better service the needs of veterans. 
Furthermore, veteran benefits were also extended 
to cover the medical and mental health needs of 
veterans that were not considered to be service- 
related. In 1930, President Hoover created the 
Veterans Administration elevating it to a federal 
administration position.

Over the years and with each subsequent mili-
tary conflict, the VA has continued to evolve to 
the present-day Department of Veteran Affairs, 
which continues to emphasize ambulatory care 
and community access. Over time, VA healthcare 
system has increased from 54 hospitals in 1930 to 
over 1500 healthcare facilities including 144 VA 
medical centers serving about nine million 
enrolled veterans each year.

The VA Maintaining Internal Systems and 
Strengthening Integrated Outside Networks Act 
of 2018 (MISSION Act) fundamentally trans-
formed the VA’s healthcare system as it estab-
lished a new veterans community service 
program. Veterans are empowered to seek medi-
cal care in VA healthcare facilities as well as in 
the community. Consequently, Veterans can con-
tinue to receive efficient, timely, and quality 
medical services which are covered by their VA 
benefits.

 Patient Demographics

When the United States eliminated the draft in 
1973, the military force transitioned from those 
drafted to an all-volunteer force. As a result, the 
military became a more selective experience and 
far less common for Americans. The veteran pop-
ulation declined from 26 million to 18 million, 
and presently about 1 in 8 adult men and 1 in 100 
adult women have ever served in the military. 
Close to 62% of veterans who served in Operation 
Enduring Freedom (OEF), Operation Iraqi 
Freedom (OIF), or Operation New Dawn (OND) 
from 2003 through 2017 have utilized VA health 
care since 2001. The most common diagnoses 
include musculoskeletal disorder (62%), condi-
tions that do not appear to have an immediate 
obvious cause (59%), and mental disorders 
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(58%). Many veterans have multiple diagnoses. 
About five million veterans live in rural areas 
making accessibility to health care a priority for 
the VA (US Department of Veterans Affairs 
2017).

Women became part of the military with the 
creation of the Army Nurse Corp in 1901, 
although in addition to nurses, women served as 
cooks, spies, and soldiers. Since 1973, when the 
draft ended, women have been able to enlist, 
occupy many different roles in all the branches of 
the military, and take part in combat. The number 
of women in the military has been steadily 
increasing, and today they comprise 20% of new 
recruits. About 9% (1.7 million) of all veterans 
are women. Of all the post-9/11 veterans, 17% 
are women. This is a substantial increase from 
the Vietnam War era when women made up 4% 
of all veterans. When compared to the general 
population of women, female veterans are more 
likely to have a college degree and earn a higher 
salary during full-time employment. In fact, a 
greater portion of today’s veterans, both men and 
women, have completed higher levels of educa-
tion than those from older periods such as the 
Vietnam War era  (US Department of Veterans 
Affairs 2017).

 Clinical Services: Mental Health

 Clinical Services: Inpatient 
Psychiatric Care

VA is the largest integrated healthcare systems in 
the United States and perhaps, most notably, 
boasts a universal electronic medical record sys-
tem, which allows for better coordination of care, 
patient follow-up, and patient safety efforts 
(Marcus et  al. 2018). Veterans with acute emo-
tional and behavioral symptoms and those who 
may pose a risk to self or others require a higher 
level of care such as inpatient psychiatric hospi-
talization, focusing on stabilization. VA inpatient 
services follow the recovery paradigm and pro-
vide evidence-based psychiatric care specifically 
tailored to the needs of each veteran. Each facil-
ity provides safe and private rooms for women 

veterans that include locking bedrooms and bath-
rooms. As the number of women joining the mili-
tary service continues to increase, the inpatient 
psychiatric units have undergone remodeling to 
accommodate their growing number. There are 
on average more than 100,000 discharges from 
inpatient units annually (True et al. 2017).

