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Suicide and Traumatic Brain Injury
Among Individuals Seeking Veterans
Health Administration Services

Lisa A. Brenner, PhD, ABPP; Rosalinda V. Ignacio, MS; Frederic C. Blow, PhD

Objective: To examine associations between history of traumatic brain injury (TBI) diagnosis and death by suicide
among individuals receiving care within the Veterans Health Administration (VHA). Method: Individuals who
received care between fiscal years 2001 to 2006 were included in analyses. Cox proportional hazards survival models
for time to suicide, with time-dependent covariates, were utilized. Covariance sandwich estimators were used to
adjust for the clustered nature of the data, with patients nested within VHA facilities. Analyses included all patients
with a history of TBI (n = 49 626) plus a 5% random sample of patients without TBI (n = 389 053). Of those with
a history of TBI, 105 died by suicide. Models were adjusted for demographic and psychiatric covariates. Results:
Veterans with a history of TBI were 1.55 (95% confidence interval [CI], 1.24–1.92) times more likely to die by
suicide than those without a history of TBI. Analyses by TBI severity were also conducted, and they suggested that
in comparison to those without an injury history, those with (1) concussion/cranial fracture were 1.98 times more
likely (95% CI, 1.39–2.82) to die by suicide and (2) cerebral contusion/traumatic intracranial hemorrhage were 1.34
times more likely (95% CI, 1.09–1.64) to die by suicide. This increased risk was not explained by the presence of
psychiatric disorders or demographic factors. Conclusions: Among VHA users, those with a diagnosis of TBI were
at greater risk for suicide than those without this diagnosis. Further research is indicated to identify evidence-based
means of assessment and treatment for those with TBI and suicidal behavior. Keywords: suicide, traumatic brain
injury, veterans

AMONG MEMBERS of the general population,
individuals with a history of traumatic brain in-

jury (TBI) are at increased risk for suicidal behavior as
compared with those without an injury history.1 Silver
and colleagues2 found that those with a TBI reported a
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higher frequency of suicide attempts, 8.1% versus 1.9%
in the general population. In a seminal study, Teas-
dale and Engberg1 reviewed hospital admission records
and found that the incidence of suicide among those
with concussion, cranial fracture, and cerebral contu-
sion/intracranial hemorrhage were increased relative to
the population as a whole.

These findings are particularly relevant in light of the
high rate of TBI being sustained by military personnel
serving in Iraq and Afghanistan3,4 and concerns regard-
ing suicidal behaviors among members of the armed
forces and veterans.5,6 Estimates of military personnel
serving in current conflicts who have either screened
positive or been diagnosed with clinician-confirmed
mild TBI range from 11% to 23%.3,4,7,8 In addition,
recent studies suggest a high rate of TBI among indi-
viduals seeking Veterans Health Administration (VHA)
mental health and substance abuse treatment services.

9,10

According to a recently published report by the
Department of Defense Task Force on the Prevention
of Suicide by Members of the Armed Forces,5 between
2005 and 2009, more than 1100 individuals in the mil-
itary died by suicide. These numbers reflect a sharp
increase in the rate of suicide among mariners and sol-
diers, with the rate of suicide among army personnel
more than doubling.5 Moreover, in comparison with
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members of the general population, suicide rates among
individuals receiving care in the VHA are concerning.11

Despite evidence that suggests that members of the mil-
itary and veterans are at increased risk for suicide and
TBI, no published studies were identified regarding the
relationship between history of TBI and death by sui-
cide among individuals seeking care (inpatient [IP] and
outpatient [OP]) at VHA facilities. This study describes
the relationship between history of TBI and suicide in
this high-risk population.

METHODS

Subjects

The VHA is the largest healthcare system in the
United States and provides a medical benefit pack-
age to all enrolled military veterans. As part of this
package, a range of IP and OP services are offered.
Individuals who received VHA IP or OP healthcare ser-
vices between Fiscal Years (FY) 2001 and 2006 were
included in the analyses (n = 7 850 472). The number
of VHA users identified with a history of TBI during
the observation period (FY 01–FY 06) was 49 626, of
which 105 died by suicide. The numbers of VHA users
(FY 01–FY 06) by TBI severity were 12 159 with con-
cussion or cranial fracture, of which 33 died of suicide,
and 39 545 with cerebral contusion/traumatic intracra-
nial hemorrhage, of which 78 died of suicide. The total
study population of VHA users was 90% men. About
21% of the VHA users in the study were 18 to 44 years
old, 39% were 45 to 64 years old, and 40% were 65 years
old or older. See Table 1 for VHA user characteristics
and Table 2 for VHA users by TBI diagnosis and suicide
status.

