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ABSTRACT

BACKGROUND: The 2014 Veterans Choice Act and sub-
sequent 2018 Veteran’s Affairs (VA) Maintaining Systems
and Strengthening Integrated Outside Networks Act
(MISSION Act) are legislation which clarified Veteran
access to healthcare provided by non-VA clinicians (com-
munity care). These policies are of particular importance
to Veterans living in rural areas, who tend to live farther
from VA medical facilities than urban Veterans.
OBJECTIVE: To understand Veterans’ experiences of
the MISSION Act and how it impacted their access to
primary care to inform future interventions with a focus
on reaching rural Veterans.

DESIGN: Qualitative descriptive design.
PARTICIPANTS: United States (US) Veterans in North-
western states engaged in VA and/or community care.
APPROACH: Semi-structured interviews were con-
ducted with a purposive sample of Veterans between
August 2020 and September 2021. Interview domains
focused on barriers and facilitators of healthcare access.
Transcripts were analyzed using thematic analysis.
KEY RESULTS: We interviewed 28 Veterans; 52% uti-
lized community care as their primary source of care
and 36% were from rural or frontier areas. Three main
themes emerged: (1) Veterans described their health-
care experiences as positive but also frustrating (billing
and prior authorization were noted as top frustrations);
(2) Veterans with medical complexities, living far from
healthcare services, and/or seeking women'’s health-
care services experienced additional frustration due to
increased touch points with VA systems and processes;
and (3) financial resources and/or knowledge of the VA
system insulated Veterans from frustration with health-
care navigation.

CONCLUSIONS: Despite provisions in the MISSION Act,
Veteran participants described persistent barriers to
healthcare access. Patient characteristics that required
increased interaction with VA processes exacerbated
these barriers, while financial resources and VA system
knowledge mitigated them. Interventions to improve
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care coordination or address access barriers across VA
and community care settings could improve access and
reduce health inequities for Veterans—especially those
with medical complexities, those living far from health-
care services, or those seeking women’s healthcare.
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INTRODUCTION

Inequities in accessing healthcare between urban and rural
Veterans are well documented.'™ In order to improve
access, the Veteran’s Health Administration (VA) imple-
mented the Veterans Access, Choice And Accountability
Act Of 2014, which expanded Veterans’ access to non-
VA clinicians (known as community care) when a spe-
cific service was not available in a VA medical facility or
Veterans faced wait time/travel delays.4 In 2018, the VA
Maintaining Systems and Strengthening Integrated Out-
side Networks Act (MISSION Act) replaced this 2014 act.’
The MISSION Act increased access to covered services
not provided by the VA and expanded Veterans’ ability
to use community care. In an effort to address geographic
barriers to healthcare access, this expansion was open to
Veterans living more than a 30-min drive from VA primary
care, mental health, and non-institutional extended care
services; those with a 60-min average drive time for VA
specialty care; and those having to wait either more than
20 days for an primary care appointment at a VA medical
facility, mental health, and non-institutional extended care
services or 28 days for specialty care.’ ® The MISSION
Act is of particular importance to the five million Veterans
living in rural areas, nearly one-quarter of all US Veter-
ans.” These Veterans often live farther from VA medical
facilities than their urban counterparts, which contributes
to disproportionate barriers to accessing care.”
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Despite additional community care options available to
rural Veterans through the MISSION Act, access barriers
persist. Veterans’ gender, employment and socioeconomic
status, and disability status often contribute to further
health inequities, which exacerbate these existing barri-
ers.'® ' A 2021 survey of VA Medical Center directors
found that accessing community care was problematic for
Veterans seeking orthopedic, dermatologic, neurologic,
mental health, and pain management care.'” Though Vet-
erans can use community care if VA wait times exceed the
length established in the MISSION Act, community wait
times are not always shorter. In fact, despite provisioning
an expanded network of community clinicians for Veterans
experiencing long wait times,'> wait times for community
primary care appointments have increased at all VA facili-
ties post-MISSION Act.'* Furthermore, rural Veterans may
not have a community provider available in their area. One
VA medical facility in the Northeast reported increased
issues coordinating and communicating with healthcare
providers following the MISSION Act, leaving Veterans
primarily responsible for connecting their own care.'”