 Clinical Services: Residential 
Rehabilitation and Treatment 
Programs

Residential rehabilitation and treatment pro-
grams (RRTPs) treat veterans with a wide range 
of illnesses and rehabilitative needs (Department 
of Veterans Affairs  VHA Handbook 
2010;  Department of Veterans Affairs VHA 
Handbook 2008). Programs includes medical, 
psychiatric, educational, vocational, substance 
use disorder, and homelessness, among other 
rehabilitative services. Programs specific to men-
tal health are identified as MH-RRTP and include 
psychosocial rehabilitative treatment programs, 
post-traumatic stress disorder programs, sub-
stance abuse residential rehabilitative treatment 
programs, compensated work therapy, transi-
tional residence, and domiciliary care for home-
less veterans. Veterans in need of specialized, 
24/7 structure, due to mental health or substance 
use MH-RRTPs, can seek treatment at 1 of 97 
programs in the nation (Ellerbe et  al. 2017). 
Evidence-based psychosocial services are the 
required treatment modalities provided at the 
MH-RRTPs—such as Seeking Safety, motiva-
tional interviewing for recovery-based programs. 
All VA medical centers are required to provide 
access to MH-RRTP services and can be met on 
local and regional basis through service agree-
ments with other VA hospitals. Each must have 
programs with full capacity to serve veterans, 
including women, who suffer from serious men-
tal illnesses, with trauma syndromes, and with 
substance and alcohol use disorders. These 
embrace subpopulations with homelessness and/
or co-occurring mental illness and substance mis-
use. They also provide ongoing monitoring and 
case management referral ability (Department of 
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Veterans Affairs  VHA Handbook 2010; 
Department of Veterans Affairs VHA Handbook 
2008). To routinely monitor the performance of 
all mental health services including residential 
treatment programs, the Office of Mental Health 
Operations developed the mental health informa-
tion system, using up to 15 required metrics to 
assess access and quality of services, including 
average lengths of stay, and access to treatment 
measures (Trafton et  al. 2013; Ellerbe et  al. 
2017).

 Clinical Services: Ambulatory Care

All new patients referred to mental health ser-
vices are expected to receive an initial evaluation 
within 24 hours and are screened for urgent con-
cerns such as hospitalization or immediate outpa-
tient needs. The initial evaluation can be 
conducted by primary care or other referring 
licensed independent providers. More compre-
hensive diagnostic and treatment planning is 
expected within 30  days of the initial screen. 
Referrals to any service are expected to be com-
pleted within 30  days of the patient’s desired 
appointment. Ambulatory care services include 
particular focus on issues such as PTSD, MST, 
homelessness, and specialty substance use treat-
ment services (Department of Veterans 
Affairs VHA Handbook 2008).

One way the VA has increased access to ambu-
latory care services is through telemental health. 
Telemental health services require a qualified 
mental health professional at VA facility and sup-
port staff at the distal end to arrange the appropri-
ate times, technical support, and space for the 
veteran. As a result of expansion in telemental 
health technologies, VA undertook initiatives to 
expand this service nationally. From 2003 to 
2011, telemental health services expanded ten-
fold and continue to grow to address mental 
health needs across the United States (Godleski 
et al. 2012).

Ambulatory care settings offer comprehensive 
evaluation, individual and group psychotherapy 
(emphasizing evidence-based treatments), neuro-
psychological testing, family education, and case 

management supports (Department of Veterans 
Affairs  VHA Handbook 2008). For individuals 
with severe mental illnesses and challenges with 
adherence to treatment, community outreach is 
conducted via the Mental Health Intensive Case 
Management (MHICM) program. MHICM con-
sists of a multidisciplinary team which includes 
prescribing professionals, social workers, and 
visiting nurses. They provide services to patients 
within a 50 mile radius of a VA facility. Their ser-
vices include crisis intervention, socialization 
skills, budget management, client advocacy 
(comparable to ACT teams in the community, 
medication management, and family/caregiver 
support). Their objectives are to minimize the 
need for hospitalization and improve function in 
the community (Mohamed et al. 2009).

 Clinical Services: Minority-Specific 
Programs

According to the US Department of Veterans 
Affairs, minority veterans are identified as 
African Americans, Asian American/Pacific 
Islander, Hispanic, Native American/Alaska 
Native, and Native Hawaiian. Women veterans 
and lesbian, gay, bisexual, and transgender 
(LGBT) veterans are the two other groups who 
are now also identified as minority veterans. 
According to recent VA data analysis, minority 
veterans were more likely to have been diagnosed 
with post-traumatic stress disorder (PTSD) than 
non-minority veterans. This is often attributed to 
the reality that minority groups in the military are 
most likely to be exposed to trauma. Furthermore, 
Black and Latinx veterans are more likely to lack 
primary care physicians and adhere to treatment 
as compared to White veterans (Saha et al. 2008). 
In 1994, the Center for Minority Veterans was 
established to ascertain and address the health-
care needs of minority veterans. On a local level, 
each VA regional office is expected to have a 
minority veterans outreach coordinator to assist 
with benefits available to minority veterans. The 
Office of Health Equity was established in 
2012  in order to further address the ongoing 
health disparities for veterans despite the prog-
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ress that has already been made over the years. It 
offers training to healthcare providers on topics 
such as unconscious bias and cultural 
competence.

