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ABSTRACT 
 

Women are the fastest growing segment of the armed services and veterans population. 

The role of women in the armed forces is also shifting as Operation Enduring Freedom and 

Operation Iraqi Freedom have blurred frontlines and recent policy changes open combat-related 

positions once reserved for men.  The Veterans Health Administration (VHA), traditionally 

geared to health care needs of male veterans, has had to adapt to these new realities. Empirical 

studies have recently begun to focus on the relationship between military trauma and VHA 

utilization among women veterans. This study expands on these efforts, using new data from the 

2010 National Survey of Veterans, to explore the relationship between military trauma (as 

measured by self-reported exposure to combat; the dead, dying and wounded; and environmental 

hazards) and women veteran’s utilization of the VHA. In contrast to previous research, this study 

finds that military trauma, specifically exposure to the dead, dying or wounded, is positively 

correlated with VHA utilization for women veterans, suggesting women veterans who have 

suffered military trauma are seeking and receiving VHA care when needed. This study also finds 

that women veterans are more likely to use VHA services when they understand VHA benefits, 

suggesting recent policies to improve educational outreach may encourage women veterans to 

utilize VHA services. 

 
  



 
 

iv 

 

 

 

 

 

 
Many thanks to my professors and mentors at Georgetown Public Policy Institute  

for their support and inspiration,  
and to Thomas Wei, my thesis advisor, for his invaluable guidance.  

 
I also owe a great deal of gratitude to my family and friends for their endless encouragement. 

 
I am indebted to Maribel Aponte and the staff of the  

National Center for Veterans Analysis and Statistics at the Department of Veterans Affairs  
for providing me with access to the 2010 National Survey of Veterans. 

 
The research and writing of this thesis is dedicated to our veterans and their families. 

 



 
 

v 

 TABLE OF CONTENTS 
 
INTRODUCTION .................................................................................................................  1 
 
LITERATURE REVIEW ........................................................................................................  3 
 
CONCEPTUAL MODEL AND HYPOTHESIS ............................................................................  7 
 
METHODS .......................................................................................................................  10 
 
DATA ..............................................................................................................................  13 
 
RESULTS .........................................................................................................................  17 
 
LIMITATIONS AND FURTHER CONSIDERATIONS  ..............................................................  23 
 
DISCUSSION ....................................................................................................................  24 
 
APPENDIX A ....................................................................................................................  27 
 
APPENDIX B ....................................................................................................................  28  
 
APPENDIX C ....................................................................................................................  29 
 
REFERENCES ...................................................................................................................  30 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 

1 

INTRODUCTION 

“And as a grateful nation, humbled by their service, we can never honor these 
American heroes or their families enough. Along with their loved ones, we give 
thanks every time our men and women in uniform return home.  But we’re 
forever mindful that our obligations to our troops don’t end on the 
battlefield.  Just as we have a responsibility to train and equip them when we send 
them into harm’s way, we have a responsibility to take care of them when they 
come home.” 

President Barack Obama 
 May 5, 2010 

 
More than 200,000 female service members have been deployed during Operation Iraqi 

Freedom (OIF) and Operation Enduring Freedom (OEF), making up 11% of U.S. forces (VA, 

2011). Historically under-represented due to policies that capped their enrollment and hesitation 

over the implications of women in combat, mounting numbers of women are being exposed to 

physical and mental traumas previously only associated with male veterans. Exposure to stressful 

and traumatic events have well-established links to Post-Traumatic Stress Disorder (PTSD), 

depression, substance abuse, joblessness, homelessness and suicide that make providing 

adequate health care to veterans a policy priority (GAO, 2009). Women veterans also face 

diagnoses that disproportionately affect them, including Military Sexual Trauma (MST)1.  

These challenges are compounded by a health care system historically geared toward the 

needs of male patients. Although the VHA has made strides in the past decade to rectify long-

standing gender inequalities in its services2, there is still widespread concern that provider 

gender-insensitivity and the lack of gender-specific care are deterring women, specifically those 

                                                
1 Military Sexual Trauma is a diagnosis coined by the VA to encompass sexual harassment and assault during 
military service (VA, 2011). 
2 The VHA has taken several steps in addressing the gender gap and poor perceptions by women veterans, including 
initiating a Center for Women Veterans, remodeling several VHA facilities to meet the needs of a mixed-sex patient 
cohort, and more recently placing military sexual trauma coordinators at all VHA facilities. A 2009 report by the 
GAO cautions that many initiatives promised have not been implemented, and as a result, suggesting the VHA may 
be unprepared to provide adequate care to the surge of women veterans coming to its facilities (GAO, 2009). 
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with PTSD and MST, from seeking VHA care. Women are the fastest growing segment of both 

active duty and veteran populations, have higher risks of Post-Traumatic Stress Disorder (PTSD) 

and mental health illnesses than male veterans, and yet past research shows women 

disproportionately absent from VHA facilities and care (Skinner, 1999 and Hoff, 1998). Recent 

media attention and congressional hearings have also focused on this incongruity, heightening 

public outrage and spurring policy reforms. In 2010, President Barack Obama acknowledged the 

unique health care needs of women veterans by signing into law the Veterans Omnibus Health 

Services Act3, requiring the Veterans Health Administration (VHA) to provide mental health 

services for the one-in-five women who have survived MST and to conduct assessments of the 

unique barriers to health care that women veterans face (Fitzpatrick, 2010). 

Despite media and policy attention, direct empirical research in this field has been 

somewhat limited. Only recently have researchers begun to test how military trauma influences 

women veterans’ decision to use the VHA. This paper continues this research by using data from 

the 2010 National Survey of Veterans (NSV) to explore the relationship between military trauma 

(as measured by exposure to combat, death, dying or wounded, and environmental hazards) and 

women veterans’ use of VHA services. While there are no direct measures of PTSD and MST in 

the NSV, exposure to military trauma can serve as a good indicator for women’s need for 

physical and mental health services. The NSV is suitable for an analysis of users and non-users 

of VHA services, and includes veterans deployed during OEF/OIF (a population not captured by 

previous iterations of the NSV). This paper will also be the first time the 2010 NSV is used to 

explore military trauma and VHA use.  

                                                
3 See Appendix A for more information on Title II (Women Veterans Health Care Matters) of the 2010 Caregivers 
and Veterans Omnibus Health Services Act.  
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The VA expects the number of female veterans enrolled in their system to double within 

four years (VA, 2011). OEF/OIF veterans are returning home with more unique needs, including 

high levels of MST, PTSD and other mental illnesses. The majority of recent female enrollees 

are also under 40 (VA, 2011), highlighting a potential new need for reproductive health care. 

Better understanding the relationship between military trauma and VHA utilization for women 

veterans may help inform new policies that either breakdown perceived barriers to care or 

encourage more funding and focused care. This study thus provides VHA administrators and 

policymakers with a more current analysis to make promising organizational changes and better 

prepare for its future. 

