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Executive summary 
Over the past two decades, opioid use and abuse have created a public health emergency in 
the United States. As hundreds of thousands of Americans have died from accidental 
overdoses or suicide, public health and elected officials have sought policy solutions. With the 
goals of reducing opioid-related deaths, overprescribing, and opioid use disorder (OUD), state 
and federal policymakers have enacted policies to improve funding, expand research, identify 
and expand best practices, and investigate the causes of the current crisis. 

As part of the significant attention paid to this issue, policymakers often identify groups that 
are especially vulnerable to OUD. Among those vulnerable groups are veterans. By virtue of 
service to our country, especially in a period of ongoing war, veterans report higher rates of 
severe pain and chronic pain than the general population. Those realities create an 
environment where opioid therapies can become widespread and lasting. For veterans who 
are also disproportionately likely to experience mental health conditions such as post-
traumatic stress disorder (PTSD), opioid use can present additional challenges such as 
dependence.  

While combatting the opioid crisis requires federal, state, local, and private efforts, the 
veterans’ population presents a unique opportunity for federal policymakers to play an 
outsized role. Although it should be noted that state, local, and private actors also play 
important roles in helping veterans deal with OUD and aid in the prevention of opioid misuse. 
However, more than 9 million veterans are enrolled in the Veterans Affairs (VA) health care 
program, accessing more than 1,200 facilities in all 50 states, Washington, D.C., and 
territories.1 This allows the federal government to enact changes to health care programming 
that can have a direct impact on a significant percentage of veterans.  

This paper will offer a policy analysis and status update on the opioid crisis among veterans. 
It will proceed in four parts. First, it will describe the scope and depth of the opioid crisis among 
the veteran population, with key attention paid to the unique risks that the veterans’ 
experiences pose. This section also highlights some of the challenges VA has faced in 
addressing this crisis among its patient population. Second, it will review the major legislative 
achievements over the past five years that address the opioid crisis, with attention paid to the 
extent to which veterans’ issues were dealt with directly. Third, it will review the responses by 
VA and other federal departments and agencies to address opioid use disorder and opioid 
related deaths among veterans. This section will also focus on agencies’ responsiveness to 
legislative mandates from Congress. Fourth, it will look ahead to additional changes that can 
be enacted to assist veterans dealing with OUD and to improve the ability of VA to reform to 
meet the needs of the opioid crisis. 

Veterans and the battle against opioid use disorder 
Opioid use disorders happen for a variety of reasons and affect all groups of the American 
population. Although having an opioid prescription is not a necessary nor sufficient condition 
for developing OUD, it can contribute to risk, especially among those suffering from multiple 
physical and mental health conditions, including overuse and abuse of other substances 
including alcohol. Nor is one’s own opioid prescription necessarily the cause of one’s abuse of 
opioids or an overdose. As a 2020 article in the Journal of Law Medicine and Ethics notes, 
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“while opioid prescribing likely contributed to the incidence of opioid use disorder, presumably 
by making opioids more accessible, data do not demonstrate that most people with this 
condition began in a doctor’s office.”2 However, an oversupply of prescription opioids can 
create additional opportunities for OUD via one’s own prescription, diversion to illegal markets, 
and/or unsafe combinations of substances. In other cases, substance use expands beyond 
prescription opioids to illicit opioids like heroin. 

One group especially at risk for developing opioid use disorders are individuals who report 
chronic pain. For decades, doctors relied on opioid therapies as a go-to treatment for 
individuals experiencing severe and/or chronic pain. Over the past 10 years, the United States 
has seen acute fallout from such prescribing habits. According to the Centers for Disease 
Control and Prevention (CDC), the number of opioid prescriptions in the United States peaked 
in 2012, with more than 255 million prescriptions issued that year—a rate of 81.3 
prescriptions dispensed per 100 Americans.3 As America has begun to address the opioid 
crisis, the number of prescriptions and prescribing rates have decreased significantly. 
However, in 2018, there were still about 170 million opioid prescriptions issued in the United 
States.  

Those numbers are staggering across the broader American population, and among one of the 
most vulnerable groups in this environment is America’s veterans. America’s veterans face a 
variety of health challenges related to age and service.  

Service- and combat-related injuries affect a serious number of America’s more than 18 million 
veterans.4 A 2016 National Institutes of Health (NIH) study showed that veterans were over 44 
percent more likely to report “severe pain” in the past three months than non-veterans.5 The 
numbers for chronic pain among veterans is even more alarming. In 2015 testimony before 
the Senate Veterans’ Affairs Committee, Dr. Carolyn Clancy, the Department of Veterans’ 
Affairs Interim Undersecretary for Health described the depth of that problem: “While about 
30 percent of the Nation’s adult population experiences chronic pain, the problem of chronic 
pain in VA is even more daunting, with almost 60 percent of returning Veterans from the Middle 
East and more than 50 percent of older Veterans in the VA health care system living with some 
form of chronic pain.”6 

In addition to chronic pain, America’s veterans also suffer from high rates of Post-Traumatic 
Stress Disorder. According to VA’s National Center for PTSD, 11 percent to 20 percent of 
veterans serving in the wars in Afghanistan and Iraq have PTSD in a given year; that figure is 
about 12 percent for veterans of Operation Desert Storm.7 And research has shown that OUD 
is higher among chronic pain patients who have PTSD.8 The relationship among OUD, PTSD, 
and chronic pain presents a critical risk among veterans who have outsized incidence of the 
latter two conditions.  

The risks chronic pain, PTSD, and OUD present among veteran populations have come to 
fruition. According to the Substance Abuse and Mental Health Services Administration 
(SAMHSA), in 2018, 562,000 veterans reported opioid misuse in the previous year—505,000 
with prescription pain misuse and 59,000 with heroin use.9 While those overall numbers have 
been decreasing, opioid misuse among younger veterans increased significantly from 2016-
2018. In 2018, veterans aged 18-25 reported prescription pain reliever misuse at a rate of 
10.1 percent, nearly double the 5.5 percent incidence in the general U.S. population.10 Among 
veterans with OUD, other substance use disorders, and/or other physical and mental health 
conditions, the risks to human life is real. In 2019, VA Secretary Robert Wilkie noted that 
“veterans are twice as likely to die from accidental overdose compared to the general U.S. 
population.”11 And while those accidental overdoses could come from a variety of substances 
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and the interaction of opioids and non-opioids, opioids--prescription and illicit--contribute to a 
non-trivial portion of those accidental overdoses. 