VA facilities offer the services of women vet-
erans program managers to assist and advocate 
for women veterans. Specially designated wom-
en’s health clinics at VA hospitals provide medi-
cal and mental health care suitable to their 
particular needs. Runnals et  al. (2014) noted in 
their systematic review of the literature on veter-
ans’ mental health that the rates of depression 
and non-PTSD anxiety disorders are higher for 
women veterans as compared with male veterans. 
Women veterans also have higher rates of comor-
bidity of PTSD and depression. There are also 
higher rates of depression that is comorbid with 
medical conditions such as diabetes (Runnals 
et al. 2014). Women veterans show higher rates 
of health and functional impairments which is in 
part attributed to the availability of “gender- 
sensitive mental health services” (Runnals et al. 
2014). An increasing number of VA hospitals are 
also developing special programs for women vet-
erans which include services for homeless 
women veterans and those have been victims of 
domestic violence  (US Department of Veterans 
Affairs 2015a).

There are more than one million veterans who 
identify as LGBT and are eligible for health care 
through the VA (Puntasecca et al. 2019). During 
their military service and upon returning to civil-
ian life, LGBT veterans have encountered stigma, 
discrimination, and harassment.

Historically, military ethos has led to anti- 
LGBT sentiment and excluded LGBT people 
from military service. They were faced with the 
possibility of a dishonorable discharge and being 
court martialed if suspected of acts of sodomy 
(Byne and Wise 2020). It was not until the 
Department of Defense policy 1304.26 in 1993, 
also known as “Don’t Ask, Don’t Tell” (DADT), 
that the harassment of LGB service members 
became prohibited. Of note, transgender military 
members were not included in the policy since it 
covered only sexual orientation and not gender 
identity. Homosexuality in the military was still 
not legalized and military personnel were 

expected to conform to gender norms. The DADT 
policy was repealed in 2011 and there has since 
been increased awareness and openness for 
LGBT people in the military (Wise 2019). 
Nevertheless, LGBT individuals continue to 
experience greater frequency of harassment and 
assault as compared to their heterosexual and cis-
gender counterparts in the military.

The VA now recognizes LGBT veterans as 
individuals with “unique healthcare needs” 
(Sherman et al. 2014). There has been an increase 
in research examining the mental health impact 
of discrimination and harassment in the military. 
LGBT veterans are at an increased risk of sui-
cide, depression, and substance abuse (Cochran 
et  al. 2013). Furthermore, transgender veterans 
incur a risk of suicide that is 20 times higher than 
that for the veteran population (Blosnich et  al. 
2013). In order to better address the needs of the 
LGBT veterans, VA hospitals have supported a 
number of interventions and programs. Many of 
the VA hospitals have LGBT care coordinators 
and support outreach initiatives. Transgender 
Education Workgroup within the larger Office of 
Patient Care Services has been tasked with devel-
oping online resources as well as delivering 
webinars about the transgender healthcare 
resources. As of 2011, clinical services available 
to LGBT veterans include medical and mental 
health care, hormone therapy, preoperative evalu-
ation for sex reassignment surgery, and medically 
necessary postoperative care (Mattocks et  al. 
2014).

 Clinical Services: Post-traumatic 
Stress Disorder Programs

The relationship between psychological trauma 
and military service was first documented in 490 
B.C, with early warriors reporting symptoms 
similar to those noted in recent history (Swartz 
2014; Abdul-Hamid and Hughes 2014). In the 
United States, the American Civil War (1861–
1865) had the first documented efforts to provide 
formal medical treatment for the psychological 
effects of war (Da Costa 1871). Shortness of 
breath, rapid pulse, and fatigue were given the 
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name “irritable heart” or “Da Costa’s syn-
drome”—named after the physician who 
researched the PTSD-like disorder—which was 
noted in soldiers during times of fear and stress. 
Though over the years additional names were 
given to describe the disorder (i.e., “shell shock,” 
“battle fatigue,” “post-Vietnam syndrome”), the 
diagnosis of PTSD was not adopted until the 
1970s and officially in 1980 in the DSM III (APA 
1980; Reisman 2016).