 

LITERATURE REVIEW 

 Most of the research on women veterans’ use of the VHA has taken place in the past two 

decades, spurred on by changing demographics and congressional inquiries. These studies have 

focused primarily on socio-economic characteristics that predict greater utilization. The impetus 

to study military trauma among women veterans is relatively new and is in large part due to 

policy changes opening combat-related positions to female service members and in response to 

U.S. engagements in Iraq and Afghanistan. Nevertheless, the empirical study of women’s 

military trauma is still challenging, given the limited amount of data. 

Why Veterans Use the VHA 

Wolinsky et al. (1985) examined veterans’ patterns of health care utilization and 

concluded that, similar to civilians, veterans’ use of publicly funded systems like the VA was 

linked primarily to lower socioeconomic status. In researching women veterans specifically, 

Bean-Mayberry (2004) and Ouimette (2004) demonstrated that low socioeconomic status, lack of 



 
 

4 

private insurance, and poor health were all associated with higher rates of utilization. These 

findings are consistent with VHA’s mission (i.e. those most in need are those utilizing its 

services). 

 While experts agree that the VA health care system is “equivalent to, or better than, care 

in any private or public health-care system,” the VA acknowledges that women have been 

chronically underserved (Independent Budget, 2008). Washington et al (2006) compared male 

and female veterans, finding that female veterans were more likely to have low income, lack 

insurance, have poor health status and be ethnic minorities; however they were also less than half 

as likely to use VA ambulatory care than their male counterparts (Skinner, 1999; Hoff 1998). 

The authors concluded that there were likely additional gender influences on VHA utilization. 

Women Veterans’ Health Care Needs 

The VHA has increasingly had to respond to needs associated with women’s military 

experience, including PTSD and MST. Approximately one out of five women who visit a VHA 

facility report sexual trauma while in the military. Experts however estimate that half of all 

sexual assaults go unreported (Mulhall, 2009). MST can lead to the development of major health 

problems, including depression, PTSD, eating disorders, and hypertension. According to the 

National Center for PTSD at the Department of Veterans Affairs, women in the military are also 

more than twice as likely as their male counterparts to develop PTSD—10 percent of women 

versus 4 percent of male service members—for reasons ranging from battle stress to MST (VA, 

2011). Indeed, the top three diagnoses for women treated at the VHA in 2009 and 2010 were 

PTSD, hypertension, and depression (VA, 2011).  

Other research suggests another health trend among women veterans: Skinner et al (1998) 

used the Short Form 36, a representative study of patient health created by the RAND 
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Corporation, to compare health outcomes and determined that women veterans score lower than 

women non-veterans on every self-reported health outcome measured. Women veterans who use 

the VHA are also more likely to have poor health status compared to male veterans who also use 

the VHA (Independent Budget, 2008). Why women veterans are in poorer health is not 

understood but studies such as these demonstrate their need for health care. 

Perceived Barriers to Care 

Recent data on utilization shows women veterans are still less likely than their male 

counterparts to use VHA services (15% v. 22%) (VA, 2011). Perceived and real barriers to care 

include (1) fragmentation of women’s services (i.e. general care at one facility and specialty care 

including obstetrics/gynecology located elsewhere), (2) lack of knowledge about eligibility and 

benefits, (3) the perception that the VA is “unwelcoming” to women or does not provide 

adequate safety and privacy standards, and (4) limited access to childcare at VA facilities 

(Washington et al 2006).  

Ouimette et al (2003) used the Department of Veterans Affairs’ National Registry of 

Women Veterans to explore characteristics associated with women’s current, former and non-use 

of VA health care. Their results show that prominent military experiences, including combat 

exposure and exposure to trauma, are associated with former use and never using the VHA. 

Expanding on this, a study by Suris showed that women veterans with PTSD and MST were 

receiving fewer health care services than other women veterans in the sample (Suris et al, 2004). 

Hoff and Rosenheck (1998) used the 1992 National Survey of Veterans to explore health 

care utilization by women veterans. The authors found that women with self-reported mental 

disorders were less likely to use VHA health care than those with no self-reported mental 
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disorders. The authors suggested this finding was likely due to the sensitive nature of treating 

mental disorders and the lack of privacy and gender-specific care at the VHA.  

Washington’s 2006 qualitative analysis of VHA utilization noted that non-users typically 

described the VHA as “dated Hollywood images of old soldiers in ward beds, antiquated 

facilities, and less qualified doctors.” Other females interviewed expressed concern about 

receiving care in what they saw as a male-dominated environment (Washington et al, 2006). 

During a congressional hearing on the 2010 Veterans Omnibus Health Services Act, a former 

Army sergeant told the Senate Veteran’s Affairs Committee, “one of my closest friends was told 

by a VA doctor that she could not possibly have [post-traumatic stress disorder] for just this 

reason: He did not believe that she as a women could have been in combat” (Fitzpatrick, 2010). 

Providing high-quality care for women veterans may require extensive training for a 

health care workforce that has previously had limited exposure to female patients. This includes 

gender-specific care (including reproductive health), care for conditions of higher prevalence 

among women, as well as overall gender-sensitivity. There are also privacy problems at VHA 

facilities that potentially create barriers to safe, comfortable health care environments. In July 

2009, the GAO found instances where women’s exam room tables faced doors instead of walls, 

and where women patients had to walk through waiting rooms to use restrooms, as opposed to 

having them located next to exam rooms as required by VA policy (GAO, 2009). Yano (2009) 

also found that contrary to VA policy, there were almost no increases in on-site availability of 

women’s health services over a six-year period examined (2001-2006) in 120 VHA facilities. 

Yano also found that with only one exception, there was no measured increase in gender 

sensitivity at these facilities. Critics argue that these shortfalls have deterred women from using 

the system. 
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To the best of my knowledge, only one empirical study has found a positive relationship 

between military trauma and VHA utilization among women veterans: Kelly et al (2008) used 

the National Registry of Women Veterans to examine the social demographic characteristics, 

military trauma (measured by MST diagnoses), VHA care utilization and perceptions of care for 

women veterans. The National Registry was a telephone survey, leading to potential response 

bias as female respondents with MST had to have received a diagnosis and be comfortable 

talking about their experiences on the phone. In this study, I use survey data gathered primarily 

through the mail that is less likely to face the same underreporting problems. More generally, 

this study adds to the existing literature by using the most recent National Survey of Veterans 

(2010) data to examine the relationship between military trauma and VHA utilization among 

women veterans. 

 

CONCEPTUAL MODEL AND HYPOTHESIS 

Although the determinants of health care utilization are complicated, economics, 

knowledge, perception, belief in efficacy, culture, age and gender roles are a few potential 

factors. More specifically, Anderson’s 1968 Behavioral Model of Health Care Utilization 

provides a theoretical starting point. According to Andersen’s 1968 model, there are three 

categories of determinants to health care utilization: Predisposing Factors, Enabling Factors, 

and Needs Based Factors. Predisposing Factors relate to background characteristics that predict 

utilization; for instance, Ouimette and Bosworth (2000) found that VHA female utilizers were 

more often poor, older, unmarried, and less educated. Enabling Factors relate to access to care; 

for instance, Yano et al (2003) demonstrated a negative association between VHA utilization and 

access to private health insurance. Other enabling factors for women veterans include ease in 
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accessing the VHA (measured by average distance to a facility, hours of operation, etc.) Need 

Based Factors include both real and perceived health care needs. Figure 1 shows a version of 

Anderson’s model, adapted to the framework of this study.  