However, stigma exist across society about dealing with mental health challenges, including 
substance use disorders, anxiety, depression, PTSD, and more. Those stigmas are significant 
among veterans and active-duty servicemembers. A 2008 RAND Corporation Study found that 
in a survey of active-duty service members and veterans, a significant number noted stigma or 
other fears such as employment challenges as barriers for seeking mental health care.12 Such 
findings were echoed in a 2011 Government Accountability Office (GAO) report which noted, 
“The key barriers we identified from the literature that may hinder veterans from accessing 
mental health care from VA, which were corroborated through interviews with VA and VSO 
officials, are stigma, lack of understanding or awareness of mental health care, logistical 
challenges to accessing mental health care, and concerns about VA’s care.”13   

The result is a population of America’s heroes who need mental health care and ultimately do 
not get it. This reality was reflected in a 2018 report from the National Academy of the 
Sciences, Engineering, and Medicine, which found that in a survey of veterans, about half in 
need of mental health care did not receive it.14  

The vulnerability of the veteran community to OUD is unquestionable, and the magnitude of 
the problem gripping those who served is severe. As the opioid crisis grew in severity, it also 
began to capture broader attention from public health officials, the medical community, 
policymakers, media, and the public. And while the crisis is multifaceted, multicausal, and 
difficult to resolve, efforts across governments in the United States have taken root. Some of 
the policy changes have been successful in dealing with different aspects of the broader public 
health issue, and to varying extents, the veteran population has been part of that conversation. 

Veterans Affairs challenges in addressing the opioid 
crisis 
As a medical provider, VA hospitals struggle to catch up with the challenges its patient 
population faced in the battle against opioid use disorder. This experience is similar to the 
experiences faced by public and private health care systems across the country. However, VA’s 
delays in adequately addressing OUD among veterans and its own internal operations that 
contributed to the crisis put at risk a uniquely vulnerable population. And the challenges the 
department faced with a growing population of veterans with OUD and its own pain 
management prescribing practices were both well documented. These problems also arose 
while VA dealt with a series of other management and standardization of care problems system 
wide.  

Despite the complexity of many of these challenges within VA—on issues related to opioids and 
those unrelated—it is important to explore some of those problems to put the broader 
challenge into context. That context also helps clarify the foundation for and goals of 
subsequent reforms and identify areas in which more work can be done.  

In 2004, VA issued a Mental Health Strategic plan intended to address a variety of new and 
ongoing challenges among veterans. This strategic plan included management level changes 
and reforms as well as the allocation of hundreds of millions of dollars for funding-specific 
mental health services across the VA system. The start of wars in Afghanistan and Iraq in the 
early-2000s was part of the impetus for this reform, recognizing that VA would soon face new 
challenges and a new group of combat veterans. Ultimately, “the mental health strategic plan 
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was designed to address gaps in mental health services provided to veterans across the 
country. Some of the service gaps identified by the VA were in treating veterans with serious 
mental illness, female veterans, and veterans returning from combat in Iraq and 
Afghanistan.”15 

However, a November 2006 report from GAO highlighted that the efforts to increase funding 
for mental health services, including substance use treatment, failed to meet promises. 
Underfunding across the system was rampant, and even though “VA had identified them as 
having gaps in substance abuse and/or mental health services prior to the implementation of 
the mental health strategic plan,” millions of dollars of funding earmarked for substance abuse 
treatment went unallocated.16 

Those challenges in VA endured throughout a decade in which hundreds of thousands of 
American servicepeople were deployed in theaters of war at any given time, many serving 
multiple tours and enduring serious physical and mental health injuries. By March 2010, GAO 
issued a subsequent report sounding the alarm on gaps in VA’s ability to meet the substance 
abuse needs of veterans. That report, titled “VA Faces Challenges in Providing Substance Use 
Disorder Services and Is Taking Steps to Improve These Services for Veterans” highlighted four 
key barriers to veterans accessing care for substance use disorders. They include the inability 
to hire/retain substance use treatment personnel, a limited number of beds available for 
treatment, limited use of medication-assisted therapies because of a lack of knowledge and 
training among VA staff, and limited knowledge about treatment efficacy.17 

As thousands of veterans of the Afghanistan and Iraq wars returned home with battle injuries 
including chronic pain, PTSD, and ongoing or new substance use disorders, the VA was 
unprepared and ill-equipped to offer adequate care.  

And in addition to the challenges existing among veterans seeking or in need of treatment, the 
staffing and management problems were compounded by a series of controlled substance-
related scandals at VA. During the 2010s a series of allegations among VA hospitals and clinics 
showed a series missing or stolen pharmaceuticals, missed compliance checks of controlled 
substance handling, and according to an NBC News report, it led to nearly 100 investigations 
by the VA Office of Inspector General (OIG).18  

Ultimately, VA is an institution charged, in part, with providing health care to millions of 
veterans every year. When veterans faced the prospect of a substance use disorder, VA was 
inconsistent in its ability to meet veterans’ needs, and ultimately a series of missteps ranging 
from leadership to practitioners created a system that failed to protect veterans from a growing 
public health crisis: the opioid epidemic. 

The congressional response to the veterans’ opioid 
crisis 
In response to the growing opioid crisis among America’s veterans, GAO, the VA OIG, Congress, 
and the media revealed myriad problems within VA and its facilities. To its credit, VA responded 
with well-intentioned, major reforms including the adoption of a Mental Health Strategic Plan 
(2004), the issuance of the Uniform Mental Health Services in VA Medical Centers and Clinics 
handbook (2008), and the issuance of Clinical Practice Guidelines (CPGs) for chronic pain and 
opioid therapy (2010; updated in 2017). However, problems continued to persist with respect 
to VA’s ability to deal with the crisis.  
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As broader attention was paid to the extent and impact of the opioid crisis, members of 
Congress began to take note and began proposing legislation to help deal with the challenges. 
Early efforts sought to expand the availability of MATs and the expansion of funding for 
substance abuse programs, as well as smaller-scale reforms. However, from a legislative 
perspective little was being passed that sought to deal systematically with the broader opioid 
crisis—causes and effects. In addition, little attention was paid to the specific needs of veterans 
and other vulnerable groups being harmed by opioids. 