Prevalence of PTSD varies among veterans 
across wars. Estimates of lifetime prevalence of 
combat-related PTSD across all US veterans 
ranges between 6% and 31%. Estimates of point 
prevalence rates ranges from 2.2% to 15.2% dur-
ing the Vietnam War, 1.9% to 13.2% during the 
Persian Gulf War, and 4% to17% during the 
Afghanistan/Iraq War (Richardson et  al. 2010). 
Often PTSD is comorbid with other conditions, 
and high rates of comorbidity are seen in military 
veterans. Most commonly, major depression is 
noted to be three to five times more likely in indi-
viduals with PTSD (Rytwinski et  al. 2013). 
Anxiety and substance use disorders are also 
commonly co-occurring (Hoge et  al. 2006; 
Milliken et  al. 2007; Richardson et  al. 2010). 
Estimates of comorbid PTSD and substance or 
alcohol use are as high as 76% (Seal et al. 2011; 
McCauley et al. 2012).

To address the long-lasting wounds of service, 
in 1989, the National Center for PTSD—consist-
ing of seven VA academic centers of excel-
lence—was created within the Department of 
Veterans Affairs. The center provides leadership 
in research and development of evidence-based 
treatments, dissemination of best practices, and 
consultative services for the treatment of PTSD. 
The center has become a leader in research and 
education on PTSD as it exists in all forms—
civilian and military assault, rape, child abuse, 
disaster, etc. (National Center of PTSD, 2020a). 
Access to evidence-based PTSD treatment 
including cognitive processing therapy (CPT) or 
prolonged exposure therapy is widely available at 
VA sites throughout the United States. These ser-
vices are offered in person or via telehealth 
modalities to reach veterans throughout the coun-
try. Similarly, PTSD with comorbid substance 

use disorders, pain, or other psychiatric condi-
tions are provided evidence-based and validated 
treatments such as seeking safety, psychophar-
macology, etc. Levels of care can vary from indi-
vidual outpatient treatment, PTSD groups, and 
inpatient or residential treatment services. To 
augment PTSD care and allow for reentry into 
the community, veterans are also provided psy-
chosocial supports such as help with housing, 
vocational support, and programs for veterans 
leaving state or federal prisons (Department of 
Veterans Affairs  VHA Handbook 2008). The 
VHA also provides funding for innovative and 
leading PTSD research. Some of the most impact-
ful strides made in PTSD care are promoted and 
transmitted by the veterans themselves who are 
each other’s greatest supports as comrades in 
service.

 Clinical Services: Military Sexual 
Trauma Treatment

Military sexual trauma (MST) refers to sexual 
assault or harassment that occurs during military 
service. VA offers a wide range of services for 
victims of MST as part of their treatment and 
recovery (Johnson et  al. 2015). Veterans who 
have suffered MST can receive medical and men-
tal health care related to their experience at no 
cost. VA’s national screening program revealed 
that 1 in 3 women and 1 in 50 men reported expe-
riencing MST during the screening  (Military 
Sexual Trauma 2020). MST is not in itself a diag-
nosis and can affect veterans in different ways. It 
is often associated with poor medical and mental 
health care, increased chronic health issues, and a 
decreased quality of life. Women veterans who 
experienced MST are more likely to be diagnosed 
with PTSD compared with male veteran survi-
vors of MST. Male survivors are more likely to 
present with somatic symptoms and medical con-
ditions as well as depression and PTSD as 
 compared to male veterans who did not experi-
ence sexual assault.