 

Figure 1: Factors Contributing to VHA Utilization for Women Veterans 

 

Here I have included Anderson’s Predisposing Factors, Enabling Factors, and Need 

Based Factors. I have also highlighted the variable of interest: military trauma. Military trauma 

fits in the category of Needs Based Factors, which holding all else equal we would normally 

expect to be positively associated with health care utilization. After all, exposure to trauma 

increases the likelihood of suffering from traumas such as PTSD, depression, and physical 

ailments (GAO, 2009). These needs should increase utilization of VHA services. However, in 

light of past research described earlier, this link may be possibly complicated by what I refer to 
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as Gender Specific Factors. VHA facilities and staff have historically cared for male patients and 

have been accused of providing inadequate and inappropriate care for female patients, including 

those struggling with PTSD, MST and other manifestations of military trauma. These factors 

may offset the relationship typically expected between Needs Based Factors, such as exposure to 

military trauma, and the likelihood of using VHA services. 

Using the model outlined in Figure 1 as a guide, I will explore the following questions: 

• Are women veterans who experience military trauma less likely to use VHA health care? 

• Is there a gender gap in VHA utilization? 

Exploring these questions will help contribute to the ongoing research on perceived 

barriers to care for women veterans. My hypothesis for the first question is that military trauma 

among women veterans, unlike other Needs Based Factors, is negatively associated with VHA 

utilization; higher levels of morbidity here are not translating into utilization of VHA services. 

The hypothesized mechanism is that Gender Specific Factors are disrupting the typical 

association between Needs Based Factors, in particular exposure to military trauma, and 

utilization. In other words, illness and morbidity associated with military trauma should incentive 

the veteran to seek help under typical circumstances. However, illnesses associated with military 

trauma are sensitive and perceived insensitivity at the VHA, specifically for women, deter 

veterans from seeking help they may have sought with less sensitive illnesses. The net effect on 

utilization is thus determined by which factor dominates the decision-making process. Although 

this is ultimately an empirical question, I hypothesize that the gender specific factors (or 

sensitivity) outweigh the need factors in the decision-making process, thus reducing the 

likelihood that women veterans with military trauma utilize the VHA. Related, my hypothesis for 
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the second question is that there is a gender gap in VHA utilization, even when demographic and 

need-based factors are considered. 

 

METHODS 

I estimate both linear probability regression models (LPM) and probit regression models 

to explore the relationship between military trauma and VHA utilization. The NSV asks a series 

of questions about military experience, specifically exposure to trauma that would suggest higher 

needs for VHA mental and physical health care services. These include: “Have you ever served 

in combat or a war zone?”, “During your service, were you ever exposed to dead, dying, 

wounded?”, “During your service, were you exposed to environmental hazards” and “Were you 

a Prisoner of War?”. Ouimette (2003) and Kelly (2008) used comparable survey questions to 

measure the level of exposure to military trauma. In addition to using each of these questions 

separately to measure exposure to military trauma, I aggregate these four questions into an index. 

This index distinguishes a veteran who has been, for example, exposed to all four factors as 

opposed to just one or two factors, thus allowing my analysis to better distinguish need intensity.  

I first use the full sample of veterans and include a gender dummy variable to determine 

if there is a gender gap in VHA utilization, holding all else in the model constant. The model 

specification is of the following form: 

 

𝑉𝐻𝐴 =   𝛼 +   𝛽!𝑚𝑖𝑙𝑖𝑡𝑎𝑟𝑦𝑡𝑟𝑎𝑢𝑚𝑎 +   𝛽!𝑓𝑒𝑚𝑎𝑙𝑒 + 𝛿𝑐𝑜𝑛𝑡𝑟𝑜𝑙𝑠 + 𝜀 

 where VHA indicates whether VHA services were used. Below I list the possible 
directions that the two coefficients of interest (exposure to military trauma and whether a veteran 
is female or not) can take on, along with how the result would be interpreted: 
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β
1 

< 0 à Barriers to Care 

β
1
> 0 à Higher Rates of Use 

β
2 
< 0 à Female veterans are less likely to use VHA services than male veterans 

β
 2
> 0 à Female veterans are more likely to use VHA services than male veterans  

 

Dependent Variable:  

VHA Utilization: An indicator variable of whether or not Veterans Health Administration 

services have ever been used.  

 

Explanatory Variables of Interest: 

Military Trauma: 

Combat Exposure: This indicator variable measures whether or not the respondent 

was expose to combat during active duty.  

Exposure to the Dead, Dying and Wounded: This indicator variable measures 

whether or not the respondent was exposed to the dead, dying or wounded during 

active duty.  

Exposure to Environmental Hazards: This indicator variable measures whether or 

not the respondent was exposed to environmental hazards during active duty.  

Prisoner of War: This indicator variable measures whether or not the respondent 

was ever a prisoner of war during active duty. No women surveyed were prisoners 

of war so this variable is not included in model specifications for the 

subpopulation of interest, women veterans.  

Index: This variable measures the intensity of trauma exposure by counting the 

number of NSV questions (exposure to combat; death, dying or wounded; 
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environmental hazards; and prisoner of war status) a veteran responded to 

affirmatively. For male veterans, scores range from 0-4; for female veterans, 

scores range from 0-3 (because no women surveyed were prisoners of war). This 

variable is included in models separate from the other measures of trauma listed 

above.  

Female: This variable indicates whether a veteran is female or not.  

 

Control Variables:  

Control variables included in the analysis are age, race, income, education, marital status, 

health status, insurance status, benefit knowledge and perception of care. For the 

subpopulation of interest, women veterans, I also include an indicator variable for 

whether or not women’s health care was available at their local VHA facility. 

 

 I also estimate the model specification above separately for the subgroup of female 

veterans and the subgroup of male veterans. If the coefficient on militarytrauma is negative for 

the female veterans subgroup, it implies that there is a barrier to care for female veterans. If 

while on the other hand, the coefficient on militarytrauma is positive for the male veterans 

subgroup, this would be consistent with my hypothesis that gender-specific factors may be 

offsetting the typical positive relationship between need-based factors and VHA utilization.  
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DATA 

The 2010 National Survey of Veterans (NSV) is the sixth in a series of nationwide 

surveys that the Department of Veterans Affairs conducts to learn about the use and needs of 

veterans eligible for benefits. The NSV enables the VA to identify trends among veterans, 

compare characteristics between users and non-users and examine how the VA delivers benefits. 