Comprehensive Addition and Recovery Act (CARA) of 2016 
Congress would eventually begin working on a broader, comprehensive bill that would bring 
together Democrats and Republicans, advocacy organizations, and existing legislative ideas 
(in Congress and from the outside). In general, efforts between a Republican Congress and a 
Democratic president (Barack Obama) often hit a stalemate because of policy differences, 
politics, and polarization. However, the opioids crisis remained largely buffered from the typical 
factionalism of American politics. 

On July 13, 2016, Congress passed the Comprehensive Addiction and Recovery Act (CARA), 
and nine days later President Obama signed it into law.19 CARA would institute some of the 
most far-reaching reforms related to opioids in the history of Congress. The law focused on 
pharmaceutical opioids and heroin and attacked the problem from a variety of perspectives. It 
included reforms to improve treatment, training (for medical professionals, first responders, 
and law enforcement), education, prevention, and evidence-based research. It authorized new 
task forces and commissions. It again expanded access to MATs and overdose reversal drugs, 
recognizing the important role first responders play in combatting the crisis.  

The law also allocated funding to federal agencies and states. However, this faced challenges 
in Congress with funding levels not as high as the White House preferred, prompting President 
Obama to issue a signing statement that noted: “I am deeply disappointed that Republicans 
failed to provide any real resources for those seeking addiction treatment to get the care that 
they need.  In fact, they blocked efforts by Democrats to include $920 million in treatment 
funding.”20 

Finally, the law also recognized specific, vulnerable groups who required specific attention in 
the midst of the opioid crisis. Provisions of CARA were meant to address challenges faced by 
pregnant women, new mothers, families, incarcerated individuals, and veterans. The attention 
and specific carve-out for veterans occurred because of bipartisan efforts from key advocacy 
groups and members of Congress who recognized the importance of this community in the 
policy conversation. 

The law took critical steps toward addressing the challenges veterans face and the reforms 
were significant. The law implemented changes to veterans’ care, research, practitioner 
guidelines and expectations, VA management and organization, and evidence-based 
researcher. Among the many reforms, there were 12 key areas of reform to assist veterans: 

• Improve/expand the Opioid Safety Initiative 
• Update the Clinical Practice Guidelines (CPGs) for chronic pain and opioid therapy 
• Improve education around CPGs, evidence-based research, and patient screening 
• Improve information/data capabilities department-wide, particularly with regard to 

patient care around OUD 
• Improve the use and access to state Prescription Drug Monitoring Programs (PDMPs) 

and issue a report to Congress on progress 
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• Designate Pain Management Teams in all facilities and each facility to issue a report 
to VA on progress 

• Establish a centralized Office of Patient Advocacy 
• Improve education around the existing, facility-level Patient Advocacy Program 
• Charge GAO to conduct a study/issue a report on the use of opioids in treatment in 

VA 
• Charge GAO to conduct a study/issue a report on the Patient Advocacy Program 
• Establish the Creating Options for Veterans’ Expedited Recovery (COVER) 

Commission and issue a report. 
• Make treatment for OUD cheaper for veterans 
• Pilot a broader program for complementary and integrative health 
• Improve the quality of VA personnel, particularly in the area of pain management 

practices 

Many of the VA-specific reforms reflected weaknesses that had been discovered in the VA 
system through, OIG investigations, Congressional oversight, GAO studies, media inquiries, 
and patient complaints. Two areas in particular highlight the need for specific reform and the 
responsiveness of CARA to those extant needs.  

SUPPORT Act 
The next significant step Congress took to address the opioid crisis came in 2018. In October 
of that year, Congress passed the Substance Use–Disorder Prevention that Promotes Opioid 
Recovery and Treatment (SUPPORT) for Patients and Communities Act.21 This legislation—like 
CARA is broad in scope, not focused specifically on veterans’ needs. However, the law did take 
specific steps that improve service for veterans and incorporates veterans’ needs into broader 
efforts. 

Although not the first of its kind, the SUPPORT Act works to make sure that veterans have a 
seat at the table and take an active part in the conversation around opioid use, treatment, and 
recovery. This is important beyond simply that voice being heard, but it helps normalize the 
idea that veterans are victims of the opioid epidemic and by giving them a seat at the table to 
advocate for those veterans, it helps break the stigma and silence that surrounds veterans’ 
struggles. 

This law assists veterans in three key ways. First, it requires VA to interface its prescribing data 
into state-based PDMPs. The PDMP system requires a two-way flow of information. Not only 
must medical professionals consult the database, but they must also contribute to it in order 
to have the most timely, effective, and comprehensive information on the dispensing of 
prescription drugs to patients. This is especially true for veterans. Some veterans cycle in and 
out of VA health systems based on income, employment, family status, or personal preference. 
Some veterans get healthcare from both VA and private sources. Older veterans may 
supplement Medicare coverage with VA benefits. Thus, a veteran’s health profile may be 
spread broadly inside and outside of VA.  

Second, the SUPPORT Act established a comprehensive peer support counseling program for 
women veterans. Women make up a minority share of America’s veterans and are often 
overlooked as composing a unique subset within the veteran community. A focus on women 
within the conversation around veterans and opioids is critical, given that NIH has shown that 
a significantly higher percentage of female veterans report experiencing severe pain in a given 
year than male veterans.22 In addition, according to SAMHSA, female veterans are more likely 
than male veterans or female non-veterans to report the non-medical use of pain relievers and 
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overall illicit drug dependence or abuse.23 The same report found female veterans are 
significantly more likely than male veterans to report a major depressive episode, any mental 
illness, and serious mental illness.  

Third, under the SUPPORT Act, Congress established the Interdepartmental Substance Use 
Disorders Coordinating Committee (ISUDCC). This committee, coordinated by the Secretary of 
Health and Human Services and the Drug Czar, includes a representative appointed by the 
Secretary of VA. The committee is charged with appointee subcommittees to address specific 
policy needs and to issue a broader report that includes recommendations to strengthen 
existing programs, develop new programs, and to coordinate more effectively across agencies 
to combat substance use disorders. 

VA MISSION Act 
The third major piece of legislation that dealt in part with veterans and the opioid crisis was 
the VA Maintaining Internal Systems and Strengthening Integrated Outside Networks 
(MISSION) Act.24 The MISSION Act was also signed into law in 2018 to modernize and improve 
VA facilities and improving care for veterans. Whereas CARA and the SUPPORT Act were broad 
pieces of legislation focused on substance abuse, with provisions dedicated to veterans, the 
MISSION Act is a veterans-focused law, with provisions dedicated to substance use 
programming. 

