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Introduction

Women veterans form a growing and increasingly visible part of the U.S. veteran population, yet
effective nursing advocacy begins by rejecting the assumption that they share one predictable clinical
experience. Age, service era, branch, race, ethnicity, sexual orientation, gender identity, disability,
family responsibilities, rural residence, combat exposure, and connection to the Department of
Veterans Affairs all shape health needs differently. Some women veterans live with posttraumatic
stress, chronic pain, traumatic brain injury, depression, substance-use problems, intimate-partner
violence, military sexual trauma, housing instability, or difficult transitions into civilian systems, while
many do not experience these conditions. Suicide prevention therefore requires individualized
assessment rather than stereotypes. The 2025 National Veteran Suicide Prevention Annual Report,
released in 2026 with national mortality data through 2023, reported a suicide rate of 13.9 per
100,000 among women veterans, up slightly from 13.7 in 2022 (U.S. Department of Veterans Affairs,
2025 National Veteran Suicide Prevention Annual Report). Nursing advocacy must combine
recognition of military service, direct assessment of suicide risk, trauma-informed care, practical
safety planning, and sustained connection to clinical and social support.

Recognizing Women Veterans and Understanding
Individual Risk

A major advocacy problem is that women are sometimes overlooked as veterans in civilian healthcare
settings. Staff may unconsciously picture a veteran as male, and patients may not volunteer their
service history if they did not deploy, do not consider their role “combat,” had negative military
experiences, or have repeatedly been mistaken for a spouse rather than the person who served.
Nurses can reduce this gap by asking all adult patients a neutral question such as whether they have
ever served in the military, followed by relevant questions about service era, current VA connection,
occupational or environmental exposures, injuries, transition challenges, and interest in benefits or
referrals. This identification matters because many veterans who die by suicide have not recently
been connected to VA care. VA reported that 61 percent of veterans who died by suicide in 2023 were
not receiving VA health care in the final year of life (U.S. Department of Veterans Affairs, 2025
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National Veteran Suicide Prevention Annual Report). Civilian hospitals, emergency departments,
universities, reproductive-health services, community clinics, and workplaces therefore remain
important parts of the prevention network.

Suicide is never explained adequately by one diagnosis, demographic category, or military
experience. Clinically relevant risk factors can include previous suicide attempts, current suicidal
thoughts, depression, posttraumatic stress, substance use, sleep disturbance, chronic pain, recent
loss, legal or financial stress, homelessness, relationship violence, social isolation, and access to
highly lethal methods. For women veterans, military sexual trauma and intimate-partner violence
deserve particular attention, but neither should be presumed. VA defines military sexual trauma as
sexual assault or threatening sexual harassment experienced during military service and provides
related care without requiring that the event was officially reported or that the veteran has a service-
connected disability rating (U.S. Department of Veterans Affairs, “Military Sexual Trauma: Effects and
Veteran Resources”). Protective factors can include meaningful relationships, stable housing, work or
education, caregiving connections, effective treatment, coping skills, peer support, and personal
reasons for living. Nursing assessment should therefore ask directly about suicidal thoughts, intent,
planning, prior behavior, and access to lethal means while also identifying the relationships and
commitments that can support safety.

Trauma-Informed Assessment and Therapeutic
Communication

Trauma-informed nursing care is particularly important when a patient has experienced military
sexual trauma, interpersonal violence, combat exposure, or institutional betrayal. The approach
emphasizes physical and emotional safety, explanation, choice, collaboration, privacy, and respect for
the patient’s control over information whenever circumstances permit. A nurse should explain why
sensitive questions are being asked, obtain permission before examinations or detailed discussion
when possible, avoid unnecessary repetition of traumatic narratives, and offer reasonable choices
about support people, clinician gender, examination sequence, and communication. Gender-
responsive care does not mean treating women as inherently fragile or assuming that mental health
is their primary problem. It means recognizing that reproductive health, pregnancy, infertility,
menopause, sexual health, chronic pain, sleep, caregiving responsibilities, medication effects, and
experiences of harassment may interact with mental health and access to care. The same principles
apply to transgender and gender-diverse veterans, whose healthcare experiences may include
additional barriers to trust. A respectful nurse distinguishes between asking clinically necessary
questions and forcing disclosure, because advocacy depends on creating conditions in which truthful
communication is safe enough to occur.

Direct questions about suicide are part of safe clinical communication and should not be replaced by
vague questions about whether someone is “okay.” When a screen or conversation raises concern,
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the nurse must move beyond a checkbox toward a fuller evaluation of ideation, intent, planning,
recent behavior, access to means, substance use, acute stressors, protective factors, and immediate
supports. A positive screen does not automatically justify coercive intervention, and a negative screen
does not eliminate clinical judgment when behavior or circumstances remain concerning. The
response should be proportionate to the level of risk and should involve the patient as much as safety
allows. Nurses should document what was asked, what the patient reported, what actions were taken,
and who accepted the handoff. In both VA and civilian settings, the goal is not simply to identify risk
but to prevent a dangerous gap between identification and care. Conard et al. emphasize nursing
advocacy as an active process in which assessment, communication, coordination, and follow-up are
connected rather than treated as separate tasks.