Additional impacts of the MISSION Act on care access,
and interventions to mitigate them, are largely unknown.'®
Therefore, we conducted a qualitative study with Veter-
ans across the Pacific Northwest to understand healthcare
accessibility as well as barriers and facilitators to receipt of
healthcare post-MISSION Act. Our approach was designed to
understand Veterans’ experiences of the MISSION Act and
how it impacted their access to primary care in order to inform
future interventions, focusing on reaching rural Veterans.

METHODS

This qualitative descriptive study was conducted by a mul-
tidisciplinary team with expertise in rural health, primary
care, implementation science, qualitative methods, and Vet-
eran/patient engagement. Study activities were conducted by
Oregon Rural Practice-based Research Network (ORPRN)
in partnership with the VA Veterans Rural Health Resource
Center in Portland, Oregon (VRHRC-P). Data collection
occurred during two time periods, May to September 2020
and August to September 2021, though each participant
was only interviewed once. The separate interview periods
resulted from funding mechanism structures and an effort to
expand participation to other Northwestern states. The study
was approved by the Veterans Affairs Portland Health Care
System (VAPORHCS) and Oregon Health & Science Univer-
sity (OHSU) joint Institutional Review Board (eIRB#20,843).

Setting

Participants were recruited from VA Veteran Integrated
Service Network (VISN) 20, which includes Washington,

Oregon, Idaho, Alaska, Montana (one county), and Califor-
nia (one county). VISN 20 covers 135 counties and approxi-
mately 23% of the US land mass; it covers 17% of the total
US populated area, the largest percentage of all VISNs.!”
VISN 20 has six VA medical centers, two tertiary sites, 20
community-based outpatient clinics, and one mobile clinic.
VISN 20 currently serves 194,949 Veterans and 79% of coun-
ties report health professional shortages within their areas.!”
VISN 20 is largely rural, with four out of the five market
regions having a greater proportion of Veterans living in rural
areas (42.7-54.3%) than the national average (32.5%).'

Participants

Participants were purposively sampled through direct out-
reach to Veteran-serving community organizations, includ-
ing Veterans of Foreign Wars, American Legion, and Veteran
Service Officers (VSOs). We leveraged ORPRN’s extensive
network of clinic partners to facilitate connections to Vet-
erans living in rural areas, seeking care at rural facilities,
and Veteran groups serving rural regions. Participants were
eligible if they (1) identified as a Veteran, (2) were located
in VISN 20, and (3) used community care either for pri-
mary or specialty care. We sought variation across multiple
characteristics: age, sex, state, rurality, dominant source of
care (VA primary or community care primary, or both) and
geographic region. As the MISSION Act primarily impacted
those in rural areas, participants from non-urban areas were
prioritized using Rural Urban Commuting Area (RUCA)
codes designated as frontier (10), rural (7-9), or micropoli-
tan (4-6) as compared to urban (1-3) by zip code.”

Data Collection

The study team developed a 12-question, semi-structured
interview guide that explored factors impacting Veter-
ans’ access to and experience with healthcare. Interview
domains focused on barriers and facilitators and general
impressions of accessibility, and explored variation by
geographic site/care setting.?’ Prior to data collection, the
guide was reviewed by the research team and the study
Advisory Board, which consisted of Veterans living in
rural areas, VSOs, VA clinicians, and non-VA clinicians
serving Veteran populations. As data collection pro-
gressed, the interview guide was iteratively refined based
on coding of preliminary interviews.

Telephone or Zoom videoconference interviews were
conducted by team members with qualitative interview
training and experience (MP, NR, CB). Interviews lasted
44 min on average (range 30-60), were digitally recorded
with the participant’s verbal consent prior to the inter-
view, and professionally transcribed. Members of the study
team validated and de-identified interview transcriptions,
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renaming them using a participant identification number.
Data was monitored for saturation (e.g., participants pre-
sented no new information), at which point recruitment
stopped.?!