First, the MISSION Act focuses on significant challenges that were not fully addressed in CARA 
and other efforts. The law requires the VA Secretary to issue and improve opioid prescribing 
practices and ensure improved education and compliance among practitioners. Education 
around prescribing practices seems straightforward, but serious flaws in practitioners’ 
knowledge and behaviors have been uncovered via investigations and studies.25 In addition, 
the law expands and seeks to ensure VA practitioners’ access to state PDMPs, by requiring 
states to allow individuals who are either licensed or meet the qualifications to be licensed to 
have access to the database without penalty.  

Second, the law requires the VA Secretary to designate at least “peer specialists in patient 
aligned care teams at medical centers of the Department of Veterans Affairs to promote the 
use and integration of services for mental health, substance use disorder, and behavioral 
health in a primary care setting.”26 This program is focused on treatment in a narrow set of 
areas including substance use disorders. It charges the department to roll out this program in 
a staged manner, but ultimately for the peer support program to be system wide. It also 
requires the department to ensure “gender-specific services,” sensitive to the unique needs 
of female veterans.27 

Third, the MISSION Act makes strides to improve the recruitment and retention of personnel. 
This charge is broad and reflects the challenges that all parts of VA face in hiring, retaining, 
and rewarding staff.  

In the course of two years, Congress took significant steps to address the opioid crisis broadly 
and with specific attention paid to vulnerable groups including veterans. Such reforms were 
long overdue and as the legislative progeny described above highlights, the battle against the 
opioid crisis is a multi-faceted, complex, and ongoing effort. CARA, the SUPPORT Act, and the 
MISSION Act will not solve all of the challenges that the opioid crisis presents and the veterans 
community endures. However, they were important steps. The next critical piece of providing 
better, safer, more comprehensive care to veterans involves assessing how well VA has 
responded to these legislative reforms and the extent to which Congress has helped or 
hindered to implementation of its dictates.  
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Assessing the implementation of veterans’ provisions 
of opioid legislation 
In response to the opioid crisis, VA has taken significant steps over the past 20 years in an 
effort to expand treatment and prevention, improve infrastructure, increase education among 
practitioners and patients, and expand research on veteran-specific issues. As new 
generations of combat and non-combat veterans rely on VA and private health systems to 
deliver care, the charge to understand veterans’ specific needs has grown. 

As mentioned above, VA has taken steps to improve its efforts sometimes through internal 
mandates and at other times because of legislative changes. How, then, has VA responded to 
these new mandates, and where has the department succeeded? 

Improving VA’s opioid policies and care provisions 
The VA has successfully instituted a number of reforms in response to recent legislation that 
will have significant effects on the ability of the medical system to assist veterans facing OUD 
and to ensure others receive treatments that avoid ultimately developing OUD. 

First, VA launched the Opioid Safety Initiative (OSI) in 2012 and expanded it nationwide in 
2013. The goal of the OSI was to increase education among patients and practitioners, expand 
urine testing of patients, rely on the PDMP, identify veterans at high risk for OUD, and improve 
prescribing practices, among other changes. Research shows that the implementation of the 
OSI has led to a decreased number of high-dose opioid prescribing and an overall improvement 
in opioid prescribing practices.28 

However, the OSI includes guidance on tapering, leading to mandatory tapering among 
patients, including those using long-term, high dosage opioid therapies. Such tapering 
guidelines are controversial within the scientific community. Evidence of the benefits of 
tapering programs is either limited or not demonstrated in the literature.29 Research shows 
that rapid tapering, including mandatory tapering, increases the risk of negative outcomes in 
patients including increased pain, withdrawal, self-harm, and other physical and psychological 
conditions. This pushed HHS to issue guidance in 2019 that sought to limit tapering to specific 
situations, while monitoring patients for adverse effects.30 

While OSI offers more blanket tapering guidance, other sources suggest a patient-centered 
approach that focuses significantly on conversations and consultation with patients, and 
patient consent to tapering. Manhapra, et al (2017) notes, “The process should also assure 
that patients feel that they are treated with dignity and respect, are involved in decision 
process and remains engaged in continued treatment... Forced involuntary tapers can result 
in poor outcomes and patients feeling abandoned.”31 OSI guidance that pushes tapering, 
without a full appreciation for a patient‘s case creates not only risks in the delivery of safe and 
adequate care. It also creates an ethical challenge for doctors. Such guidance can push 
physicians “to uphold the interests of institutions (many of which have power over the 
physician’s livelihood, at least indirectly).“32 Yet, “if a prescriber adheres to institutional 
pressure to reduce dose despite sincere concern that doing so harms the patient, it is clearly 
unethical for the provider.”33  

While careful monitoring of prescribing practices among VA physicians is important, and 
updated guidance is always necessary to reflect the most up-to-date research, some 
recommendations can lose sight of the importance of patient-centered care. Such concerns 
are especially critical in the context of opioid therapies. 
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Despite the improvements the OSI brought to the VA system, problems still existed, and 
Congress urged VA to expand and improve the initiative via CARA. In response, VA expanded 
and improved the Opioid Safety Toolkit which includes information and educational materials 
for both practitioners and patients about opioid use, opioid use disorders, drug interactions, 
evidence-based research related to the issue, best practices for safe prescribing, and 
resources for seeking help for OUD. 

In addition, and as part of the mandate to improve the OSI, VA—in conjunction with the 
Department of Defense (DOD)—issued the updated Clinical Practice Guideline for Opioid 
Therapy for Chronic Pain (CPG).34  VA describes the CPG as including “objective, evidence-
based information on the management of chronic pain. It is intended to assist healthcare 
providers in all aspects of patient care, including, but not limited to, diagnosis, treatment, and 
follow-up. The system-wide goal of this guideline is to improve the patient’s health and well-
being by providing evidence-based guidance to providers who are taking care of patients on or 
being considered for” long-term opioid therapy.35 The 2017 CPG ultimately updates the 
previous version from 2010 by incorporating the most up-to-date research (through the end of 
2016) as reviewed by a panel of experts organized by VA and the DOD. That research is then 
translated into a clearinghouse of information as well as practitioner guidelines to assist in the 
assessment and treatment of patients, ensure safe prescribing practices, improve the patient 
experience, assist in providing education materials for patients and practitioners, and improve 
outcomes in the VA system.  