In response to Public Law 108-454, Section 805, the 2010 NSV covers six populations of 

interest: veterans, demobilized National Guard and Reserve members, active Duty Service 

members, including currently activated National Guard and Reserve members (excluding those 

in zones of conflict), veteran spouses, spouses of active military (including spouses of currently 

activated National Guard and Reserve members) and surviving spouses (NSV Report, 2010). For 

the purpose of this paper, only veterans and demobilized National Guard and Reserve members 

were analyzed. 

The 2010 NSV was conducted using a mailed, self-administered questionnaire from 

October 16, 2009 - March 19, 2010. The questionnaire included 19 sections, although not all 

sections were relevant for all populations surveyed. There is no complete sampling frame for the 

populations of interest at either the VA or at the Department of Defense, so the NSV relied on 

address-based sampling and list-based sampling techniques. The overall response rate was 

32.3%. Although this response rate is low overall, there is particular concern about 

underrepresenting young veterans, in part because they are more mobile, less likely to have 

updated addresses, and may be less inclined to complete the survey (for instance because they 

may not think they need VA benefits yet) (NSV Report, 2010). 



 
 

14 

The sample size of interest—veterans, demobilized National Guard and Reserve 

members—is 8,710. Women accounted for 595 respondents, or 6.8% of the total respondents to 

the survey (women represented 7% of the veteran population at the time) (NSV, 2010).  

Table 1 and 2 on the following pages display the means of the variables of interest. These 

descriptive statistics have also been listed by subgroups of interest: men, all women, women with 

no military trauma (an index score of 0), and women with military trauma (an index score >0). 

Table 1 focuses on demographic characteristics while Table 2 focuses on military experience 

factors that may influence VHA utilization.  
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TABLE 1: US VETERAN SUMMARY STATISTICS, DEMOGRAPHICS 
 

   

Men   

Women 
 

 All                       
Surveyed 

 All 
Surveyed 

Women 
with 

military 
trauma 

exposure 
(index >0) 

Women 
without 
military 
trauma 

exposure 
(index=0) 

 
 

Age (in years) 
 

63.6   

51.3 
 

47.9 
 

53.0 
Marital Status           
Never married 0.052  0.133 0.137 0.131 
Currently married 0.739   0.497 0.538 0.477 
Widowed, Divorced, Separated 0.191   0.360 0.315 0.382 
Number of Minor Children in Household 0.232   0.514 0.518 0.513 
Race and Hispanic Origin           
White 0.888   0.780 0.782 0.779 
Black 0.062   0.165 0.142 0.176 
Other Race 0.037   0.057 0.071 0.050 
Hispanic (any race) 0.041   0.074 0.102 0.060 
Household Income           
Less than $25,000 0.194   0.207 0.152 0.234 
$25,000 to $49,999 0.278   0.284 0.254 0.299 
$50,000 to $75,000 0.200   0.185 0.249 0.153 
$75,000 to $100,000 0.103   0.106 0.096 0.111 
More than $100,000  0.149   0.161 0.213 0.143 
Education           
Less than High School 0.061   0.024 0.025 0.066 
High School Diploma/ GED 0.262   0.131 0.066 0.163 
Some College 0.280   0.324 0.289 0.342 
College Degree 0.254   0.385 0.442 0.357 
Advanced Degree(s) 0.123   0.124 0.173 0.101 
          
Number of Observations 8115   595 197 398 
      

Notes: The cells for age and minor children in household, both continuous variables, show means.  
All other variables indicate agree/disagree survey questions, where agree=1 and disagree=0. The cells for 
these variables correspond to the proportion with agree=1. 
Source: 2010 National Survey of Veterans.  
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TABLE 2: US VETERAN SUMMARY STATISTICS, ACTIVE DUTY AND VETERAN EXPERIENCE 
 

   

Men    

Women 
 All                       

Surveyed 
 All                       

Surveyed 
Women 

with 
military 
trauma 

exposure 
(index >0) 

Women 
without 
military 
trauma 

exposure 
(index=0) 

 

Military Trauma           
Index >0 0.820   0.530    
Served in a combat zone 0.368   0.242 0.450 0 
Exposure to dead, dying or wounded 0.360   0.294 0.545 0 
Exposure to environmental hazards 0.259   0.151 0.429 0 
Prisoner of War 0.002 0 0 0 
Active Duty  (served for at least part of the following eras)         
Operation Iraqi Freedom/ Operation Enduring Freedom  0.060   0.177 0.340 0.093 
Post 9/11 0.073   0.267 0.406 0.198 
Persian Gulf (August 1990-August 2001) 0.116   0.324 0.431 0.271 
May 1975 to July 1990 0.191   0.418 0.386 0.435 
Vietnam (August 1964 to April 1975) 0.437   0.187 0.198 0.181 
February 1955 to July 1964 0.198   0.055 0.036 0.065 
Korean War (July 1950 to January 1955) 0.137   0.045 0.020 0.058 
January 1947 to June 1950 0.020   0.005 0.005 0.005 
World War II (December 1941 to December 1946) 0.105   0.057 0.046 0.063 
VA Healthcare Utilization         
Enrolled in Veterans Health Administration 0.283   0.376 0.434 0.349 
Used Veterans Health Services 0.287   0.346 0.371 0.334 
Health Status and Insurance           
Health Status (ranking 1-5) 2.99   3.16 3.20 3.14 
Private Health Insurance 0.879   0.844 0.878 0.827 
Women's Health Care         
Women's Health Care: Primary Care available 0   0.103 0.102 0.103 
Women's Health Care: Gender-specific services available 0   0.114 0.076 0.133 
Perceptions of VA Care         
Understand Benefits (ranking 1-4) 2.04   2.16 2.43 2.04 
If Healthcare costs increase, I'll use VA more .832   .789 .811 .777 
Will only use VA if no other alternatives available .712   .607 .582 .619 
         

Number of Observations 8115   595 197 398 

Notes: The military trauma index variable is a sum of the kinds of trauma a service member could be exposed to, including 
exposure to combat; exposure to the dead, dying and wounded; exposure to environmental hazards as well as prisoner of war 
status. The Health Status variable indicates whether the participant believed their general health status to be excellent (=5), very 
good (=4), good (=3), fair (=2) or poor (=1). The Understand VA Benefits variable indicates whether the participant thought they 
understand VA health care benefits available a lot (=4), some (=3), a little (=2) or not at all (=1). Women’s Health Care questions 
asked whether or not primary care and gender–specific care was available for women at VHA facilities. The cells corresponding 
with these variables are the mean. All other variables indicate agree/disagree survey questions, where agree=1 and disagree=0. 
The cells for these variables correspond to the proportion where agree=1. 
Source: 2010 National Survey of Veterans.  
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RESULTS 

Table 3 reports Linear Probability Model estimates for the full sample (columns 1-2) as 

well as separately for men (columns 3-4) and women veterans (columns 5-6).  The estimates in 

all six models, when multiplied by 100, are the percentage point changes in the likelihood of 

using VHA services. In Models 1, 3 and 5, the measure of exposure to military trauma is 

disaggregated into three different kinds of military trauma: exposure to combat; the dead, dying 

or wounded; and environmental hazards4. The relationship between military trauma and VHA 

utilization is not negative for women veterans, as I had laid out in my hypothesis, but rather 

positive. In Table 3, we see that exposure to the dead, dying and wounded is associated with a 

8.6 percentage point increased likelihood of using VHA services for women veterans. 