Procedures

The IP discharge and OP visit medical record notes
were searched for a diagnosis of TBI (International Classi-
fication of Diseases [ICD]-9 codes).12 Diagnoses of interest

were similar to those used by Teasdale and Engberg,1

who grouped individuals into 3 categories: concussion;
cranial fracture; and cerebral contusion/traumatic in-
tracranial hemorrhage. In the present study, individuals
with the following diagnoses were included in analy-
ses and grouped as follows (ICD-9 codes12 are also pre-
sented): (1) concussion (850), cranial fracture—fracture
of vault of skull (800), fracture of base of skull (801),
and other and unqualified skull fractures (803) and (2)
cerebral laceration and contusion (851); subarachnoid,
subdural, and extradural hemorrhage after injury (852);
other and unspecified intracranial hemorrhage after in-
jury (853); and intracranial injury of other and unspeci-
fied nature (854). Those with more than 1 IP/OP record
with differing TBI-related diagnoses were coded by us-
ing the most severe diagnosis, concussion being least
severe and contusion/hemorrhage being the most se-
vere. Discharge diagnoses that included epilepsy (ICD-9
code 345)12 were excluded.

The IP and OP medical records were also searched for
history of the following psychiatric diagnoses by using
ICD-9 codes12: substance use disorder; bipolar disorder;
major depressive disorder (MDD); other depression, no
MDD; other anxiety disorder; posttraumatic stress dis-
order; and schizophrenia/schizoaffective disorder. See
Table 3 for information regarding VHA users by psychi-
atric diagnosis. Demographic covariates, including age
and sex, Veteran Integrated Service Network (VISN),
and Veterans Affairs (VA) facility where care was last
received, were also identified.

Data regarding vital status and dates and causes of
death from the start of FY 2001 through the end of
FY 2006 were obtained from the National Death In-
dex (NDI). The NDI compiles death record data for
all US residents from state vital statistics offices. The
NDI has the greatest sensitivity in determining vital
status among all available population-level sources of
mortality data.13 Suicide deaths were identified by us-
ing the ICD-10 codes X60 to X84 and Y87.0.14 No
NDI searches were conducted for individuals who used

TABLE 1 Veterans Health Administration users by demographic characteristics

All
Those who died

by suicide
Those who did

not die by suicide

Characteristics N Col% N Col% N Col% P

Total VHA users fiscal years 01–06 7 850 472 100 11 384 100.00 7 839 088 100.00
Male 7 047 314 89.77 11 014 96.75 7 036 300 89.76 <.0001
Age, mean (SD) 57.96 (16.43) 58.13 (15.52) 57.96 (16.44) .2513
Age group

18–44 1 652 937 21.06 2 236 19.64 1 650 701 21.06 <.0001
44–64 3 090 023 39.36 4 779 41.98 3 085 244 39.36
65 or more 3 107 512 39.58 4 369 38.38 3 103 143 39.59
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TABLE 2 Veterans Health Administration users by traumatic brain injury diagnosis and
suicide status, fiscal years 2001 to 2006

Those who
died by
suicide

(N = 11 384)

Those who did
not die by

suicide
(N = 7 839 088)

Bivariate analyses

Diagnosisa N Col% N Col% Odds ratio

Lower 95%
confidence

interval

Upper 95%
confidence

interval P

Any traumatic brain
injury—all
combined

105 0.92 49 521 0.63 1.46 1.21 1.77 <.0001

Concussion/fracture
(combined)

33 0.29 12 126 0.15 1.88 1.33 2.64 .0002

Cerebral contusion/
traumatic
intracranial
hemorrhage

78 0.69 39 467 0.50 1.36 1.09 1.70 .0062

aTraumatic brain injury diagnoses (ICD-9 codes): Concussion/Fracture: Concussion (850); Cranial Fracture—Fracture of vault of skull
(800); Fracture of base of skull (801); Other and unqualified skull fractures (803); Cerebral Contusion/Traumatic Intracranial Hemorrhage:
Cerebral laceration and contusion (851); Subarachnoid, subdural, and extradural hemorrhage after injury (852); Other and unspecified
intracranial hemorrhage after injury (853); Intracranial injury of other and unspecified nature (854).