De-identified transcripts were uploaded to ATLAS.ti for
data management and analysis. During the 2020 interviews,
analysis and data collection occurred concurrently using
Braun and Clarke’s approach to thematic analysis.?> An
initial code book was developed using a combination of
deductive and inductive codes. The code book was tested
on a subset of transcripts, coded by a second analyst to
ensure reliability and iteratively, and refined through ana-
lytic team meetings that included qualitative analysts (EK,
NR, MP), the principal investigator (MD), and a medically
trained Veteran. In 2020 and 2021, all interview transcripts
were then coded by independent qualitative analysts using
the finalized code book (EK, NR, CB). The qualitative
analysis team identified emergent themes through review-
ing, coding, and engaging in a dialogue-based refine-
ment process.”? The full study team and Advisory Board
reviewed and member-checked all themes.”*

RESULTS

We interviewed 28 Veterans living in Oregon, Washington,
Idaho, and California. As summarized in Table 1, partici-
pants were distributed across frontier (21%), rural (14%),
micropolitan (43%), and urban (21%) RUCA code regions.
About half of participants (52%) used community care pri-
marily, with the remainder (48%) primarily using VA care
and community care for specialty care. Most (89%) lived
more than 30 min from a VA primary care location. Nearly
a third (32%) of our sample identified as female.

Table 1 Characteristics of Interview Informants (n =28)

State N=28 (%)
Washington 9 (32.1%)
Oregon 12 (42.9%)
Idaho 6 (21.4%)
California 1(3.6%)

Rural urban area commuting area designation
Frontier 6 (21.4%)
Rural 4 (14.3%)
Micropolitan 12 (42.9%)
Urban 6 (21.4%)

Sex*

Male 18 (64.3%)
Female 9 (32.1%)

Age
25-40 6 (21.4%)
41-65 10 (35.7%)
65-80 12 (42.9%)

Dominant source of care
Veteran’s health administration primary 13 (52.0%)
Community care primary 12 (48.0%)

“Data on sex was missing for 1 informant

"Data on VA utilization was missing data for 3 informants

Three main themes emerged: (1) Veterans described
their healthcare experiences as positive, but expressed
frustrations with navigating VA systems and processes;
(2) Veterans with medical complexities, those living far
from healthcare services, and/or those seeking women’s
healthcare services experienced additional frustration due
to increased touch points with VA systems and processes;
and (3) financial resources or knowledge of the VA system
insulated Veterans from frustration with system naviga-
tion. We describe each theme in depth with illustrative
quotes below.

Veterans Described Their Healthcare
Experiences as Positive, but Expressed
Frustrations with Navigating VA Systems and
Processes

Overall, when asked about their care experiences, Veterans
(1) spoke about their clinical encounters in both VA and
community care settings, and (2) talked about navigating
the administrative aspects of obtaining VA-covered care.
The clinical encounter anecdotes were primarily posi-
tive; participants were generally satisfied with care they
received. Veterans described providers as “remarkable”
(Veteran 11) and the VA system as full of “wonderful
people” (Veteran 11) and as a “modern” and “highly rated
institution” (Veteran 21).

However, the tone shifted when describing navigating
the administrative aspects of obtaining care covered by VA
benefits. As an integrated healthcare system, the VA func-
tions as both healthcare provider and insurer, with specific
processes required to authorize access to community care.
Participants often described these experiences as frustrating,
leaving them with a “chip on their shoulder” due to difficulty
getting accurate information to access necessary care (Vet-
eran 10). One participant described this frustration:

It’s . . . the bureaucracy, finding your way through the
labyrinth, trying to get something done is really hard.
But if you can talk to somebody who actually is going
to do something for you one way or another, that’s
really pretty good. Getting there sometimes is kind of
hard. (Veteran 9)

Two processes that consistently caused the most frustra-
tion were billing/reimbursement and care authorization.
Many Veterans shared stories of billing challenges even
after seeking prior authorizations and approvals. Veteran
participants described “spend[ing] at least five hours on
the phone” trying to determine if their care was covered
and being told “at least two different things” (Veteran 10)
regarding coverage. Other Veterans described situations
where they were required to pay for services provided by
the VA they previously understood would be covered. For
example, one participant described various challenges with
billing and payment/reimbursement for care:
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If it’s a prescription or something, then I usually have
to do a copay. And then, we do this dance where they
keep sending me these bills, and I say, ‘I’m not sup-
posed to pay this.” And then they threaten to garnish
my wages, so I go down there and pay it. And I pay
the cashier. And then a month or two later they send
me a check for the amount I went down and paid.
(Veteran 6)

Participants described the care authorization process as
similarly challenging due to long wait times for informa-
tion and that it was “difficult to know what was going on.”
One participant reported that getting enrolled in care, a
process that took over six months, was “the single most
difficult thing I’ve ever done in my life.” (Veteran 10).
Similar to billing, participants explained that every person
they talked to would tell them different information, mak-
ing it impossible to confirm authorization.