Interestingly, exposure to the dead, dying or wounded is not statistically associated with VHA 

utilization for the full sample or for men. Combat exposure is associated with an increased 

likelihood of male veterans using the VHA (2.5 percentage points) but is insignificantly related 

to the likelihood of female veterans using the VHA. In Models 2, 4, and 6, exposure to military 

trauma is instead measured by the number of different kinds of military trauma a veteran has 

been exposed to: (1) exposure to combat, (2) exposure to death, dying and wounded, (3) 

exposure to environmental hazards responses and (4) prisoner of war status. In these models, 

exposure to three of these kinds of trauma was statistically associated with greater VHA 

utilization for the full sample, and for each of the men and women veterans subsamples. This 

association was strongest for women veterans: an index score of three, the highest score 

available for women veterans, is associated with a 24.1 percentage point increased probability of 

                                                
4 Prisoner of War status was used in creating the index variable but the coefficient was not listed in Tables 3-4 
because they were not statistically significant for men and the variable was omitted from Model 5 because no 
women surveyed were prisoners of war. 
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using VHA services compared to women without any exposure to military trauma; this is large 

especially when considering the base rate for women veterans is 34.6%.  In comparison, male 

veterans base rate is 28.7% and men with a military trauma exposure index of three have a 10.8 

percentage point increased likelihood of VHA use over men with no military trauma exposure.  
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TABLE 3: ESTIMATED COEFFICIENTS  FROM LINEAR PROBABILITY MODELS OF VHA UTILIZATION FOR VETERANS 
 

   

Probability of VHA Utilization 
 Full Sample Men Veterans Only  Women Veterans Only 
 1 2  3 4  5 6 
Military Trauma Index: 3   .111***     

( .013 )   
    .108 ***  

(.013 ) 
     .241***    

( .074)    
Military Trauma: Exposure to 
Combat 

 .021**            
( .010)   

  .025**          
( .011)   

   -.011   
(.043) 

 

Military Trauma: Exposure to Dead, 
Dying and Wounded 

.012             
( .010)  

     .005     
(.011) 

    .086**           
( .040)    

  

Military Trauma: Exposure to 
Environmental Hazards 

.068***    
(.011)    

  .070***          
( .011)       

    .042           
(.050) 

 

Female  .033**     
(.016)   

 .030*     
(.016)     

            

Understand VHA Benefits: Not at all 
(1) 

 -.401***   
(.010)   

-.402***   
(.010 )  

 -.405***   
(.011)     

 -.405 ***         
( .011) 

 -.366***     
( .042)  

-.375***     
(.042)   

Understand VHA Benefits:  A Little 
(2) 

-.227***        
( .011)    

-.227***   
(.011)   

   -.236***             
( .012 )   

-.234***   
(.012)     

   -.122**     
(.047) 

-.137**      
(.047)    

Understand VHA Benefits: A Lot (4) .222 ***     
(.014)     

.220 ***  
(.014)     

  .214***     
(.015)   

.213***        
( .015)       

  .287***               
( .054)       

 .282***    
(.054)     

Health Status: Poor .127***     
( .016)     

.128 ***     
(.016)   

   .125 ***  
(.016)      

 .126***      
( .016)   

  .153**    
(.075)    

 .140*      
(.074)    

Health Status: Fair  .081***        
( .011)   

.079***   
(.011)     

  .083 ***   
( .011) 

.081***     
(.011)   

 .051            
( .050) 

.058   
(.050)   

Health Status: Very Good -.029**        
( .010)  

-.029**  
(.010)  

   -.026**        
( .011)    

-.027**       
( .011)       

    -.062   
(.039)     

-.056   
(.039) 

Health Status: Excellent -.071***     
(  .016)  

-.074***   
(.016) 

   -.076***   
(.016 )  

 -.079***      
(.016)   

 .004   
(.063) 

 -.001              
( .063) 

Health Insurance  -.177***   
(.014) 

-.178***            
( .014)    

  -.178***   
(.015)    

-.179***    
(.015)     

   -.156 **            
( .051) 

 -.167***     
(.051)     

Household Income: Less than 
$25,000 

.111***  
(.014)      

.111***  
(.014)     

 .106***    
( .014)   

 .107***      
( .014)    

 .163**             
( .059) 

 .145**        
( .059 )      

Household Income: $25,000 to 
$49,999 

  .057***   
(.012)     

.057***  
(.012)   

   .056***    
(.012)      

 .056***   
(.012)     

  .055                 
( .050) 

 .048          
( .050)      

Household Income: $75,000 to 
$100,000 

-.028*           
( .015)    

 -.027*  
(.015)  

 -.035**      
( .016)     

-.034**      
( .016)    

 .043   
(.063) 

 .059             
( .063 )  

Household Income: More than 
$100,000 

-.060***   
(.014)  

-.060***  
(.014)   

    -.063***   
(.014)    

-.063 ***    
( .015)   

   -.024    
(.056) 

-.025  
(.056)   

Education: High School Diploma/ 
GED 

-.027**      
(.012)      

 -.028**            
( .012)    

  -.025**   
(.012)   

-.026**  
(.012)    

   -.028   
(.053)     

-.036  
(.053) 

Education: Advanced Degree  -.026*       
( .014)   

-.025*   
(.014)       

 -.019    
(.014)     

 -.019   
(.014)  

  -.117**      
(.054)  

 -.110    
(.054)  

         
Number of Participants 8710 8710  8115 8115  595 595 
Adjusted  R-Squared  .35 .35   .35 .35   .34 .34 

Notes:  The dependent variable Ever Used VA health care services, an indicator variable with yes=1 and no=0, is noted in the top 
row. Independent variables are noted in the left column. Reference categories are military trauma index=0; understand VHA 
benefits=some; income: $50,000-75,000; education: college education; health status: good. Only significant results are shown but the 
following covariates were also included in each regression: index=1, index=2, military trauma=prisoner of war status, age, race, 
marital status, and number of minor children.  Columns 1-6 report the coefficient from seperate linear probability models.  

***=significant at 1% level  **= significant at 5% level. *= significant at 10% level 
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In Model 1 and 2, the female coefficient is statistically significant and positively 

associated with VHA utilization. This suggests that while there is a statistically significant 

gender gap in utilization, women are more likely to use the services. It should be noted that this 

around a 3 percentage point gap so although statistically significant, the magnitude is not that 

large.  

Other statistically significant results include the coefficients on understanding the 

benefits offered to veterans and private insurance coverage in all LPM models. In model 5, 

compared to women veterans with a fair understanding of VHA benefits, having no knowledge 

of benefits is associated with a 36.6 percentage point lower likelihood of utilization while a very 

good understanding is associated with 28.7 percentage point higher likelihood of use. In the same 

model, women veterans with insurance were 15.6 percentage points less likely to use the VHA 

than those without insurance. Like previous research, this shows that those with alternative 

health care choices are using VHA services less often. Those who are (or perceive to be) in poor 

health, utilize VA healthcare services at higher rates than those with self-reported fair health in 

the models for the full sample and male subsample but not for the subsample of women.  