VHA services in FY 2007 or 2008 and as such were
known to be alive through the end of the observation
period (end of FY 2006). The NDI searches were con-
ducted for all individuals who used VHA services in
FY 2001 and did not have any record of VHA ser-
vice use through FY 2007 or 2008. As described by
McCarthy et al,11 this method was designed to be both
cost-efficient and yield a full population assessment of
vital status and cause of death among all individuals who
received VHA services during the year(s) of interest. In
instances where the NDI search yielded multiple records
as potential matches, procedures described previously
by Sohn and colleagues15 were used to identify “true”
matches.

Data analysis

Cox proportional hazards survival models for time
to suicide in FY 01 to FY 06, with time-dependent co-
variates, were utilized. In the study sample, patients re-
ceived TBI diagnoses at different time points during the
period FY 01 to FY 06 and used the VHA for vary-
ing lengths of time. To conduct multivariate analyses,
we needed to account for these differences in exposure
times. For example, some patients who used the VHA
since FY 01 did not get a TBI diagnosis until FY 05. On
the contrary, some patients may have started using the
VHA in FY 04, received a TBI diagnosis in FY 05, and
died by suicide in FY 06. With these considerations in
mind, we used Cox proportional hazards survival mod-
els for time to suicide with a time-dependent covariate

for TBI diagnosis while controlling for patient demo-
graphics such as age group (18–44 years, 45–64 years,
and 65 years or greater), sex, psychiatric comorbidities,
and VISN. Covariance sandwich estimators were used to
adjust for the clustered nature of the data, with patients
nested within VHA facilities. Recognizing that this sta-
tistical method was computationally intensive—the huge
number of observations (about 8 million records) and
examining a time period of 6 years (FY 01–FY 06)—we
decided to run the analyses for a cohort consisting of
all TBI patients plus a 5% random sample of non-TBI
patients. This approach allowed us to use the data for
all cases, 105 patients who died by suicide and had TBI
(FY 01–FY 06).

Separate multivariate survival models were esti-
mated for any TBI (all combined) and for each TBI
severity (concussion/cranial fracture and cerebral con-
tusion/traumatic intracranial hemorrhage). For each
model, a cohort consisting of all TBI patients plus a 5%
random sample of non-TBI patients was constructed.
For any TBI (all combined), the cohort consisted of all
patients with a history of TBI (n = 49 626) plus a 5% ran-
dom sample of patients without any TBI (n = 389 053).
For concussion/cranial fracture, the cohort consisted of
all patients with a history of concussion/cranial fracture
(n = 12 159) plus a 5% random sample of patients with-
out concussion/cranial fracture (n = 391 019). For con-
tusion/hemorrhage, the cohort consisted of all patients
with a history of contusion/hemorrhage (n = 39 545)
plus a 5% random sample of patients without this his-
tory (n = 389 580).
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TABLE 3 Veterans Health Administration users by psychiatric diagnosis

All
Those who died

by suicide
Those who did

not die by suicide

Diagnosisa N Col% N Col% N Col% P

All VHA users 7 850 472 100 11 384 100 7 839 088 100
Substance abuse 428 301 5.46 1763 15.49 426 538 5.44 <.0001
Bipolar I/II 104 453 1.33 646 5.67 103 807 1.32 <.0001
MDD 232 264 2.96 1219 10.71 231 045 2.95 <.0001
Other depression, no MDD 510 404 6.5 1734 15.23 508 670 6.49 <.0001
Other anxiety 293 631 3.74 1068 9.38 292 563 3.73 <.0001
PTSD 283 456 3.61 849 7.46 282 607 3.61 <.0001
Schizophrenia/schizoaffective

disorder
125 770 1.6 576 5.06 125 194 1.6 <.0001

VHA users with any TBI (combined)
All 49 626 100 105 100 49 521 100
Substance abuse 8368 16.86 32 30.48 8336 16.83 .0002
Bipolar I/II 2265 4.56 10 9.52 2255 4.55 .0292
MDD 4464 9 24 22.86 4440 8.97 <.0001
Other depression, no MDD 7616 15.35 23 21.9 7593 15.33 .062
Other anxiety 4326 8.72 16 15.24 4310 8.7 .0177
PTSD 4880 9.83 23 21.9 4857 9.81 <.0001
Schizophrenia/schizoaffective