Next, CARA charged VA to create a separate Office of Patient Advocacy to monitor the Patient 
Advocacy Program. The Patient Advocacy Program is a critical one within VA that allows 
patients to file complaints or to report other behaviors within the VA system that create 
problems for care. Patient advocates are charged with entering the complaint information into 
a centralized system—Patient Advocate Tracking System (PATS)—and investigate the complaint 
in an effort to resolve it. This new office would focus the management of the nearly three-
decade-long dysfunctional program36 from the previous organizational structure—operating in 
the larger VA Office of Patient Centered Care and Cultural Transformation. It has designated a 
director for the office and carries a mandate of improving training, information, and 
coordination among the VA facilities’ patient advocates.37 And while the goal of the legislation 
was to stand up the office within one year of passage, VA opened it within 18 months in 
February 2018.  

Multiple pieces of legislation have urged VA to improve access to and use of the Prescription 
Drug Monitoring Program (PDMP) in the states. VA has worked to expand practitioners’ access 
to the PDMP, while continuing to educate personnel about its value and importance. As part 
of the revised 2017 CPG, guidelines included use of the PDMP, especially in conjunction with 
urine testing in order to assess both patient history as well as patient risk for misuse or an 
OUD. This move came just after VA’s October 2016 directive (no. 1306), which was updated 
again in October 2019, that clearly outlined VA personnel’s responsibility to use the PDMP, the 
conditions under which it should be used, and how it assists doctors in developing safe and 
effective treatment plans.38 These efforts are important steps in expanding the knowledge 
base among VA personnel, making clear the goals of VA leadership, and standardizing practice 
(and expectations around practice) at all VA facilities. 

Recent legislation also commissioned a series of reports to study and improve a variety of 
programs around veterans and opioids. Three, in particular, have been completed in a timely 
manner and provided excellent recommendations for improvements. The 2016 CARA 
legislation mandated that GAO conduct a review of the Patient Advocacy Program and its 
effectiveness as well as a study of the use of opioid therapies at VA. In addition, that legislation 
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established the Creating Options for Veterans’ Expedited Recovery (COVER) Commission and 
charged it to release a report.  

GAO completed its study of the Patient Advocacy Program and issued its report in April 2018. 
In May 2018, GAO also issued its report from the study of VA’s opioid therapy practices. Each 
of these highlighted challenges within the system and made recommendations as to necessary 
improvements to meet the needs of patients and the mandate from Congress (more on this in 
the next section).  

In the Summer of 2018, the COVER Commission members were appointed. They included a 
wide variety of individuals with diverse backgrounds who could offer key input to areas of 
mental health and substance use disorders, but with a specific focus on veterans.39 This 
commission issued its final report in February 2020. The Commission used surveys, focus 
groups, and other techniques to understand the real needs of veterans with regard to mental 
health care, substance abuse treatment, and access to VA treatment options, among other 
items. Ultimately, the COVER Commission made 10 key recommendations that would improve 
the infrastructure, services, training, education, and research at VA in ways that better reflect 
patients’ mental health needs.40 

Finally, there have been funding changes over the past several years that have focused federal 
money on assisting VA, states, non-profits, researchers, and others to attack the opioid crisis 
among veterans. While VA obviously sits at the center of research, training, education, 
information, and treatment for the veteran population, many other federal agencies have 
directed funds, funding programs or portions of programs to the needs of veterans.41 
Numerous agencies within the Department of Health and Human Sevices (HHS), including the 
National Institute for Health (NIH), the Substance Abuse and Mental Health Services 
Administration (SAMHSA), the Centers for Disease Control and Prevention (CDC) have directed 
funding to assist with the understanding and treatment of OUDs in the veteran population. 

Those agencies are not alone. The DOD, as the producer of America’s veterans, has worked 
actively and with funding to study and improve the transition of soldiers to civilian life. That 
transition process is holistic and mental health care is only part of the myriad issues that the 
Pentagon must consider. However, given the use of opioids in the treatment of soldiers with 
injuries, and the rise in OUDs among active-duty service members, DOD has worked closely 
with VA to improve treatment and prevention among these men and women.  

In addition, funding from the Department of Justice (DOJ) has been used to establish programs 
like Veterans Treatment Courts. Veterans Treatment Courts function as alternatives to 
incarceration for individuals suffering from substance use disorders. The goal is for the court 
to have a greater understanding of the mental health and substance abuse needs of veterans 
and allow that knowledge and experience to assist in determining treatment alternatives that 
are culturally sensitive. 

In fact, the Veterans Treatment Court program has seen success and growth throughout the 
country. The program was established initially in New York in 2008 and since has grown to 
more than 500 courts nationwide. For much of the Obama administration, the program, 
operated out of DOJ’s Bureau of Justice Assistance saw modest growth in annual 
appropriations.42 However, in 2018 Congress passed and President Trump signed the FY2018 
appropriations legislation that dramatically increased funding to $20 million annually. While 
those increases are significant, more must be done. In an effort to expand and improve the 
program, Congress passed the Veterans Treatment Court Improvement Act in 2018 in 
September of that year, which charged VA with hiring additional staff to assist with the program 
across the country.  
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Ongoing challenges to meeting veterans’ needs during 
the opioid crisis 
Despite some of the successful reforms coming out of the recent legislation related to veterans 
and opioids, weaknesses still exist. Broader reforms and efforts are needed across the VA 
system, even in the wake of significant legislation. Those problems do not rest solely at the 
feet of VA. Presidential leadership and greater congressional intervention is necessary, as well. 
While VA’s challenges in this area are numerous, I will highlight some key issues that 
demonstrate the seriousness and complex nature of what faces VA and its patients. 

The prescription drug monitoring program 
It has been long documented that VA has faced severe compliance challenges around 
practitioners using the PDMP in treatment of patients with chronic pain. Legislative efforts to 
change those policies had little effect. Initial guidance from VA to practitioners was vague 
around the requirements to use the PDMP. Additionally, bureaucratic challenges within VA and 
between VA and the states (who administer PDMPs) is well documented.  