Some Veterans described spending multiple hours on
the phone in advance of every appointment. Not only
did these challenges result in extra effort, but many par-
ticipants described the additional burden that navigating
reimbursement and authorizations placed on non-VA clinic
staff, VSOs, and friends and family members helping them
navigate the system. For example, one participant stated:

I couldn’t do it if I was employed because I spend at
least four hours on the phone. My nurse practitioner,
her receptionist, I know her by name. . . . I've sent
her flowers because she has spent four hours a day
just leaving the phone on speaker with the VA while
they transfer her from place to place to place to place.
Nobody is on the same page. (Veteran 25)

Veterans with Medical Complexities, Those
Living Far from Healthcare Services, and
Those Seeking Women’s Healthcare Services
Experienced Additional Frustration due to
Their Need for Increased Touch Points with
VA Systems and Processes

We highlight challenges described by each of these popu-
lations below.

Increased Medical Complexity Amplifies Fragmented Care
and Number of Interactions Veterans with multiple medi-
cal conditions described engaging with more clinicians
than those without, compounding the number of times they
engaged with VA policies and processes. These Veterans
often needed to utilize both the VA and the community care
system to fully address their medical needs, a process they
described as fragmented. Providers in these systems have
limited avenues open to communicate with each other, leav-
ing the burden of communication on the Veteran.

Living Far from Healthcare Contributed to Additional Travel
Costs and Cumbersome Reimbursement Processes Several
participants living in rural or frontier areas described addi-
tional challenges in navigating VA policies and processes.
One participant described the inconvenience of switching
addresses in the VA system:

When we moved to [frontier town] . . . I attempted to
get us switched over to being able to see a provider in
[nearby town] instead, and the paperwork process is
just out of this world. . . . And the turnaround times, in
the mail or for phone calls, I felt were really unreason-
able. Like if we don’t hear from you in two days you
have to restart this process. . . . So that was a huge
barrier for us. (Veteran 27)

Participants living far from care options also described travel
costs such as gas, lodging, and taking time off work. While
the VA reimburses appointment travel costs, the process was
described as onerous and, following policy change, now
occurs after the appointment. One participant described it
as cumbersome, particularly if you were not computer savvy:

Well, they paid everything—travel pay is so hard to do
online, and I put in the travel pay, and it wasn’t on the
proper letterhead. So I probably lost at least $300 or
$400, just because of that. And I’ve been so dang busy,
and I haven’t followed up on it. . . . And you have to
sign in securely, which is a hassle sometimes if you're
not computer literate. (Veteran 18)

Another participant described the added burden
from the reimbursement for travel shifting from pre to
post-appointment:

I think for me, when we are living with less income it’s
really difficult to get to specialty appointments when
the reimbursement doesn’t come until later. . . . I think
gas money is huge, huge, huge barrier to people who
[don’t] live very near town. (Veteran 27)

Seeking Women'’s Healthcare Services Is Challenging due to
Lack of Qualified Providers and the Male-Centeredness of VA

care Participants identifying as female frequently reported
that navigating women’s-specific healthcare further compli-
cated factors described in previous sections. One participant
reported that she had had “eight or nine providers” (Veteran
4), none of them staying more than six months. Another
commented that the VA often sidelined women’s healthcare
and that men get taken more seriously:

[Women] are treated differently than our male counter-
parts. It’s automatically assumed the male is the Vet-
eran. We’re kind of forgotten about. . . . Care is geared
more towards males. It seems like they get a lot more
care. They get taken more seriously. We just, I don’t
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know, personally I feel at times that we get pushed off
to the side and not get taken seriously. (Veteran 4)

Further compounding these challenges, participants identi-
fying as female self-reported a high incidence of military
sexual trauma, and often struggled to use VA health services.
Multiple participants strongly associated the VA with their
service and military sexual trauma. One participant (Veteran
4) described that finding a VA provider equipped to provide
mental health services for military sexual trauma was difficult
and that “[it] can be a challenge. Not everyone has worked
with clients that have endured [military sexual trauma].”