disorder
2287 4.61 6 5.71 2281 4.61 .4875

VHA users with concussion/
fracture

All 12 159 100 33 100 12 126 100
Substance abuse 2087 17.16 9 27.27 2078 17.14 .123
Bipolar I/II 588 4.84 2 6.06 586 4.83 .6731
MDD 1198 9.85 10 30.3 1188 9.8 .00092
Other depression, no MDD 1831 15.06 7 21.21 1824 15.04 .3271
Other anxiety 1148 9.44 7 21.21 1141 9.41 .0316
PTSD 1376 11.32 7 21.21 1369 11.29 .0912
Schizophrenia/schizoaffective

disorder
519 4.27 1 3.03 518 4.27 .9999

VHA users with cerebral
contusion/traumatic intracranial
hemorrhage

All 39 545 100 78 100 39 467 100
Substance abuse 6728 17.01 25 32.05 6703 16.98 .0004
Bipolar I/II 1802 4.56 8 10.26 1794 4.55 .0256
MDD 3490 8.83 17 21.79 3473 8.8 <.0001
Other depression, no MDD 6142 15.53 17 21.79 6125 15.52 .1263
Other anxiety 3377 8.54 11 14.1 3366 8.53 .0785
PTSD 3757 9.5 17 21.79 3740 9.48 .0002
Schizophrenia/schizoaffective

disorder
1869 4.73 5 6.41 1864 4.72 .4199

aTraumatic brain injury diagnoses (ICD-9 codes): Concussion/Fracture: Concussion (850); Cranial Fracture— Fracture of vault of skull
(800); Fracture of base of skull (801); Other and unqualified skull fractures (803); Cerebral Contusion/Traumatic Intracranial Hemorrhage:
Cerebral laceration and contusion (851); Subarachnoid, subdural, and extradural hemorrhage after injury (852); Other and unspecified
intracranial hemorrhage after injury (853); Intracranial injury of other and unspecified nature (854).
Abbreviations: MDD, major depressive disorder; PTSD, posttraumatic stress disorder; TBI, traumatic brain injury; VHA, Veterans Health
Administration.

RESULTS

Traumatic brain injury and psychiatric diagnosis

Among all VHA users, significant differences were
identified in the rate of all psychiatric diagnoses be-
tween those who died by suicide and those who did

not (P < .0001) (Table 3). Similar patterns were iden-
tified among those with a history of TBI, though not
across all psychiatric diagnoses. Of note, the rate of
MDD was significantly greater among those with TBI
(all severity levels) who died by suicide versus those
who did not (concussion/cranial fracture, P < .00092;
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TABLE 4 Multivariate survival models for suicide for any traumatic brain injury—all
combined and by severity

Demographic modelsb Adding psychiatric diagnosesc

Diagnosisa
Hazard

ratio

Lower 95%
confidence

interval

Upper 95%
confidence

interval P
Hazard

ratio

Lower 95%
confidence

interval

Upper 95%
confidence

interval P

Any TBI—all
combined

2.00 1.63 2.45 <.0001 1.55 1.24 1.92 <.0001

Concussion/
fracture
(combined)

2.60 1.83 3.71 <.0001 1.98 1.39 2.82 .0002

Cerebral
contusion/
traumatic
intracranial
hemorrhage

1.74 1.43 2.11 <.0001 1.34 1.09 1.64 .006

aTraumatic brain injury diagnoses (ICD-9 codes): Concussion/Fracture: Concussion (850); Cranial Fracture - Fracture of vault of skull
(800); Fracture of base of skull (801); Other and unqualified skull fractures (803); Cerebral Contusion/Traumatic Intracranial Hemorrhage:
Cerebral laceration and contusion (851); Subarachnoid, subdural, and extradural hemorrhage after injury (852); Other and unspecified
intracranial hemorrhage after injury (853); Intracranial injury of other and unspecified nature (854).
bCox proportional hazards survival model for time to suicide, adjusted for gender, age group, and VISN. Adjusted for clustering at the
facility level by using the covariance sandwich estimator. Age groups are “age 18 to 44,” “age 45 to 64,” and the reference group,
“age 65 or older.”
cCox proportional hazards survival model for time to suicide, adjusted for gender, age group, VISN, and psychiatric diagnoses (sub-
stance use disorder, bipolar disorder, major depressive disorder, non-major depressive disorder depression, other anxiety disorder,
posttraumatic stress disorder, and schizophrenia). Adjusted for clustering at the facility level using the covariance sandwich estimators.

contusion/hemorrhage, P < .0001). The rate of sub-
stance abuse was significantly greater among those with
more severe injuries.