MST-related services include outpatient 
clinic-based therapy as well as inpatient and resi-
dential programs for those veterans who require 
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more intense treatment. There are mixed-gender 
inpatient and residential programs that provide 
separate sleeping areas for their women and men 
veterans. Residential programs available specifi-
cally to women veterans are also offered. A cru-
cial component of MST treatment is risk-reduction 
interventions and an integrated treatment 
approach that considers co-occurring disorders 
such as PTSD, depression, or substance use dis-
orders. The first stage of treatment is focused on 
coping skills followed by the second stage which 
then involves trauma processing. Dialectical 
behavior therapy is used to help develop distress 
tolerance and emotion regulation skills in order 
to prepare the patient for the second stage of 
treatment. Acceptance and commitment therapy 
(ACT) is also often implemented for the treat-
ment of PTSD symptoms. Many VA centers will 
deliberately place their MST clinics within pri-
mary care in order to offer privacy and an envi-
ronment of safety and support. Increased efforts 
to identify MST survivors, diagnose associated 
mental health conditions, and offer evidence- 
based treatment continue on local and national 
levels (Vantage Point 2016). 

 Clinical Services: Suicide Prevention 
Programs

Since 2001, veteran suicides increased 32 percent 
compared with a 23 percent for the US adult pop-
ulation. Veteran suicide rate is 1.5 times higher 
than rate of suicide for the civilian population. 
Furthermore, approximately two-thirds of veter-
ans who died by suicide had not utilized VA ser-
vices (Vantage Point 2016; Warren and Smithkors 
2020). Factors such as mental health conditions, 
substance use conditions, and access to lethal 
means increase the likelihood of suicide.

Suicide prevention strategies mandated by the 
VA include decreasing access to or securing fire-
arms, increasing suicide risk screening, and fur-
ther enhancement of the suicide prevention 
program. One such program is the Recovery 
Engagement and Coordination for Health- 
Veterans Enhanced Treatment (REACH-VET) 
which is a novel predictive model that analyzes 

veterans’ health records in order to identify them 
at an elevated risk for adverse outcomes such as 
suicide. Upon identification, the veteran then is 
closely followed by VA mental health specialists 
and clinicians. REACH-VET initiative was fully 
implemented in 2017 and at the time of this writ-
ing data analysis remains ongoing. However the 
data from the initial 6  months, from March to 
May 2017, indicated that the REACH-VET pro-
gram helped facilitate more healthcare appoint-
ments, increased suicide prevention safety plans, 
and decreased all-cause mortality  (US 
Department of Veterans Affairs 2020b). 

Each VA hospital has designated suicide pre-
vention coordinators (SPC) whose responsibili-
ties include working with the identified High 
Risk for Suicide List (HRL) patients. Veterans 
on the high-risk list have a “flag” placed in their 
medical chart to increase awareness of the ele-
vated suicide risk, thus prompting suicide risk 
assessments during their appointments. 
Furthermore, HRL patients are required to have 
increased contact with their mental health pro-
viders (Warren and Smithkors 2020). Another 
suicide prevention resource is the Veterans Crisis 
Line (988 PRESS 1), a free and confidential sup-
port offered to veterans in crisis adding another 
layer of assistance and access to care. Of course, 
no amount of available resources will be enough 
without ongoing efforts to address stigma of 
mental illness and suicide. Together with 
Veterans (TWV) is one such initiative which 
supports efforts to decrease stigma in rural com-
munities in order to prevent suicide (Warren and 
Smithkors 2020). There are numerous ongoing 
efforts to provide education, support, and 
resources to ultimately prevent veteran suicide.

 Clinical Services: Substance Use 
Treatment Programs

Alcohol, nicotine, and illicit substance use are 
associated with numerous social and health con-
sequences. Despite progress, the use of these 
substances remains a leading cause of prevent-
able death in the United States  (Wilson et  al. 
2020). The 2018 National Survey on Drug Use 
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and Health found that among veterans, 300,000 
had a substance use disorder, 800,000 had alco-
hol use disorder, and 78,000 had both an alcohol 
and substance use disorder (SAMSHA 2020). 
Substance use disorder among veterans is com-
plicated by high rates of co-occurring mental 
health conditions, pain, traumatic brain injuries, 
and suicide (Hankin et  al. 1999; Kaplan et  al. 
2007; Hoge et  al. 2008; Tanielian and Jaycox 
2008). VA’s approach to treating alcohol, nico-
tine, and substance-related disorders is multilay-
ered and involves both innovations in research, 
clinical care, and management of co-occurring 
psychiatric conditions and psychosocial sup-
ports. Veterans have access to substance use 
treatments in a variety of settings at VA including 
telehealth, outpatient, 12-step group, motiva-
tional enhanced treatment, intensive outpatient, 
residential treatment, and inpatient levels of care. 
If services are not accessible at a VA facility clos-
est to the veteran, arrangements are made for 
community care access. As a result of implemen-
tation of specialized, evidence-based treatments 
in VA, rates of treatment response are consider-
ably higher in veterans compared with the gen-
eral population. Though the need to reach more 
veterans is apparent, initiatives and goals of VA 
are to continually expand and develop new ways 
for addressing these diseases (Dalton et al. 2012).