A 2018 GAO report highlights these challenges in which VA doctors licensed in one state and 
practicing at a VA facility in a different state, often cannot access the relevant PDMP. In other 
areas, nurse practitioners cannot access the requisite PDMP because of state rules. Finally, 
facilities that serve patients in different states (facilities like those in Kansas City, St. Louis, or 
Cincinnati to name a few), can use the PDMP in the state in which the facility is in but not the 
state PDMP where a patient lives.43 

Those logistical challenges are real. However, the problem with compliance with using PDMPs 
goes beyond circumstances in which state rules or licensure create roadblocks. The figures for 
compliance failure are staggering. The same 2018 GAO report found that among a random 
sample of the medical files of veterans receiving opioid therapy, only 26 percent had their 
name checked in the relevant PDMP.44 Similarly, a VA Office of Inspector General investigation 
found similar failures. The 2019 report estimated that of the 779,000 opioid patients, about 
73 percent of them (567,000) did not have their names checked in the relevant PDMP.45  

These shortcomings put the lives of hundreds of thousands of veterans at risk. Suicide, OUD, 
and accidental overdoses can occur when effective opioid prescribing practices are not 
followed. To echo the point that the failures of VA to comply with PDMP requirements are more 
than just the product of bureaucratic red tape, the 2019 OIG report directs blame at VHA 
management and stewardship. The report notes there were, “inadequate national VHA 
oversight and monitoring led to insufficient local monitoring and accountability at VA medical 
facilities … [and that] this lack of effective national and local oversight and monitoring occurred 
because VHA officials did not always consider PDMP queries a high priority...”46  

In response to the recommendations of the 2019 OIG report, VA updated Directive 1306 
regarding requirements for querying PDMPs. While the steps in the updated directive were in 
the right direction, they came far too late, as VA management under-prioritized a program with 
proven results.  

Patient advocacy program 
Since its inception in 1990, the Patient Advocacy Program has faced challenges. A 2017 report 
from the VA OIG found serious problems in the Patient Advocacy Program. Among those 
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problems were “patient advocacy policies out-of-date and no standardization guidance,” 
“inadequate program and data controls,” and “insufficient human capital management.”47 

These issues highlight how systemic the problems were in this program. Management of this 
program was causing myriad failures throughout the system. CARA’s establishment of the 
Office of Patient Advocacy was one step toward improving the program. Another was updated 
patient advocacy guidance. This guidance issued in Feb. 2018 directly responded to the OIG’s 
concerns over out-of-date and non-standardized policies.48 It clarifies responsibilities within 
the system and seeks to ensure that patient advocates in one VHA facility operate in the same 
manner as peers at another facility.  

A subsequent report, commissioned by Congress under CARA, from GAO in 2018 echoed some 
of the concerns voiced by the OIG more than a year earlier.49 The GAO report highlighted the 
challenges that out-of-date and unclear guidance under which the Patient Advocacy Program 
had been operating under. In response to that specific concern, VHA noted that updated 
guidance from just weeks before the issuance of the GAO addressed those concerns.  

However, the GAO report went beyond concerns over having up-to-date guidance around the 
internal operations of the program. The report also noted that VHA had failed to direct VA 
facilities as to how large of a staff should be included in the program. This led to dramatic 
variation from facility to facility in terms of patient advocates per patient.50 Beyond staff levels, 
the report highlighted the challenges surrounding training needs, data entry compliance and 
practices, and the use of data to analyze program efficacy. 

In addition to the charges from Congress for GAO to conduct studies, CARA also required 
greater information about the patient advocacy program to be distributed to veterans. 
However, even a cursory look at the phone directories of VA Medical Centers around the 
country shows that while many include the contact information for that facility’s patient 
advocate or equivalent, dozens of those medical centers do not even post the phone number 
for those offices. 

Federal funding shortfalls and unfunded mandates 
One area where government has failed to meet its obligations to veterans during the opioid 
crisis involves federal funding. Despite three major pieces of legislation addressing opioids, 
they often came with relatively modest increases in funding, and many came with mandates 
that agencies were expected to accommodate with existing funds—funds that were often 
already insufficient to meet existing mandates. 

Although subsequent appropriations bills have, in some areas, boosted funding for certain 
programming, the ideal place to allocate additional funding would have been the initial 
legislation. The blame for this issue falls directly at the feet of Congress. VA and other agencies 
dealing with the opioid crisis have been asked to institute numerous reforms in an effort to 
assist individuals facing OUD and their families, but Congress frequently fails to give those 
agencies the tools they need to carry out that mission.  

In fact, in the three pieces of legislation mentioned above—CARA, the SUPPORT Act, and the 
MISSION Act—included numerous, explicit examples of a mandate with no additional funding. 
Some of that funding directly affected veterans’ programming. Others were unrelated to 
veterans but highlighted the challenges that many federal agencies face in trying to deal with 
the opioid crisis while being handcuffed by a frugal Congress. In CARA, Congress sought an 
expansion of programs used for “assisting veterans with military emergency medical training 
to meet the requirements for becoming civilian healthcare professionals” and also charged 
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DOJ with evaluating the efficacy of its Opioid Abuse Grant Program. Both mandates explicitly 
came with no additional appropriation.51  

The former seeks to transition veterans with effective job skills, able to assist in combatting 
and dealing with the opioid crisis. The latter program seeks to use the type of program 
evaluation that is critical for management. However, Congress disincentivizes DOJ from 
performing that evaluation or draws funding from other areas of administration in order to 
meet the new mandate. 

Similarly, under the SUPPORT Act, Congress included numerous unfunded mandates including 
the preparation of a report  the “Peer Support Counseling Program for Women Veterans.”52 
Finally, the MISSION Act, charged VA with setting up a pilot program for medical scribes across 
the system, while Congress failed to appropriate additional funding for the program.53 

Those unfunded mandates do not tell the entirety of the story of Congress letting down 
veterans, insufficiently addressing the opioid crisis, and leaving VA and other departments and 
agencies left holding the bill for legislative mandates. Additionally, underfunded mandates can 
be just as problematic and even more pervasive. CARA, the SUPPORT Act, and the VA MISSION 
Act combine for over 400 pages of legislative text including hundreds of specific mandates 
from Congress. Many of those come with additional increases in appropriations, but often—as 
GAO and OIG reports show about VA (and other agencies)—Congress expects more than it 
spends the money to address. Those challenges complicate government-wide efforts to 
address the opioid crisis, especially efforts to address the crisis among vulnerable 
communities like veterans. 

Opioid policy reforms to meet the needs of America’s 
veterans 
Numerous reforms need to take place for America to meet the complex needs of the opioid 
crisis, its victims, and their families. There are also a significant number of changes that need 
to happen simply to meet the needs of a sub-population like veterans. Below, I propose seven 
reforms that will help overcome the challenges that exist in the current system and better 
position VA to serve its patients. 