Traumatic brain injury and suicide—all combined

Of those with a history of TBI, 105 individuals seeking
VHA IP or OP healthcare services died by suicide during
FY 01 to FY 06. In unadjusted bivariate analyses, those
with a history of TBI were about 1.5 times more likely
(95% confidence interval [CI], 1.21–1.77; P < .0001) to
die by suicide than those without a history of TBI. The
positive association between TBI and suicide was not
explained by the presence of psychiatric disorders or
demographic factors. In survival models controlling for
only patient demographics, those with a history of TBI
were 2.00 times more likely to die of suicide (95% CI,
1.63–2.45; P < .0001). After controlling for psychiatric
comorbidities and patient demographics, those with a
history of TBI were 1.55 times more likely to die of
suicide (95% CI, 1.24–1.92; P < .0001) (Table 4 and
Figures 1 and 2).

Traumatic brain injury and suicide by severity

Of those with a history of concussion/cranial fracture,
33 died by suicide; 78 of those with a history of cere-
bral contusion/traumatic intracranial hemorrhage died
by suicide. Veterans with a history of concussion/cranial

fracture were 1.88 times more likely (95% CI, 1.33–
2.64; P = .0002) to die by suicide than those with-
out a history of TBI. In addition, those with a cerebral
contusion/traumatic intracranial hemorrhage were 1.36
times more likely (95% CI, 1.09–1.70; P = .0062) to
die by suicide than those without a history of TBI. The
positive associations between concussion/cranial frac-
ture, cerebral contusion/traumatic intracranial hemor-
rhage, and suicide were not explained by the presence
of psychiatric disorders or demographic factors. In sur-
vival models controlling for only patient demographics,

Figure 1. Hazard ratios for suicide by traumatic brain injury
severity, adjusted for sex and age.
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Figure 2. Hazard ratios for suicide by traumatic brain injury
severity adjusted for sex, age, and psychiatric conditions.

those with a history of concussion/fracture were 2.60
times more likely to die of suicide (95% CI, 1.83–3.71;
P < .0001). After controlling for psychiatric comorbidi-
ties and patient demographics, those with a history of
concussion/fracture were about 1.98 times more likely
to die of suicide (95% CI, 1.39–2.82; P = .0002). In sur-
vival models controlling for only patient demographics,
those with a history of cerebral contusion/traumatic in-
tracranial hemorrhage were 1.74 times more likely to
die of suicide (95% CI, 1.43–2.11, P < .0001). After
controlling for psychiatric comorbidities and patient de-
mographics, those with a history of concussion/fracture
were 1.34 times more likely to die of suicide (95% CI,
1.09–1.64; P = .006) (Table 4 and Figures 1 and 2).

DISCUSSION

Among individuals receiving care within the VHA,
those with a history of TBI were at greater risk for sui-
cide than those without this diagnosis. Specifically, in-
dividuals who used VHA healthcare services and were
diagnosed with TBI by their VA provider were approxi-
mately 1.5 (95% CI, 1.24–1.92) times more likely to die
by suicide than those without TBI. The positive associa-
tion between history of TBI and suicide risk was not ex-
plained by the presence of psychiatric disorders; that is,
history of TBI had an independent influence on suicide
risk separate from other mental health conditions. This
increased risk was present for individuals across the con-
tinuum of injury severity (concussion/cranial fracture
hazard ratio [HR] = 1.98, cerebral contusion/traumatic
intracranial hemorrhage [HR] = 1.34).

These findings support the need for active TBI screen-
ing and assessment of veterans from all cohorts (eg,
Vietnam). Current practices within the VA were im-
plemented in 2007 and included screening only Op-
eration Enduring Freedom/Operation Iraqi Freedom

(OEF/OIF) Veterans for a history of TBI with persis-
tent symptoms.16 Screening questions query history of
injury event with subsequent alteration in conscious-
ness and presence of immediate and persistent symp-
toms after the event.17 Per the VA policy, if a veteran
responds negatively to any of the questions, the screen
is considered negative.17 As such, those with a history
of TBI without persistent symptoms would screen neg-
ative, thereby potentially limiting available information
regarding TBI history. In the current study, the rate and
nature of persistent symptoms among those identified
with a history of TBI are unknown. It may be that the
presence of persistent symptoms is not necessary for
history of TBI to increase risk for suicide. If this is
in fact the case, further consideration regarding scor-
ing criteria for existing OEF/OIF screening measures
may be needed. Future efforts to increase understanding
regarding the complicated relationships between TBI
history, sequelae, and death by suicide are indicated.