VA addresses alcohol use disorders by inte-
grating screening and treatment in primary care 
and specialty care settings (Hagedorn et al. 2016). 
The use of FDA-approved medications for alco-
hol use disorder, such as naltrexone and acam-
prosate, is published in VA Department of 
Defense Clinical Practice Guidelines for 
Management of Substance Use disorders updated 
in 2015 and recommended for use across setting 
for the treatment of alcohol use disor-
der (Department of Veterans Affairs, Department 
of Defense 2015). 

Innovation in addressing nicotine use disor-
ders has been spearheaded in VA by programs 
and research that focus on improving delivery 
and access to treatments. Services include 
24-hour access to an on-call counselor, individual 
counseling, and use of FDA-approved medica-
tions (Sherman et  al. 2007; Sherman 2008; 

Rogers et  al. 2018). Referrals are facilitated 
through a telephone care coordination program, 
with resultant increased cessation rates (18% ver-
sus 11% in control group) (Sherman et al. 2018).

Efforts to prevent and reduce opioid related 
harms among veterans are a priority for VHA and 
have been a focus of policy initiatives and 
research (Frank et al. 2020). Major comorbidities 
that contribute to opioid addiction and overdose 
are acute and chronic pain and co-occurring men-
tal health illness. In 2019, the VA hosted a state- 
of- the-art conference to address management of 
pain and addiction. Consensus was reached in 
three areas: (1) managing opioid use disorders, 
(2) long-term opioid therapy and opioid tapering, 
and (3) managing co-occurring pain and sub-
stance use disorders. Some key recommendations 
from the conference included increasing access 
to medication for opioid use disorders (MOUD)—
such as buprenorphine, naltrexone, and metha-
done—improving fidelity to evidence-based 
models of MOUD, increasing provider comfort 
with MOUD prescribing, providing wide access 
to team-based care, and improving access to 
evidence- based non-pharmacologic treatments 
for pain (Frank et al. 2020).

 Clinical Services: Social Determinants 
of Mental Health

The VA has numerous programs that provide 
wrap-around veteran services that enable veter-
ans to reintegrate into the workplace and adjust 
back into their families after military service, 
including caregiver and family supports, voca-
tional training, homelessness programs, and legal 
services. In order to be eligible for many of the 
services, the veteran must be within 12  years 
from the date of separation from active military 
service. While in the program, veterans may 
qualify for a monthly payment or a monthly sub-
sistence allowance. The payments are based on 
attendance rates, number of dependents, and type 
of training. In this section we discuss vocational 
support, homelessness programs, and incarcer-
ated veteran programs.
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Vocation Support: The Veteran Readiness and 
Employment (VR&E) program provides job 
training, employment accommodations, resumé 
development, job coaching, and personalized 
counseling to help guide veterans through their 
career paths. Additional services help veterans 
start their own careers or provide independent 
living services for those who are severely dis-
abled and unable to work (US Department of 
Veterans Affairs 2020c).

Homelessness Programs: On a single night in 
January 2018, nearly 38,000 veterans were found 
experiencing homelessness according to a report 
by the Department of Housing and Urban 
Development (HUD). In 2010, that number was 
74,000 (The US Department of Housing and 
Urban Development 2018). Though the overall 
trend shows declines in homelessness, housing 
remains a significant concern for many veterans. 
The National Center on Homelessness among 
veterans conducts and supports research assess-
ing the effectiveness of programs, identifies and 
disseminates best practices, and integrates these 
practices into policies, programs, and services for 
homeless veterans or veterans at risk. Currently 
there are over 30 researchers affiliated with the 
center and are investigating issues related to vet-
eran homelessness in four areas: population- 
based studies, physical and mental health, 
program evaluation, and function and flourishing. 
These four areas identify the contributing causes 
of veteran homelessness, focus on mental and 
physical illnesses that disproportionately affect 
homeless veteran populations, determine how to 
help veterans flourish beyond housing and into 
vocational supports, and investigate existing or 
new models to improve care for veterans (VA 
National Center on Homeless Among Veternas 
2020). A notable program is HUD’s VA 
Supportive Housing (HUD-VASH) program. 
This provides housing vouchers with VA support-
ive services to help veterans and their families 
find and sustain permanent housing. VA case 
managers, as part of the program, connect veter-
ans to heath care, mental health treatment, sub-

stance use counseling, and vocational training. 
Nationwide, HUD-VASH currently works with 
90,000 veterans.

