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VA Access

• VA has always grappled with providing Veterans access to care.

• In the 1940s, the VA decided to build VA hospitals

• This created facilities where Veterans had priority and services were 
specialized for Veterans, but there are tradeoffs

• Fixed assets
• Current hospitals do not always match demand
• Newest VA hospital was Las Vegas 2012, excluding New Orleans which was 

rebuilt after Katrina



Population Changes

1940 2010



Tradeoffs

• Ongoing tensions about VA investments in: 
• Specialty or primary care
• VA provided or VA purchased care
• Investing in in-person care or virtual care
• Building new facilities (what kind, location, etc) or mobile units

• This tradeoff came to a head in 2014.





Response

• VA Secretary Shinseki resigned

• Congress/Obama allocated $15 billion for FY2015-17 to improve 
access

• $5 billion used to expand VA clinics and reduce wait times 
• $10 billion designated to expand VA’s ability to purchase care in the 

community. 

• Congress/Trump passed the MISSION act to continue and expand the 
Community Care program.



Access

• Since 2014, policymakers in DC have been laser-focused on whether 
Veterans have sufficient access to health care.

• In total, they have passed four major bills to expand access to health 
care

• Choice Act of 2014
• MISSION Act of 2018
• Compact Act of 2020
• PACT Act 2022



Eligibility for VA-Purchased Care

• Veterans Choice Program (Oct. 2015 - June 2019)
• Wait times >30 days
• Live > 40 miles from the facility

• MISSION Act (June 2019-present)
• 30-minute drive time for primary care or mental health care
• 60-minute drive time for specialty care

• Compact Act
• Acute psychiatric distress
• VA is responsible for all veterans (not just those honorably discharged)

• PACT Act
• Toxic exposures



Some in Congress Want Further Expansions

• Tester (Montana) Introduced Comprehensive Bill to Improve Veterans’ 
Access to Timely Community Care. 

https://www.Veterans.senate.gov/2023/9/tester-introduces-comprehensive-
bill-to-improve-Veterans-access-to-timely-community-care 

• “Red Team” Commission issues serious warning. 
“The increasing number of Veterans referred to community providers … 
threaten to materially erode the VA’s direct care system.”
https://prospect.org/health/2024-04-11-privatization-warning-veterans-affairs/

https://www.veterans.senate.gov/2023/9/tester-introduces-comprehensive-bill-to-improve-Veterans-access-to-timely-community-care
https://www.veterans.senate.gov/2023/9/tester-introduces-comprehensive-bill-to-improve-Veterans-access-to-timely-community-care
https://prospect.org/health/2024-04-11-privatization-warning-veterans-affairs/


Current State of Evidence



Outpatient Utilization Increased as a Result of the Choice Act 
Regression Discontinuity

Rose L, Aouad M, Graham L, Schoemaker L, Wagner T. Association of expanded health care networks with utilization among Veterans Affairs enrollees. JAMA 
Network Open. 2021 Oct 1;4(10):e2131141-.



Similar Increases in Surgical Care:
Regression Discontinuity

Graham LA, Schoemaker L, Rose L, Morris AM, Aouad M, Wagner TH. Expansion of the Veterans Health Administration network 
and surgical outcomes. JAMA surgery. 2022 Dec 1;157(12):1115-23.



Similar Results with Different Methods

Yoon J, et al. Health care access expansions and use of Veterans Affairs and other hospitals by Veterans. 
In JAMA Health Forum 2022 Jun 3 https://jamanetwork.com/journals/jama-health-
forum/fullarticle/2793286 

Difference in Hospitalization Rates by System and Payer

https://jamanetwork.com/journals/jama-health-forum/fullarticle/2793286
https://jamanetwork.com/journals/jama-health-forum/fullarticle/2793286


Spending Increased Markedly

• In 2010, VA spent approximately $10 billion on VA purchased care.
• In 2023, VA spent over $26 on VA purchased care.
• Congressional Budget Office report noted that the President’s 2024 

budget included $551 billion for military compensation
• VA $321 billion 
• Department of Defense $230 billion. 
• “Since 2000, the total budget for military compensation has been rising 

steadily, even though the number of military personnel and Veterans has 
been declining. Spending by VA has accounted for most of that increase…”

Congressional Budget Office. Atlas of Military Compensation. 2024 https://www.cbo.gov/publication/59475 



Outcomes Did Not Improve:
Regression Discontinuity

• Despite increases in utilization no improvements in outcomes.