Funding congressional mandates 
Congress must work closely with agencies to understand their mission, the needs they have to 
meet that mission, and the areas in which they are underfunded. Congressional hearings 
focused primarily on where VA needs additional support in dealing with the opioid crisis is 
essential. It is clear that there is a significant number of mandates that are unfunded or 
underfunded, but Congress needs to be made aware of what those funding shortfalls translate 
to in terms of patient outcomes.  

VA as well as non-profit veterans’ health groups and other advocacy organizations can evaluate 
the effectiveness of current or potential programming. In many cases, this work has already 
been done.54 In other areas, more work must be done. Beyond increased funding, some of the 
reforms that agencies need are not budgetary, but require legal changes to give agencies the 
authority they need to implement changes. An assessment of needed structural reforms can 
be just as important as added money.  
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Leadership on this issue within Congress is essential. Reforms related to veterans’ issues 
occupy a unique space in American politics: it is generally non-partisan. Few elected officials 
lament additional funding to assist veterans, and that de-politicized environment is doubly 
assisted when discussing the opioid crisis. Members must take advantage of that unique 
political setting to advance additional funding for this effort. 

Taking staffing challenges seriously 
One ongoing challenge that VA faces is an inability to hire and retain personnel throughout the 
medical system. Numerous challenges are facing VA in terms of hiring including human capital 
management, location, and relative pay among others. GAO has made recommendations 
regarding how the department can improve hiring and retention.55 VA must make headway on 
those recommendations, including better compensation and incentives to work within the 
system.  

Vacancies in staffing from facility management to physicians and nurses to support staff create 
serious risks for a facility’s ability to meet the needs of its patients. This issue is particularly 
problematic in the context of the opioid crisis. Because of the complex risk assessments 
involved in dealing with chronic and/or severe pain patients, the need for screenings like urine 
testing, requirements to consult PDMPs, in addition to standard clinical needs, this area of 
medicine requires additional time and strategy when crafting a treatment plan. Understaffing, 
particularly in areas relevant to opioid treatment, can rush the delivery of treatment and lead 
to mistakes that can cost lives. 

Taking seriously commission recommendations 
Congress appoints advisory boards, commissions, committees, and working groups frequently 
in all areas of public policy. One of the risks to those institutions is a Congress and/or agency 
that accepts a report and fails to act on it. Recent legislation has appointed several 
commissions to meet in order to deal with the opioid crisis, in some cases with a specific focus 
on veterans. Congress must take the recommendations of these committees as a mandate for 
future legislation. 

The COVER Commission has issued its findings. In addition, GAO and the VA OIG has 
highlighted some of the challenges and necessary reforms within the department. Congress 
has been responsive to the areas of concern and types of reforms highlighted in those reports; 
however, greater responsiveness to this expert-level evaluation is necessary. Congress should 
hold hearings with relevant officials including COVER commissioners, the inspector general, 
and outside groups that support veterans’ issues to prepare the next wave of (funded) reforms 
based on the latest analysis.  

The Interdepartmental Substance Use Disorders Coordinating Committee is currently 
assessing government-wide effectiveness and efficiency in dealing with the opioid crisis. This 
committee has the authority to appoint subcommittees to deal with areas that require specific 
or specialized attention. This committee should focus a portion of its attention to vulnerable 
communities that see unique or outsized challenges with regard to prevention, treatment, and 
recovery from OUD. One of those subcommittees should focus on opioid use and abuse among 
veterans and active duty service members and how VA, DOD, and other relevant agencies can 
coordinate more effectively to serve those individuals. 

Ultimately, the recommendations of the ISUDCC will require a combination of legislative and 
executive action, and when the committee issues its first and subsequent reports, Congress, 
agencies, and the president must be keenly aware of their obligations and powers to put those 
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recommendations to work. It must be a joint effort across government to improve coordination, 
communication, efficiency, and effectiveness. 

Putting evidence-based research and data to work 
VA has at its disposal an enormous about of data about patients, practitioners, personnel, 
facilities, management, and a bevy of other internal operations. It presents the department 
with a treasure trove to identify weaknesses and strengths, to streamline operations, to identify 
bad actors, and to evaluate program performance. In many areas, the department put these 
data to work in order to understand what is happening within the system, and that is 
particularly true within VHA.  

However, despite the availability of data and even the internal analysis of it, VA is often slow 
to make reforms based on the information that is revealed and struggles to rein in bad 
practices, compliance problems, and management failures. VA has been effective at reforming 
its patient advocacy program, issuing updated guidance around prescribing practices, and 
issuing comprehensive clinical guidelines. However, as has been highlighted on numerous 
occasions in a variety of areas within the VA medical system, simply issuing guidance does not 
ensure personnel educating themselves sufficiently with that new guidance nor compliance 
with that guidance. In areas such as these, the department is well positioned to assess the 
effectiveness and responsiveness to new rules and programming. 

For years, GAO has recognized the management problems throughout the VA system. In 
response to those findings, VA leadership under multiple presidents has sought to deal with 
those challenges. However, management failures within VA and particularly the VA medical 
system have continued and are chronic and systemic. VA efforts at broader management 
reform have not yet resolved the myriad challenges the system faces; however, in a system as 
mammoth as VA medical, effective management is the critical centerpiece of an effective 
institution.  

Addressing unnecessary bureaucratic hurdles 
The VA medical system is a complex combination of two large bureaucracies: government and 
health care. This mix can lead to serious hurdles that can cause insufficient care, mistakes, 
management failures, and undesired outcomes. This paper is not the setting to identify each 
of the bureaucratic challenges that VA faces, but one in particular highlights the archetype of 
the type of ongoing challenge that creates an unnecessary problem because of 
intergovernmental rules. 

As noted above, the state-administered Prescription Drug Management Program creates 
significant challenges within VA. In reality, there are two, largely unrelated problems that 
emerge around PDMP consultation within VA hospitals. The first is entirely internal: 
compliance. The second problem is more external: intergovernmental bureaucracy.  

Despite guidance from 2019 that clarifies the obligations of relevant VA health care 
professionals with regard to PDMP querying, there are likely to remain compliance problems, 
and VA should use data analytics to monitor this activity, investigate non-compliance, and take 
disciplinary action where necessary. 