Incarcerated Veterans: Evidence supports spe-
cialty treatment courts for individuals at risk for 
incarceration with co-occurring substance or 
mental health issues for their reduction in recidi-
vism (Huddleston III et al. 2008; Marlowe 2010; 
Sarteschi et al. 2011). In 2007, 10% of the people 
incarcerated in the United States were military 
veterans, with the highest percentage being from 
Vietnam War era service (36% state and 39% fed-
eral prison) (Noonan and Mumola 2007). Of 
those veterans incarcerated, 87% are reported to 
have experienced traumatic events and 31% have 
been formally diagnosed with PTSD (Saxon 
et al. 2001). The Veterans Justice Outreach (VJO) 
program connects veterans in jails, courts, or in 
contact with law enforcement to mental health 
and substance use treatment (Finlay et al. 2016). 
Veteran treatment courts operate independently 
of the VA but are supported by the VJO. They are 
modeled after mental health or drug treatment 
courts (US Department of Veterans Affairs 2015). 
They supervise veterans with charges to ensure 
adherence to treatment and can result in reduced 
or expunged charges following completion of 
treatment (Cavanaugh 2010; Clark et  al. 2010). 
Veterans who completed the program have been 
found to have reduced recidivism, improved 
mental health outcomes, and improved employ-
ment and housing relative to those veterans who 
did not complete the program (Tsai and 
Rosenheck 2016; Knudsen and Wingenfeld 2016; 
Tsai et al. 2018). Of those rearrested, substance 
use, property offenses, and probation violence 
were noted (Tsai et  al. 2018). Those who 
 committed property offenses and probation have 
been speculated to have greater financial hard-
ship post-incarceration (Motivans 2015). Those 
rearrested due to addiction illustrate both the psy-
chosocial challenges and consequences of sub-
stance use disorders among veterans and 
underscore the importance of mandated addiction 
treatment.
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 Medical Research

The Office of Research and Development (ORD) 
is the research and development branch of VA. It 
was established in 1947 and is a congressionally 
mandated research program focused on veteran 
health. It is the only federally funded research 
program that is directly tied to a fully integrated 
healthcare system. In 2019, the ORD budget was 
1.3 billion dollars with 119.1 million and 33 mil-
lion allocated to mental health and substance use 
research, respectively (Congressional Research 
Service 2020). ORD has been a leader in veteran 
and American healthcare innovation for over 
60  years. VA investigators have been awarded 
Nobel Prizes, Lasker Awards, and other distinc-
tions. All the while VA research remains closely 
tied to clinical work, with 70 percent of research-
ers providing direct patient care. ORD promotes 
programs for veterans via ties to federal agencies, 
nonprofit organizations, and private industries 
(US Department of Veterans Affairs, 2020).

Within ORD there are several research ser-
vices. Clinical sciences R&D involves clinical 
trials, comparing existing therapies, and improv-
ing clinical practice. The clinical sciences section 
also oversees VA’s Cooperative Studies Program, 
which is responsible for multisite clinical trials 
and epidemiological research on health issues in 
veteran populations. Rehabilitation R&D sup-
ports research focusing on restoring limbs lost 
due to traumatic amputations, central nervous 
system injuries, loss of sight or hearing, and 
restoring other physical and cognitive impair-
ments. Health sciences R&D supports healthcare 
system and patient outcomes level research. This 
includes quality improvement, increasing access, 
measuring outcomes, and reducing wasteful 
healthcare spending.

The VA launched a major restructuring effort 
in the 1990s (1995–2000) in which the VA transi-
tioned from a tertiary/specialty and inpatient- 
based care system delivering care in a traditional 
model to one that focuses on primary, outpatient- 
based, team, and evidence-based management 
practice. The goals of providing industry-leading 
quality and performance measured services sub-
sequently led to multiple systematic evaluations 

affirming the high quality of care in VA (Jha et al. 
2003; Ashton et al. 2003; Committee on Quality 
of Health Care in America 2001; McQueen et al. 
2004). In an effort to further systematically study 
and enhance VA clinical programs, the VA 
Quality Enhancement Research Initiative 
(QUERI) was created in 1998.