As psychiatric disorders are both highly prevalent
among this population18,19 and known to increase risk
for suicide,20 it is important to assess veterans with TBI
for mental health problems. For all groups, among VHA
users with and without TBI, those with psychiatric di-
agnoses were more likely to die by suicide than those
without these mental health conditions. This was true
across TBI severity levels and suggested that adequately
treating such disorders might reduce risk for suicidal
behavior.

Nevertheless, the increased suicide risk among those
with TBI did not appear to be fully addressed by solely
attending to hallmark symptoms associated with com-
mon mental health conditions (eg, depression). Find-
ings from this study suggested that history of TBI had
an independent influence on suicide risk separate from
other mental health conditions (eg, substance use dis-
order and MDD), thereby further supporting the need
for TBI screening within mental health settings. Further
research is also required to assess other factors that may
contribute to suicidal behavior in this high-risk popula-
tion. For example, there is mounting evidence to sug-
gest that executive dysfunction, due in part to organic
injury, is a risk factor for suicidal behavior in those with
TBI. Mann et al21 found an association between suicide
risk and TBI, and on self-report measures, those with
a history of TBI had higher aggression and impulsiv-
ity factor scores. Among 325 patients with depression
(uni-/bipolar), Oquendo et al22 identified increased sui-
cidal behavior in those with higher levels of aggression.
In their study, aggression was also identified as a risk
factor for sustaining a TBI. Moreover, those with TBI
endorsed higher levels of aggression postinjury, thereby
suggesting that this increase was at least in part related to
their TBI. Findings from the current study coupled with
research regarding executive dysfunction and suicide in
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those with TBI suggest that further work is required
to educate clinicians about assessment and treatment
of TBI sequelae (eg, aggression, impulsivity, poor de-
cision making) that may increase suicidal behavior. It
is also important to note that veterans with TBI may
have a premorbid history of executive dysfunction that
placed them at risk for injury and/or subsequent suici-
dal behavior. Research is needed to assess the role of
executive dysfunction as a risk factor for TBI and/or
suicidal behavior in veterans with and without a history
of TBI.

A limitation of the current study is related to the
use of retrospective data. Moreover, it is likely that
common problems associated with the use of such
data were exacerbated by the challenges associated with
retrospective identification of TBI history23 and health-
care provider misinformation regarding TBI24 (see Cor-
rigan and Bogner23 and Brenner et al24). Although find-
ings suggested that increased risk for death by suicide was
present for those across the injury severity continuum,
further work is required to clarify whether those with
concussion/cranial fracture versus cerebral contusion/
traumatic intracranial hemorrhage are unique popula-
tions. It is likely that factors associated with increased
risk vary depending on the severity of injury sustained.

It may also be that preexisting factors contribute to a
greater degree for a subset of the population (eg, those
with concussion). Finally, additional unexplored covari-
ates (eg, pain) may have contributed to the findings and,
as such, should be examined in the future.

The TBI screening procedures for OEF/OIF were im-
plemented in 2007.17 As such, the presented data are
likely to underestimate the rate of concussion among
VHA users, particularly in the OEF/OIF cohort. Injuries
described in this study were largely not sustained in Iraq
or Afghanistan. In addition, the low base rate of sui-
cidal behavior required that injury types be collapsed.
Replication of this study with Teasdale and Engberg’s1

3 cohorts is indicated.
In a recent systematic search of the literature regarding

TBI and suicide, Simpson and Tate25 suggested that the
study of suicide among the population of those with
a history of TBI continues to be “sparse” and “frag-
mented.” This is particularly true in terms of research
aimed at identifying evidenced-based means of assess-
ment (ie, suicide risk) and intervention (ie, suicide pre-
vention) for members of this high-risk population. Find-
ings from this study support such efforts to decrease
risk for suicide among VHA users with a history of
TBI.
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