While the factors in this section are detailed separately,
many participants experienced multiple simultaneously.
Those experiencing several factors described compound-
ing impacts, partly due to the exponential increase in touch
points and care coordination to fully meet their healthcare
needs. One Veteran with multiple chronic conditions who
lived in a rural area described the process of navigating care
as “exhausting,” adding, “I’m not sure the VA always consid-
ers the disabilities of their patients when they do the schedul-
ing.” (Veteran 3).

Financial Resources or Knowledge of the VA
System Insulated Veterans from Frustration
with System Navigation

Participants described variation in the levels of system navi-
gation frustration. For some, increased financial resources
and knowledge of the VA system allowed them to opti-
mize their healthcare options, decreasing care barriers and
increasing satisfaction. In contrast, those with fewer finan-
cial resources or less knowledge of the VA system described
more challenges and frustration.

Financial Resources Veterans who described having more
financial resources, such as secondary coverage and more
discretionary income, were able to better absorb the costs
associated with navigating the multiple layers of policy and
process. Those with fewer resources, such as those who were
low income or only had VA insurance coverage, were not.
Waiting for reimbursement for travel or other services was
not a burden for Veterans with more disposable income, as
they were more likely to be able to absorb these costs. Simi-
larly, those with more income were more able to pay out-
of-pocket costs associated with seeking faster care. Veterans
with secondary insurance coverage through an employer or
spouse were more likely to get services covered through a
broader network of providers. One participant described
using employer-sponsored insurance to receive care faster
and easier, saying, “I have medical insurance through my
employer and so sometimes I just use that....I just go with
whatever, I pay my copay, and do it. That’s easy and quick
and works.” (Veteran 7).

Knowledge of the VA System Participants with greater VA
knowledge about structure and processes were better posi-
tioned to navigate the system and understand the actions
or workarounds necessary to get their care. Veterans with
professional connections to the VA described an increase in
their understanding of how to navigate the VA compared to
those without. Participants who described getting informa-
tion from Veteran family members, friends, VSOs, or peer
groups who understood their care options relied on these
insiders to navigate care. One Veteran highlighted the impor-
tance of having a support partner:

I wouldn’t be as well as I am, and [my spouse]
wouldn’t, if we wouldn’t have been able to be there
and take notes and advocate and have the health
literacy needed to navigate it. I would just caution
people. You need to find a partner in your healthcare
journey. Whether it’s from [the VA] or your personal
life, just don’t try and do that on your own because
it’s just too much. You’ll get discouraged and not
move forward. (Veteran 12)

DISCUSSION

Following the MISSION Act, Veterans from the Northwest
not only had positive experiences with VA healthcare, but
also described many frustrating aspects to accessing it,
particularly billing and prior authorization. These frus-
trations were amplified for Veterans navigating multiple
care systems such as those with medical complexities, liv-
ing far from healthcare services, and/or seeking women’s
healthcare services. Increased financial resources and/or
knowledge of the VA buffered these frustrations. These
differences in care experiences reflect broader, well-known
healthcare inequities such as socioeconomic status, dis-
ability status, and gender, and provide an important oppor-
tunity to improve equity and access.'® !!

Mixed positive and negative experiences with access
to VA healthcare have been described in work conducted
prior to the MISSION Act.?* As an integrated system, the
VA excels at care coordination within the VA.!>2%2¢ How-
ever, care coordination becomes fragmented for Veterans
seeing external healthcare providers (e.g., women’s health,
multiple providers, community care).!> 2 %7 Indeed,
coordination between the VA and community care was
previously highlighted as a potential problem, and com-
munity care providers have also noted it as an obstacle.?®
Resources do exist to address these coordination and
access needs, such as the Women Veterans Call Center for
women’s health?, but our participants have indicated there
is still room for improvement.