QUERI is a large-scale, multidisciplinary, 
quality improvement initiative that spans clinical 
services including inpatient, outpatient, and long- 
term care settings (McQueen et al. 2004). QUERI 
coordinating centers are staffed by teams of 
researchers and clinical leaders who conduct 
research and evaluation activities that identify 
practices with strong evidence base in clinical 
care and work to implement these practices 
across the VA.  QUERI centers exist for mental 
health and substance use disorder analysis, as 
well as medical conditions such as colorectal 
cancers, HIV/AIDS, diabetes, etc. (McQueen 
et al. 2004). In 1 year QUERI-funded programs 
implemented 50 evidence-based practices for a 
wide range of conditions across VAs nationally.

Some of the successful outcomes and findings 
of QUERI initiatives have concerned antipsy-
chotic medication management and use of opioid 
agonist therapies (McQueen et al. 2004). In both, 
there have been measurable improvements in cli-
nician adherence to best practice recommenda-
tions (Willenbring et al. 2004).

 Education

To educate for VA and for the Nation (Mission of 
the Office of Academic Affiliations 2019).

In accordance with its mission to uphold the edu-
cational efforts for the benefit of veterans, DVA 
supports education and training programs for 
medical, nursing, and allied health profession-
als (Mission of the Office of Academic Affiliations 
2019). Many VA hospitals are affiliated with aca-
demic medical centers and coordinate training as 
part of their training efforts. This unique collabo-
ration was implemented following World War II 
under the leadership of General Omar Bradley, 
Administrator of VA at the time, in order to 
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address the national shortage of physicians. VA 
strives to support and train new health profes-
sionals in order to continue to provide hig-quality 
health care to the veterans and the nation.

VA works in collaboration with 144 out of 152 
accredited medical schools and is affiliated with 
more than 40 other health professional institu-
tions. It is estimated that over 60% of medical 
trainees and about 50% of psychologists spend a 
portion of their training at VA hospitals (Mission 
of the Office of Academic Affiliations 
2019). Nationally recognized specialties such as 
geriatrics, spinal cord injury medicine, and addic-
tion psychiatry have grown and continue to 
develop in part due to the VA’s educational 
efforts. As a result of VA-led initiatives and train-
ing programs, pain management is now accepted 
as a significant healthcare concern. Consequently, 
the VA is a valuable resource in the national edu-
cational efforts of future health professionals.

 Disaster Preparedness: “Fourth 
Mission”

VA’s “Fourth Mission” includes humanitarian 
support and national disaster preparedness in the 
event of war, national emergencies, and natural 
disasters (Veterans Affairs Fourth Mission 
Summary 2020). The Emergency Management 
Strategic Healthcare Group is tasked with devel-
oping comprehensive emergency management 
plans (Koenig 2003). Its purpose is to ensure con-
tinued service to veterans as well as civilians in 
support of local emergency efforts.

Over the years, VA has offered support and 
crucial medical as well as mental health resources 
in the wake of floods, tornadoes, and hurricanes. 
During the unprecedented and devastating 
COVID-19 pandemic, VA pledged to make 1500 
medical beds available to non-veteran patients 
including those living in community nursing 
homes across the country. VA employees were 
also reassigned and deployed to COVID-19 hot 
spots to assist with clinical care (Massarweh 
et al. 2020). While the VA has traditionally pro-
vided care only to veterans, its “Fourth Mission” 
allows it to extend its resources and personnel for 

the benefit of the entire nation (Motivans 2015; 
Tsai et al. 2018).

 Conclusion

The overarching mission of the Department of 
Veterans Affairs has always been to care for and 
honor military veterans. It is the largest inte-
grated healthcare system in this country with 
over a thousand healthcare centers, serving 
close to nine million veterans each year. 
Overtime, VA has evolved and expanded; how-
ever, the spirit of its purpose has not changed: 
serving those who served remains the very foun-
dation of its mission. Clinical services, educa-
tion, research, and disaster preparedness are the 
four missions that inspire its growth and ongo-
ing improvement.
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