Safety Planning, Lethal-Means Safety, and
Continuity of Care

Collaborative safety planning converts a general intention to “stay safe” into a practical sequence of
actions that can be used during an escalating crisis. A written plan can identify personal warning
signs, internal coping strategies, people and places that provide distraction, supportive contacts,
professional resources, and specific steps for making the environment safer. Lethal-means counseling
belongs within this process because suicidal crises may intensify quickly and because the likelihood of
death differs greatly by method. Discussion should be respectful and individualized rather than
accusatory. Depending on the household, options may include temporary off-site firearm storage,
locked storage, separating ammunition, limiting access to large quantities of medication, or asking a
trusted person to help manage access during periods of acute risk. Emergency intervention is
appropriate when imminent danger is present, but unnecessarily punitive responses can discourage
future disclosure. Nurses therefore need clear escalation pathways, consultation support, and
familiarity with local law and organizational policy. The ethical aim is to reduce immediate opportunity
for irreversible harm while preserving as much dignity and participation as the situation safely
permits.

Continuity after referral is as important as the initial assessment. A patient discharged from an
emergency department, psychiatric unit, urgent clinic, or hospital can face a vulnerable period in
which appointments, transportation, medication, family communication, or insurance arrangements
fail. Nursing advocacy includes warm handoffs, confirmation that the receiving service can actually
see the patient, understandable discharge instructions, follow-up contact according to policy, and
renewed assessment when circumstances change. Veterans in the United States can contact the
Veterans Crisis Line by calling 988 and pressing 1 or by texting 838255, and enrollment in VA
healthcare is not required for crisis support (U.S. Department of Veterans Affairs, “Suicide
Prevention—Women Veterans Health Care”). Publishing a crisis number is useful, but it is not a
substitute for building a relationship in which the veteran believes that seeking help will lead to
respectful care. Follow-up should also account for missed appointments, medication changes, housing
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disruption, and exposure to violence, because suicide prevention is strongest when it treats risk as
dynamic rather than as a one-time classification.

Advocacy Beyond the Clinic

Clinical treatment alone cannot resolve the social conditions that can intensify distress or obstruct
recovery. Nursing advocacy may therefore include connection to housing, employment, disability
benefits, transportation, childcare, legal assistance, chronic-pain care, substance-use treatment,
reproductive and general healthcare, peer support, and protection from violence. Transition from
military service can disrupt routine, income, identity, social networks, and access to familiar
healthcare systems. Women may also encounter the assumption that their service was less
significant, making veteran organizations or clinical settings feel unwelcoming. Nurses can advocate
for visible inclusion, women’s-health contacts, private and accessible facilities, flexible scheduling,
telehealth when appropriate, qualified interpretation, and communication between VA and civilian
services. Outreach should include rural communities, colleges, shelters, maternal-health settings, and
community organizations rather than assuming that all veterans will present to a VA facility. Program
evaluation should measure successful connection, continuity, patient experience, and equity rather
than the number of brochures distributed. Advocacy is most meaningful when it removes practical
barriers between recognition of need and receipt of effective care.

A comparison with mental-health advocacy in Sierra Leone is useful when it is treated as a
comparison of advocacy principles rather than as an assumption that the two settings are equivalent.
Hann et al. emphasize that advocacy is strengthened when communities understand the problem,
people directly affected have meaningful participation, stakeholders coordinate, and resources
support services rather than awareness alone. Similar barriers—stigma, limited funding, workforce
shortages, fragmented responsibility, and low institutional priority—can appear in both high-resource
and low-resource systems, although their scale and causes differ. A student campaign or community
workshop can improve recognition and help-seeking, but education should be linked to real referral
capacity and clear explanations of confidentiality. Policymakers and healthcare leaders should fund
evidence-based crisis response, clinical treatment, peer support, housing and social services, and
evaluation rather than relying on motivational messages as proof of impact. This wider perspective
reinforces the nurse’s role as both clinician and system navigator: advocacy translates concern into
structures that allow a person to receive help when it is actually needed.

Ethical Communication, Workforce Support, and
Accountability

Suicide should be discussed with accuracy, care, and an emphasis on the possibility of recovery.

Nurses should avoid sensational descriptions, single-cause explanations, or language that portrays

suicide as inevitable after trauma. They should also avoid promising absolute secrecy before
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assessing risk, because imminent danger may create legal and ethical duties to disclose limited
information. Whenever possible, the nurse should explain those limits in advance and involve the
patient in decisions about family, friends, or other supports. Healthcare organizations share
responsibility for creating conditions in which nurses can practice safely. Repeated exposure to
trauma and suicide risk can contribute to moral distress, fear, and defensive practice; training,
supervision, consultation, reasonable workload, and postvention after a patient death help clinicians
remain accurate and compassionate. Quality review should examine screening completion, time to
assessment, successful referrals, follow-up, treatment engagement, patient experience, and
disparities across groups. The purpose of review is not to assign simplistic blame after a tragedy but
to identify where individual practice and system design can be strengthened together.

Conclusion

Nursing advocacy for women veterans requires more than awareness that this population may face
elevated suicide risk. It requires recognition of military service in both VA and civilian settings,
individualized assessment, trauma-informed relationships, direct questions about suicidal thoughts,
collaborative safety planning, respectful attention to lethal means, and reliable follow-up after
referral. The 2025 VA annual report shows the continuing urgency of this work: overall veteran suicide
deaths declined in 2023, yet the unadjusted rate among women veterans increased slightly to 13.9
per 100,000, and most veterans who died by suicide had not been receiving VA healthcare in the final
year of life (U.S. Department of Veterans Affairs, 2025 National Veteran Suicide Prevention Annual
Report). Advocacy must therefore extend into community clinics, emergency departments,
reproductive-health settings, colleges, workplaces, and social-service systems. Women veterans
should not be treated as permanently damaged by service, nor should the diversity of their
experiences obscure preventable risk. The nurse’s contribution is to combine careful clinical judgment
with sustained connection, ensuring that identification leads to practical support, evidence-based
care, and a realistic path toward safety.
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