The MISSION Act was designed to improve access for
Veterans experiencing barriers to care. Yet, Veterans in
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our study highlighted frustrations with the administra-
tive aspects of accessing care, especially related to billing
and prior authorization.® ' Moreover, we found that cer-
tain sub-groups (e.g., medically complex, living far from
healthcare, identifying as female) experienced additional
frustration and inequities. This finding is particularly prob-
lematic, as a recent study identified that Veterans who were
female, lived in rural areas, lived over 40 driving miles
to VA care, or had a psychiatric/depression condition,
were more likely to receive community care—the same
groups reporting additional frustrations with navigating
and receiving healthcare in our study.*’

Community care is used more often in rural areas than
urban ones; therefore, problems in service provision and
existing health inequities may be magnified in rural Vet-
eran populations. Our participants living far from health-
care services (likely due to living in rural areas) experi-
enced frustrations beyond billing and prior authorizations
due to navigating several care systems. Our recent work
suggests that rural Veterans may not experience the ben-
efits of the MISSION Act because of specific barriers,
including poor geographic proximity to covered health-
care, wait times, or full patient panels.’! Additionally,
Veterans living in rural areas experience poorer health
outcomes and health-related quality of life compared to
their urban counterparts.'> These complex care needs may
require increased care coordination, further exacerbating
access issues.?’” 3% 3% Conversely, Veterans living in rural
areas who received community care reported comparable
or better access, coordination, communication, and over-
all clinician ratings to Veterans living in urban areas who
received community care.>* Additional research comparing
rural and urban experiences accessing community care fol-
lowing implementation of the MISSION Act is warranted.

We also found that Veterans with more financial
resources and VA system knowledge could leverage these
supports to better navigate systems and receive satisfactory
healthcare. Participants noted family members, friends,
peer groups, and VSOs as the places to find information
and resources most readily; however, not all had access to
these supports. Our results suggest the need for structural
solutions, such as formal healthcare navigation programs
or system-level interventions to improve the function and
coordination of care delivery and coverage and reduce
access inequities to increase and simplify the utilization of
community care. To ensure equitable access, interventions
and implementation strategies may need to be tailored to
reach Veteran sub-groups with the increased access barri-
ers identified in our study.

This study has several notable limitations. First, the
MISSION Act was implemented in June of 2019 with the
COVID-19 pandemic beginning a few months later.” These
co-occurring events likely both impacted how Veterans
received healthcare and responded to our outreach. While

Veterans may attribute challenges in healthcare like longer
appointment wait times, difficulty getting through to call
centers, and extended authorization timelines to either the
MISSION Act or COVID-19, specific causes and effects
could not be disentangled in our dataset. Further explora-
tion of the specific and combined impacts of these two
events is needed. Second, our findings are based on quali-
tative interviews from a subset of Veterans across VISN
20. While efforts were made to obtain a representative
sample across age, sex, state, rurality, dominant source
of care (e.g., VA primary, community care primary), and
geographic region, our sample was not large enough to
represent the circumstances of all Veterans. However, we
were able to interview Veterans from four states, with
32% of interviewees identifying as female. Additionally,
saturation across themes was reached and findings provide
important context for future qualitative and quantitative
research. Further research is needed to determine if the
findings are generalizable to other regions, which may
have more racially and ethnically diverse Veteran popula-
tions. Despite these limitations, our study provides valu-
able insight into the healthcare experiences of Veterans.

CONCLUSION

Despite expansion of community care access through
the MISSION Act, barriers persist. These barriers were
often exacerbated for Veterans with medical complexities,
those living far from healthcare services, and those seek-
ing women’s healthcare services because of the need to
navigate multiple systems of healthcare, causing specific
inequities for these groups. Increased financial resources
and knowledge of the VA system insulated many Veter-
ans from barriers and frustrations, making accessing care
easier and, therefore, increasing protection from greater
morbidity and mortality. Interventions to improve care
coordination and address access barriers across VA and
community care settings could support equitable access to
healthcare for all Veterans—especially those with medical
complexities, living far from healthcare services, or seek-
ing women’s health services.
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