• Additional Outcomes:  postoperative mortality, readmissions, or 
emergency department visits.



Mortality Effect Replicated 

Yoon J, et al. Health care access expansions and use of Veterans Affairs and other hospitals by Veterans. In JAMA 
Health Forum 2022 Jun 3 https://jamanetwork.com/journals/jama-health-forum/fullarticle/2793286 

https://jamanetwork.com/journals/jama-health-forum/fullarticle/2793286


Why No Improved Outcomes? 

• Maybe we are measuring the wrong outcomes.

• Maybe there are heterogeneous treatment effects, although we’ve 
tested for this.

• Maybe there were no improvements.  This could happen if Veterans 
were shifting their payer.



What is Payer Shifting

• A Veteran gets care in the community as they did before, but instead 
of using their other insurance, they use VA.

• Payer shifting rests on some key assumptions
• Veterans are dual covered (VA plus another form of insurance)
• Supply of physicians who are willing to take VA payment
• Shifting is not harmful to Veterans
• The pace of shifting depends on the marginal benefits

• Convenience
• Out of pocket costs



Payer Shifting
Difference in probability of 
having Medicare as the 
payer of an emergency 
department (ED) visit for 
VA enrollees compared to 
all other individuals

Event study figure showing 
the difference in probability 
that Medicare pays for an 
ED visit between VA 
enrollees and all others by 
month. 

Rose L, Tran D, Wu S, Dalton A, Kirsh S, Vashi A. Payer shifting after expansions in access to private care among veterans. Health Services Research. 
2023 Apr 19.



Payer Shifting Is Intriguing But Preliminary

• Analysis uses all payer claims data from NY state (SPARCS data)
• SPARCS data included inpatient and ED visits
• Ideally would be confirmed by other all payer claims data

• Making projections is challenging because the population of Veterans 
changes over time.  

• We sought understand how insurance coverage has changed over the 
past 15 years.



How is Insurance Coverage among Veterans Changing?

• We analyze four national surveys to understand how insurance 
coverage and enrollment in VA has changed between 2010 and 2021. 

• National Health Interview Survey (NHIS) 377,856 adults, 9% Veterans
• The American Community Survey (ACS) 27,000,161 adults, 8% Veterans
• The Behavioral Risk Factor Surveillance System (BRFSS) 4,612,289 adults, 12% Veterans
• VA Survey of Enrollees (SOE) 535,394 adults

• Surveys used different questions and some even changed questions 
during this time.  We worked to harmonize as best as possible.

• Triangulation is a key benefit of multiple surveys. 



Analysis

• We weighted the descriptive analyses using the weights provided.

• We did not run any regression models.  We wanted to provide 
unconditional population statistics. 

• We are presenting the top 5 findings.



1) Veterans are well insured



Any Insurance Coverage
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Changes by Insurance Type over Time
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2) Most Veterans Do Not Report Enrolling 
In VA

3) 80% of VA-enrollees have another 
source of insurance



Insurance Coverage by VA Enrollment Status (2019-2021) 

Overall Not enrolled in VA Enrolled in VA

NHIS ACS SOE NHIS ACS SOE NHIS ACS SOE

VA 32.0 34.8 85.8

Private 52.8 59.4 26.4 58.8% 61.9 36.7 38.9 54.7 24.7

Medicare 49.1 48.9 51.4 48.5% 44.3 47.4 48.1 57.6 52.0

Tricare 22.1 23.8 22.5 18.3% 21.9 26.2 34.4 27.4 22.0

Medicaid 4.0 9.3 7.2 4.4% 8.0 8.3 3.1 11.7 7.0



VA Enrollment Has Increased Among Women Veterans
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4) Veterans who enroll in VA are 
sicker and have fewer means



Reliance on VA by Household Income
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Reliance by Health Status
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5) Insurance coverage is 
uniformly good. There are no 
marked disparities.



Differences by Race and Ethnicity
• Any insurance coverage is uniformly high among all race/ethnic groups.