Table 4 reports coefficients from the same models as Table 3 but using probit regression 

methods. These coefficients are reported in marginal effects units.   Comparing the LPM and 

probit results, differences in magnitude are seen in the coeffficients on understanding the 

benefits offered to veterans, private insurance coverage and the military trauma index for women 

veterans with military trauma exposure. The marginal effect of understanding VHA benefits a lot 

versus only having some understanding is 36.6 percentage points (compared to the 28.7 

percentage points in the LPM model). For these women, the marginal effect of having insurance 

on VHA utilization is -21.9 percentage points  (whereas in the LPM model it is -15.6 percentage 
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points). Finally, the marginal effect of having the highest trauma index score (3) is an increased 

probability of VHA utilization of 37.3 percentage points (versus 24.1 percentage points in the 

LPM model specification). Despite these differences, overall the findings are quite consistent 

with the LPM estimates in terms of direction and statistical significance. 
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TABLE 4: ESTIMATED COEFFICIENTS  FROM PROBIT MODELS OF VHA UTILIZATION FOR VETERANS 
 

   

Probability of VHA Utilization 
 Full Sample  Men Veterans Only  Women Veterans Only 
 1 2  3 4  5 6 
Military Trauma Index: 2  .042           

(.018) 
  .047**    

(.018) 
  -.039   

(.081) 
Military Trauma Index: 3   .137***       

(.019) 
   .132***   

(.019) 
    .373***     

(.112) 
Military Trauma: Exposure to Combat 0.036**     

(.013) 
  .043***  

(.013) 
  -0.004       

(.058) 
 

Military Trauma: Exposure to Dead, 
Dying and Wounded 

0.011          
(.013) 

   .001     
(.013) 

    .117**   
(.056) 

  

Military Trauma: Exposure to 
Environmental Hazards 

0.074***   
(.015) 

  .077***   
(.014) 

  .052             
(.072) 

 

Female 0.053**  
(.022) 

.050**      
(.022) 

           

Understand VHA Benefits: Not at all 
(1) 

-0.392***  
(.009) 

-.393***      
(.009) 

 -.391***      
(.009) 

-.391***    
(.009) 

 -.417***         
(.040) 

-.426***  
(.040) 

Understand VHA Benefits:  A Little (2) -0.165***  
(.009) 

-.165***        
(.009) 

 -.168***       
(.009) 

-.167***     
(.009) 

  -.114**    
(.051) 

-.138 **  
(.049) 

Understand VHA Benefits: A Lot (4) 0.232***  
(.021) 

.231***       
(.021) 

 .219***    
(.022) 

.219*** 
(.022) 

 .366***          
(.079) 

.356***      
(.079) 

Health Status: Poor 0.151***       
(.023) 

.150***       
(.023) 

 .147***   
(.024) 

.146***        
(.024) 

  .177       
(.114) 

.200*  
(.116) 

Health Status: Fair  0.094***        
(.015) 

.091***    
(.015) 

 .094***   
(.015) 

.092***    
(.015) 

 .091       
(.075) 

.112              
(.077) 

Health Status: Very Good -0.039**   
(.013) 

-.040**   
(.013) 

 -.037**   
(.013) 

-.037**    
(.013) 

  -.079       
(.052) 

-.069   
(.052) 

Health Status: Excellent -0.095***       
(.016) 

-.097*** 
(.016) 

 -.100***    
(.016) 

-.102***          
(.016) 

 .008      
(.089) 

-.004                 
(.090) 

Health Insurance -0.193***      
(.021) 

-.194***   
(.021) 

 -.191***      
(.022) 

-.192***  
(.022) 

  -.219** 
(.079) 

-.230**   
(.079) 

Household Income: Less than $25,000 0.136***     
(.020) 

.136***   
(.020) 

 .128***     
(.020) 

.127***   
(.020) 

 .233**    
(.088) 

.208**   
(.088) 

Household Income: $25,000 to $49,999 0.073***   
(.016) 

.073*** 
(.016) 

 .071***   
(.016) 

.072***  
(.016) 

  .061        
(.070) 

.054           
(.071) 

Household Income: $75,000 to 
$100,000 

-0.033       
(.018) 

-.033*  
(.018) 

 -.043**   
(.018) 

-.042**         
(.018) 

 .079          
(.091) 

.097      
(.092) 

Household Income: More than $100,000 -0.08***  
(.016) 

-.080***   
(.016) 

 -.083***   
(.016) 

-.083***         
(.016) 

  -.044    
(.075) 

-.045   
(.075) 

Education: High School Diploma/ GED -0.032**   
(.014) 

-.033**   
(.014) 

 -.030**   
(.014) 

-.031**       
(.014) 

 -.039      
(.072) 

-.052          
(.071) 

Education: Advanced Degree -0.032*    
(.017) 

-.033*  
(.017) 

 -.022   
(.018) 

-.023             
(.018) 

 -.158**   
(.058) 

-.153                     
(.058) 

         
Number of Participants 8710 8710  8115 8115  595 595 
         
Pseudo R-Squared 0.33 0.33  0.33 0.33   0.34 0.35 

Notes: The dependent variable Ever Used VA health care services, an indicator variable with yes=1 and no=0, is noted in the top row. 
Independent variables are noted in the left column. Reference categories include military trauma index=0; understand VHA 
benefits=some; income: $50,000-75,000; education: college education; health status: good. Only significant results are shown but the 
following covariates were also included in each probit regression: index=1, military trauma=prisoner of war status, age, race, marital 
status,  and number of minor children in the household.  Columns 1-6 report the coefficient from separate probit regression models; 
coefficients are reported in marginal effects units.  

***=significant at 1% level  **= Significant at 5% level. *= Significant at 10% level 
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LIMITATIONS AND FURTHER CONSIDERATIONS 

The 2010 National Survey of Veterans, like many other cross-sectional studies of 

veterans, has a small sample size of women. In addition, while the survey includes a limited 

number of questions targeted to women’s health care services, it did not include other potentially 

important gender-related measures, including access to child-care. U.S. Department of Veterans 

Affairs researcher Donna Washington notes that these challenges can reduce the statistical power 

to detect gender differences: “This may contribute to an erroneous assessment that access 

barriers and other factors affecting VA health care use for women veterans do not differ 

significantly from that of male veterans” (Washington, 2004).  There is also a valid concern that 

the quality of the measures-- self-reported results from questions based on a series of “yes/no” 

survey questions --are poor. While research suggests strong correlations between the three 

exposure questions and suffering from trauma (GAO, 2009; Ouimette, 2003), this is not a perfect 

measure of the construct.  