Congress, VA, and states must work more effectively to overcome these hurdles. There is little 
reason why waivers cannot be granted efficiently, memoranda of understanding cannot be 
entered into and/or Congress cannot devise a sufficient program to generate complete state-
level compliance with VA personnel needs for querying relevant PDMPs. Given the value of 
PDMP consulting, such action must be an immediate priority. Because many veterans receive 
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health care from both VA and non-VA sources and because OUD carries with it broader social 
costs beyond the patient and his or her health care setting, it is in the interest of federal, state, 
and local officials to devise a comprehensive and permanent fix to this issue. 

Overcoming bureaucratic challenges within VA requires first the identification of relevant 
parties with responsibility over a problem, analyzing the problem, devising an effective 
resolution plan, and implementing that plan. Each of these bureaucratic challenges will look 
different, involve different actors, and thus require different strategies, but effective 
management should be able either to fix the problem or work within the proper institutional 
constructs to find a solution. Problems like those associated with querying the PDMP is not 
just a bothersome example of red tape; it is a failure that costs the lives of veterans every year. 

Acknowledging the opioid crisis as a long-term health policy challenge 
As governments and medical systems begin to round the corner on dealing with the opioid 
crisis, one key risk threatens to derail effort: complacency. As OUD diagnoses drop and opioid-
related deaths decline, it will be important to understand that much work lies ahead. The 
number of annual drug-related deaths in the United States is staggering (around 70,000 
yearly), many of which involve opioids primarily or the interaction of opioids and other 
substances. Even if that number (and the relative number among veterans) declines by 20 
percent, that would still mean 56,000 Americans will die from drug overdoses each year. That 
number is unacceptable.  

A decline in the number of opioid-related deaths does not signal a reason for agencies, or 
especially Congress, to divert attention from the problem. If anything, it will signal that 
processes are working in the field and that greater focus, funding, and effort could reduce 
those figures even more. Lessons are learned in the public health arena all the time regarding 
the importance of continued effort and education regarding a disease, disorder, or other health 
care problem. The current COVID-19 pandemic highlights what happens when the attention of 
leadership is diverted and the public begins to ignore government warnings: the problem can 
worsen. Opioids use will remain a public health challenge in the United States for a long period 
of time and the future must include a recommitment to the cause of using science and policy 
to address it. 

Mobilizing opioid policy responses during periods of crisis 
Research has demonstrated that pain patients facing mental health crises are more likely to 
develop an OUD. Individual crises happen all the time for a variety of reasons specific to a 
given patient, his environment, and his situation. However, other periods in time systematically 
affect environments that can impact the mental health of significant portions of the American 
population. At the time of the writing of this paper, America faces several. We are in a pandemic 
that has generated unprecedented social distancing and the need to quarantine. Millions of 
Americans have been diagnosed with a new disease that medicine knows little about, and that 
disease has killed well over 100,000 people. In addition, the pandemic has caused a recession 
that included the sharpest job losses since the government has maintained such records. 
Meanwhile, multiple incidents of police violence have generated unrest and protesting in 
communities across America that highlights the daily struggles that systemic racism creates 
for communities of color.  

Any one of these situations can be and will be a mental health stressor for many Americans. 
For veterans and others who have a history of an OUD or for pain patients without an OUD but 
in the middle of an opioid therapy regimen, the risk of an opioid misuse increases. Combined 
with many otherwise healthy patients avoiding hospitals and other medical facilities out of fear 
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of contracting COVID-19, one can suspect that some number of patients in need of mental 
health services and/or substance abuse treatment will not receive it or will delay receiving it. 

Congress must recognize the risks that the current set of crises (as well as future national 
crises) can have a significant and negative impact on the national effort to combat the opioid 
crisis. Congress should have addressed this issue in a serious, comprehensive way during the 
early passage of emergency legislation to deal with the pandemic and recession. However, the 
institution failed to do so. Any future legislative packages intended to address the fallout of 
these crises must take into account the reality that while COVID-19 is a public health 
emergency, the associated mental health challenges will be a profound problem throughout 
the country. State and local governments and public health agencies, including VA, must make 
clear to Congress the depth of this challenge, the stress that it is putting on facilities and 
practitioners, and the need for assistance to maintain progress in combatting opioids.  

Conclusion 
The opioid crisis is a serious public health emergency that has touched the lives—directly or 
indirectly—of most Americans. Many Americans have lost friends or family members to suicide 
or accidental overdose. Meanwhile, millions have either experienced OUD or have a loved one 
who has. The depth and breadth of the opioid crisis often pushes the public to lose sight of 
especially vulnerable groups who can struggle significantly with this disorder. 

Veterans face a clash of factors that make them particularly vulnerable to substance use 
disorders, including OUD. Higher incidences of chronic and/or severe pain, PTSD, and other 
mental health challenges creates an environment in which veterans can be prime candidates 
for the use of opioids to treat pain, while also making them high risk patients for adverse 
outcomes.  

The Department of Veterans Affairs’ Veterans Health Administration, like many other public 
health agencies and private health care systems, has struggled to address the opioid crisis 
adequately. As rates of OUD and opioid-related deaths have skyrocketed over the past two 
decades, the VA system has taken significant steps to reform systems, practice, and 
management in ways that can address the problem. At the same time, Congress has stepped 
in on multiple occasions, particularly over the past four years, to assist public health agencies, 
state and local governments, and researchers to design and implement reforms that can stem 
the tide.  

Significant progress has been made at VA to improve prevention and treatment among 
veterans with an OUD—moves that have saved lives. Yet, problems still exist, and veterans are 
dying at alarming numbers because of opioids. This report offers a series of reforms that 
Congress, VA, other federal agencies, and state and local governments can take to continue 
addressing the opioid crisis among American veterans. Changes in management; better 
funding for programming and staffing; the use of data to identify and address problems and to 
reinforce best practices; embracing recommendations from researchers, investigators, and 
commissions about necessary improvements; and a focus on how current conditions can 
impact—positively or negative—the effort to combat the opioid crisis can all help save additional 
lives.  

It is incumbent on elected officials, bureaucrats, doctors and other health care professionals, 
and patients to work together to find effective strategies to address the ongoing problems VA 
has had in dealing with the opioid crisis. At the same time, those same actors need to be 
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nimble to adjust policies and approaches in ways that reflect the ever changing public health 
environment around opioids and the communities they impact. 
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