ACS NHIS
Non-Hispanic 

ethnicity
Hispanic 
ethnicity

Non-Hispanic 
ethnicity

Hispanic 
ethnicity

Any Insurance

white 96% 94% 96% 94%

Black 94% 93% 94% 93%

Asian 96% 95% 95% 99%

Other 93% 93% 91% 92%



Variation in Secondary Insurance Coverage Exists

• We see variation, but this is likely driven by other factors, such as age 
or employment

• white non-Hispanic Veterans had the highest rates of private insurance (64%). 

• In comparison to white non-Hispanic Veterans, Black non-Hispanic Veterans 
had higher rates of VA coverage (35% vs 30%), and the higher rates of 
Medicaid enrollment (13% vs 8%). 

• There was variability in levels between ACS and NHIS surveys, but the relative 
differences between racial and ethnic groups were quite low. 



ACS NHIS
Non-Hispanic 

ethnicity
Hispanic 
ethnicity

Non-Hispanic 
ethnicity

Hispanic 
ethnicity

Private insurance

white 64% 56% 56% 49%

Black 54% 49% 48% 51%

Asian 61% 56% 53% 68%

Other 52% 52% 43% 47%



Summary

• For many Americans, no or limited insurance coverage limits access.
• However, for most Veterans, access problems are not due to a lack of 

insurance coverage.  
• Approximately 95% of Veterans have some form of health insurance.

• Among enrollees, being dually covered is common.
• 80% of enrollee are covered by another health insurance plan 
• Dual VA and Medicare coverage partly reflects the aging Veteran population
• An estimated 49.3% of Veterans are over age 65, and another 18.4% will be 

Medicare eligible in the next decade



Payer Shifting is a Valid Concern

• Payer shifting can happen because most Veteran enrollees are well insured.
• Community providers are willing to accept VA payment.
• VA coverage is relatively generous (i.e., low copayments).
• Community care is convenient.

• Any legislation that does not consider differential pricing (i.e., out-of-
pocket costs) could just shift payers, rather than address unmet needs. 

• We desperately need more evidence on the context surrounding payer 
shifting (who, what, when, and why).



Is Payer Shifting Bad?
• It can be beneficial for Veterans.

• It is probably not optimal from a policy perspective.

• Unlike Medicare, VA faces a fixed annual budget set by Congress. 

• Payer shifting will make the budget less predictable and may lead VA 
facility leaders to cut valuable programs.

• This scenario has played out in the past. 
• For example, despite evidence that substance use treatment was cost-

effective, VA facilities cut these programs, in part because the “returns” go to 
criminal justice. 

• This is happening today.
Ettner SL, et al. Benefit-cost in the California treatment outcome project: does substance abuse treatment “pay for itself”? Health Serv Res 2006;41(1):192–213. 
Humphreys K, et al. If substance use disorder treatment more than offsets its costs, why don’t more medical centers want to provide it? J Subst Abuse Treat 2011;41(3):243–51. 



Payer Shifting

• VA also lacks the same tools to improve value that Medicare uses.

• VA does not currently engage in selective contracting.  Community care 
contracts encourage “any willing provider”

• VA also holds all the financial risk in the current community care contracts

• VA needs to explore and adopt “managed care” tools



Looking into the Future

• MISSION Act provided VA with authority to set up a Center for Care 
and Payment Innovation (CCPI)

• https://www.innovation.va.gov/careandpayment/

• We need to measure more than just access.  Faster access does not 
mean better care or better outcomes.

• Moreover, VA currently pays a lot of attention to wait times, but wait 
times are not evidence based.

https://www.innovation.va.gov/careandpayment/


VA is Part of the Safety Net

• In many regards, the safety net is working as it should
• Consistently over time there is a negative correlation between VA enrollment 

and health status and household income

• However, a closer inspection shows a net with some holes. 
• Some Veterans without health insurance may not be eligible for VA benefits.
• The Compact Act partly addressed this gap by making VA responsible for any 

Veteran who arrives under acute psychiatric distress at any hospital. 

• But if Congress truly desires the VA to be a safety net for all Veterans, 
then VA should be authorized to support all Veterans, not just those 
who enroll in VA. 



Thanks 

Any questions?
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