Additionally, the NSV had a low response rate (32%), calling into question how 

representative the sample is of the women veteran population. For instance, the survey relied on 

address and telephone contacts and therefore excludes homeless women veterans, who are likely 

to have a higher prevalence of financial barriers to care and may experience other unique barriers 

to VA care. Furthermore, women veterans who identify with the services provided and are thus 

more likely to utilize VHA services than the population at large may have been more likely to 

respond to the NSV. 

Many of the limitations that I have laid out are common to the field and to the use of 

public data from the Department of Veterans Affairs. More data need to be collected to examine 

the characteristics and needs of women veterans, including panel data to study how female 
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service members’ experiences evolve after they retire from duty. My analysis is thus a starting 

point that hopefully sheds light on both the health care needs of women veterans and the demand 

for more expansive research that focuses on their perspectives and experiences.  

 

DISCUSSION 

The population of women veterans is on the rise,5 and the conflicts in Iraq and 

Afghanistan are generating younger veterans with higher rates of military trauma than in the 

past. In February 2012, the Pentagon unveiled plans to allow women to serve at battalion level, 

opening up thousands of jobs closer to the front lines. Given these significant trends and new 

policies, the VHA will need to carefully consider how best to care for women veterans, including 

those with military trauma exposure. In contrast to Ouimette’s (2003) findings and the negative 

congressional and media attention directed toward the VHA, the results in Table 3 and 4 indicate 

a positive relationship between military trauma and the likelihood of using VHA services. 

Although this suggests that perceived barriers to care may not be as problematic as previously 

thought, the policy implications are still important. 

The VHA is faced with a population in need of gender-specific care, including 

gynecology and obstetrics and also treatment for PTSD, MST and other mental health illnesses. 

According to women surveyed in the NSV, only 11.4% had access to gynecology and obstetrics 

care at their local VHA facility (see Table 2). This finding points to gender inequality in VHA 

services and to how far the agency is from addressing the changing needs of the women veteran 

population. At the same time, women are more likely to have used VA services than men. If this 

                                                
5 Refer to Appendix B for a VA figure detailing projected growth of women veterans, 2000-2036. 
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trend is accurate6, the VHA is entering a new era where their modus operandi is antiquated. 

Training staff in gender-sensitivity. and building and upgrading VHA facilities to reflect this 

change will become increasingly important as more women veterans look to the VHA for health 

care services. 

There are several other significant findings that may help shape veterans administration 

policy. For both the general population and for women veterans, a greater understanding of 

available VA services is associated with greater VHA utilization. In response to a seeming 

disconnect between veterans and the agency charged with their well-being in recent years, the 

VA has made great strides in improving outreach to veterans, ranging from information sessions 

for those leaving active service to internet programs designed to provide easy to understand 

benefits information. Although this relationship is not causal (it is possible that women veterans 

are more likely to understand benefits after they use VHA services), the results suggest that 

educational outreach might be an important issue that the VA should continue to prioritize. 

Expanding on Washington (2003)’s findings, this analysis also shows a significant association 

between the lack of insurance and higher VHA utilization. VHA use could thus also be impacted 

by the future of the Affordable Care Act and its ability to lower insurance costs.  

 One of the biggest challenges facing the VHA in the coming years is how to address the 

distinct health care needs of women veterans. This population has been underserved in the past 

and as women are increasingly exposed to military trauma, the VHA must resolve to care for this 

segment of the veteran population. This paper provides some evidence of shifts in how women 

veterans are using VHA and how exposure to military trauma is related to their usage. Further 

research that continues to expand the scope and scale of inquiry will likely yield additional 
                                                
6 Refer to Appendix C for a series of figures with reported plans of VHA use for all veterans, women veterans, Post 
9/11 veterans and Vietnam veterans. 
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evidence to inform policymakers seeking to improve the health care services for our veteran 

population. 
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APPENDIX A: TABLE OF CONTENTS, CAREGIVERS AND VETERANS OMNIBUS HEALTH 
SERVICES ACT OF 2010, TITLE II. 

 

 

CAREGIVERS AND VETERANS OMNIBUS HEALTH SERVICES ACT OF 2010 

TITLE II: WOMEN VETERANS HEALTH CARE MATTERS 

 

Sec. 201. Study of barriers for women veterans to health care from the Department of Veterans Affairs. 

Sec. 202. Training and certification for mental health care providers of the Department of Veterans 
Affairs on care for veterans suffering from sexual trauma and post-traumatic stress disorder. 

Sec. 203. Pilot program on counseling in retreat settings for women veterans newly separated from 
service in the Armed Forces. 

Sec. 204. Service on certain advisory committees of women recently separated from service in the Armed 
Forces. 

Sec. 205. Pilot program on assistance for childcare for certain veterans receiving health care. 

Sec. 206. Care for newborn children of women veterans receiving maternity care. 
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APPENDIX B: WOMEN VETERANS PROJECTED POPULATION GROWTH 
 
 

 

 
Figure 2: Projected Women Veteran Population: 2000 to 2036 

 
Source: Department of Veterans Affairs, Office of the Actuary, Veteran Population Projections 
Model (VetPop), 2007, Table 5L. 
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APPENDIX C: HOW VETERANS REPORT THEY WILL USE THE VHA IN THE FUTURE, BY 
SELECTED GROUPS. 

 

 

 

 
                            
Source: Department of Veterans Affairs, 2010 National Survey of Veterans 

 

11.6% 16.2% 

34.8% 

3.4% 0.8% 1.5% 

31.7% 

As primary 
source 

In addition to 
non VA health 
care for some 

services  

As safety net For 
prescriptions 

For specialized 
care 

Some other 
way 

No plan to use 
VA 

All Veterans 

18.8% 14.7% 
25.6% 

2.0% 0.8% 4.2% 

33.9% 

As primary 
source 

In addition to 
non VA health 
care for some 

services  

As safety net For 
prescriptions 

For specialized 
care 

Some other 
way 

No plan to use 
VA 

Women Veterans 

29.4% 
17.6% 

31.3% 

1.7% 0.5% 2.0% 

17.7% 

As primary 
source 

In addition to 
non VA health 
care for some 

services  

As safety net For 
prescriptions 

For specialized 
care 

Some other 
way 

No plan to use 
VA 

Post 9/11 Veterans 

18.8% 
11.8% 

36.7% 

2.7% 0.8% 1.4% 

27.9% 

As primary 
source 

In addition to 
non VA health 
care for some 

services  

As safety net For 
prescriptions 

For specialized 
care 

Some other 
way 

No plan to use 
VA 

Vietnam Veterans 



 
 

30 

REFERENCES 
 
Andersen, Ronald. “A Behavioral Model of Families’ Use of Health Services”. Research Series 

25 (1968). Center for Health Administration Studies, University of Chicago. Web. 24 
October 2011. 

 
Bean-Mayberry, Bevanne, Chung-Chou Chang, M. McNeil, Patricia Hayes and Sarah Hudson 

Scholle. “Comprehensive Care for Women Veterans: Indicators of Dual Use of VA and 
non-VA providers.” Journal of the American Women’s Medical Association 59 (2004): 
192-197. Print.  

 
Bosworth, HB, MI Butterfield, KM Stechuchak and LA Bastian. “The relationship between self-

rated health and health care service use among women veterans in a primary care clinic.” 
Women’s Health Issues. 10.5 (2000): 278-285.  Print. 
 

Duggal, Mona, Joseph L Goulet, Julie Womack, Kirsha Gordon, Kristin Mattocks, Sally G. 
Haskell, Amy C. Justice, and Cynthia A Brandt. “Comparison of outpatient health care 
utilization among returning women and men Veterans from Afghanistan and Iraq.” BMC 
Health Services Research 10.175 (2010). Web. 24 October 2011. 

 
Frayne, Susan.  “Needs of Women Veterans Must be Carefully Considered in Building 

Tomorrow’s VHA.” VA Office of Research & Development, November 2008. Web. 12 
October 2011. 

 
Fitzpatrick, Laura. “Landmark Bill Bolsters Care for Female Veterans.” Time Magazine 25 May 

2010. Web. 24 October 2011. 
 
Goldzweig, Caroline L., Talene M. Balakian, Cony Rolon, Elizabeth Yano, Paul G. Shekelle. 

“The State of Women Veteran’s Health Research: Results of a Systematic Literature 
Review.” Journal of General Internal Medicine 21 (2006): S82-92. Print. 

 
Hankin, C.S., K.M. Skinner, L.M. Sullivan, D.R. Miller, S. Frayne and T.J. Tripp. “Mental 

disorder and treatment among women VA outpatients who report sexual assault while in 
the military.” Journal of Traumatic Stress 12 (1999): 601-612. Print. 

 
Harell, Margaret. “Assessing the Assignment Policy for Army Women,” RAND Corporation, 7 

August 2007. Web. 12 October 2011. 
 
Haskell, Sally G. MD, Kristin Mattocks, PhD, Joseph L. Goulet, PhD, MS, Erin E. Krebs, MD, 

MPH, Melissa Skanderson, MSW, Douglas Leslie, PhD, Amy C. Justice, MD, PhD, 
Elizabeth M. Yano, PhD, and Cynthia Brandt, MD, MPH.  “The Burden of Illness in the 
First Year Home: Do Male and Female VA Users Differ in Health Conditions and Health 
Care Utilization.” Women’s Health Issues 21.1(2011): 92-97. Web. 12 October 2011. 

 
Hoff, Rani, and Robert Rosenheck. “Female Veterans' Use of Department of Veterans Affairs 

Health Care Services.” Medical Care. 36.7 (1998) 1114-1119. Web. 10 October 2011. 



 
 

31 

 
The Independent Budget. “Medical Care” Fiscal Year 2008. 2009. Web. 24 October 2011. 
 
Kelly, M., Dawne Vogt, E.M. Scheiderer, Paige Ouimette, Jennifer Daley, and Jessica Wolfe. 

“Effects of Military Trauma Exposure on Women Veteran’s Use and Perceptions of 
Veterans Health Administration Care.” Journal of General Internal Medicine 23.6 
(2008): 741-747. Print.  

 
Mulhall, Erin. “Supporting She ‘Who Has Born the Battle’”. Iraq And Afghanistan Veterans of 

America Issue Report, October 2009. Print. 
 
Ouimette, Paige, Jessica Wolfe, Jennifer Daley, Kristian Gima. “Use of VA Health Care Services 

by Women Veterans: Findings from a National Sample.” Women & Health. 38.2 (2003): 
77-91. Print. 

 
Rebhan, David P. “Health Care Utilization: Understanding and Applying Theories and Models of 

Health Care Seeking Behavior”. Public Health Management & Policy Online Text Book. 
Case Western University. Web. 24 October 2011. 

 
Romeis, James C. Kathleen N. Gillespie, Kathleen E. Thorman. “Female veterans' and 

nonveterans' use of health care services.” Medical Care.  26.6 (1998): 589-595. Web. 12 
October 2011. 

 
Skinner, Katherine and J. Furey. “The Focus on Women Veterans who use Veterans 

Administration Health Care.” Military Medicine 163.11 (1998): 761-766. Print. 
 
Skinner, Katherine, Lisa Sullivan, Tara Tripp, Nancy Kressin. “Comparing the Health Status of 

Male and Female Veterans who use VA Health Care: Results from the VA Women's 
Health Project.” Women & Health 29.4 (1999):17. Print. 

 
Suris, Alina, PhD, Lisa Lind, PhD, T. Michael Kashner, JD PhD, MPH, Patricia D. Borman, PhD 

and Frederick Petty, PhD MD. “Sexual Assault in Women Veterans: An Examination of 
PTSD Risk, Health Care Utilization, and Cost of Care.” Psychosomatic Medicine 66 
(2004): 749-756. Online: http://www.psychosomaticmedicine.org/content/66/5/749.short 

 
United States Government Accountability Office. (2009). VA HEALTH CARE: Preliminary 

Findings on VA’s Provision of Health Care Services to Women Veterans. Washington, 
DC. U.S. Government Printing Office. Web. 24 October. 2011.  

 
Washington, Donna L. “Challenges to Studying and Delivering Care to Special Populations—the 

example of Women Veterans.”  Journal of Rehabilitation Research and Development 
41.2 (2004): vii-ix. Print. 

 
Washington, Donna L., Elizabeth M. Yano, Barbara Simon, and Su Sun. “To Use or Not to Use: 

What Influences Why Women Veterans Choose VA Health Care.” Journal of General 
Medicine 21 (2006): S11-18. Print. 

 



 
 

32 

Westat (prepared for the Department of Veterans Affairs). “2010 National Survey of Veterans, 
Active Duty Service Members, Demobilized National Guard and Reserve Members, 
Family Members, and Surviving Spouses”. Final Report Deliverable 27 Oct 2010 
Released August 11, 2011. Web. 11 October 2011. 

 
Wolinsky, F. “Seeking and Using Health Services.” Sociology of Health Belmont, CA. 1988. pg. 

117-144. Print. 

Wolinsky, F., R. Coe, R. Mosely and S. Homan. “Veterans and non-veterans use of health 
services” MedCare 23 (1985). Print. 

Yano, Elizabeth M. “Achieving Equitable High-Quality Care for Women Veterans.” United 
States Department of Veterans Affairs Health Services Research & Development Service 
Forum 2008. Web. 12 October 2011. 

 
Yano, Elizabeth M., Patricia Hayes, Steven Wright, Paula P. Schnurr, Linda Lipson, Bevanne 

Bean-Mayberry, and Donna L. Washington.  “Integration of Women Veterans into VA 
Quality Improvement Research Efforts: What Researchers Need to Know.” Journal of 
General Internal Medicine 25 (2009): S56-61. Print. 

 
Yano, Elizabeth, Donna L. Washington, Caroline Goldzweig, Cynthia Caffrey, and Carole 

Turner. “The Organization and Delivery of Women’s Health Care in Department of 
Veterans Affairs Medical Center.” Women’s Health Issues 13(2003): 55-61. Print.  


