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Abstract

Background—Patient-centered access to mental health describes the fit between patient needs 

and resources of the system. To date, little data are available to guide implementation of services 

to women veterans, an underrepresented minority within Department of Veteran Affairs (VA) 

health care. The current study examines access to mental health care among women veterans, and 

identifies gender-related indicators of perceived access to mental health care.

Methods—A population-based sample of 6287 women veterans using VA primary care services 

participated in a survey of past year perceived need for mental health care, mental health 

utilization, and gender-related mental health care experiences. Subjective rating of how well 

mental health care met their needs was used as an indicator of perceived access.

Results—Half of all women reported perceived mental health need; 84.3% of those women 

received care. Nearly all mental health users (90.9%) used VA services, although only about half 

(48.8%) reported that their mental health care met their needs completely or very well. Gender 

related experiences (availability of female providers, women-only treatment settings, women-only 

treatment groups, and gender-related comfort) were each associated with 2-fold increased odds of 

perceived access, and associations remained after adjusting for ease of getting care.

Conclusions—Women VA users demonstrate very good objective access to mental health 

services. Desire for, and access to specialized mental health services for women varies across the 

population and are important aspects of shared decision making in referral and treatment planning 

for women using VA primary care.
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Women are among the fastest growing population subgroups of Department of Veteran 

Affairs (VA) health care users. Approximately 6% of current VA users are women veterans 

and although the number is expected to double in the next 10 years, women are still 

underrepresented within the health care system.1 Compared with men, women are more 

likely to be diagnosed with a mental health condition, more likely to use mental health 

services, and on average have more mental health visits.2 The influx of women to the system 

has resulted in increased specialty mental health services designated for women and 

expansion of colocated mental health services in women's primary care clinics.3 

Organization of these designated women's services varies widely, and limited empirical 

support or clinical consensus exists regarding the need for such services or how they should 

be implemented.4 VA policy recognizes gender-sensitive issues, such as choice of provider 

gender, as important components of mental health care.5 Some data suggest that women 

veterans’ concerns about comfort in the predominantly male VA environment limit health 

care utilization,6 but we know little about how such concerns may specifically impact access 

to mental health care. Gender-specific data are essential to inform the current efforts to 

expand mental health resources for women veterans and assure their access to and 

engagement with mental health services.

Patient-centered reconceptualizations of access to VA care are focusing on the set of 

dimensions that describe the fit between characteristics and preferences of the individual and 

qualities of available health care services.7 This model extends the quantification of access 

from observations of service utilization among those with perceived need for care, or unmet 

need, to examinations of how well these services meet an individual's needs. An individual's 

judgments regarding the extent to which services used meet their needs can therefore be 

conceptualized as perceptions of access to care. Unmet mental health care need is associated 

with younger age, being unmarried,8 nonwhite,9,10 Hispanic ethnicity,11 low income,8,11 and 

not having a usual source of care.12 Among women veterans, rural residence13 is also 

associated with unmet need. These factors have not yet been examined among mental health 

service utilizers as predictors of perceived access, or how well utilized services meet 

patient's needs.

We propose that indicators of perceived access will have the greatest utility for defining 

patient-centered care when tailored to the experiences of specific populations, such as 

women veterans. Negative perceptions about the gender sensitivity of VA health care are 

associated with unmet need for care among women veterans.14 Minority race and ethnicity, 

which tend to be associated with unmet need, also predict stronger preferences for 

designated women's mental health services among women veterans in VA health care.15 To 

date, few studies have examined the impact of perceptions of mental health care on mental 

health utilization.16 Among VA users, the impact of women's experiences with access to 

female providers, designated women's mental health clinics, or same-gender group 

treatments is largely anecdotal. These gender-sensitive dimensions would provide 
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measureable indicators of perceived access and important points of intervention to promote 

access to care.

The current study is a national survey of women veteran VA primary care users designed to 

identify gender-sensitive dimensions of perceived access to mental health care. We used 

women's subjective ratings of how well care met their needs as a global indicator of 

perceived access, that is, the match between patient preferences and mental health treatment 

experiences. We examine this construct in the context of perceived need for mental health 

care, and mental health care utilization within and outside VA. We also examine the extent to 

which veteran characteristics and gender-related experiences of VA mental health care are 

associated with subjective ratings that past-year mental health care met women's needs. 

These care experiences examined included if a female provider was available as often as 

preferred; whether same-gender group treatments were available as often as preferred; 

whether gender-specific settings were available as often as preferred; and the frequency that 

women felt uncomfortable or out of place in VA mental health treatment settings because of 

gender. Furthermore, we examine overall ease of use as a proxy for logistical barriers to 

mental health care.17 We propose that factors that are significantly associated with 

perceptions that care meets women's needs bear further investigation as key indicators of 

gender-sensitive access to care among women VA users.

METHODS

Sample and Recruitment Procedures

The sample is drawn from the Women's Overall Mental Health Assessment of Needs 

(WOMAN) Survey, a cross-sectional telephone survey conducted with a population-based 

stratified random sample of women VA primary care users within the 50 United States and 

the District of Columbia between October 1, 2010 and September 30, 2011. Sampling was 

stratified based on age and race/ethnicity and included an over-sample of nonwhite women 

and women aged 18–44. The sampling frame was identified from VA administrative data 

using the VA National Patient Care Database.18 Exclusion criteria were having an 

incomplete or international mailing address, and an active diagnosis of dementia or 

psychosis.

Study information, including a prepaid opt-out letter and a $2 cash incentive, was mailed to 

15,328 women, and 7462 were able to be contacted by telephone to confirm eligibility. 

Eighty-four percent (n = 6287) agreed to participate. Respondents were mailed a $20 check 

to thank them for their time. Surveys were conducted between June and September 2012 by 

trained survey interviewers. All study procedures were approved by the Stanford University 

Institutional Review Board. Participants did not significantly differ from the sampling frame 

in the likelihood of past-year mental health diagnosis or past-year VA mental health 

utilization.

Measures

The WOMAN Survey consists of 145 items designed to determine the prevalence of a wide 

range of mental health symptoms and conditions among women veterans in VA care, and to 
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assess their mental health care needs, utilization, and preferences. The survey assessed 

patient characteristics (eg, demographics, family composition), presence of possible active 

mental health issues, and mental health services utilization and preferences. For the current 

study, a variable from the Planning Systems Support Group Enrollee File,19 a file of 

geographic information on VA patients, was matched to the survey to classify a veteran's 

residence as urban, rural, or highly rural.

Perceived need for mental health care was defined according to prior research,11 with an 

item that asked, in the past year, “did you ever want (or need) help with personal, family, or 

emotional problems from a doctor or mental health professional, such as a psychologist, 

psychiatrist, counselor, or therapist?” Women who reported perceived need were queried for 

past-year self-reported mental health service utilization. Items were adapted from the 

National Survey on Drug Use and Health20 and included use of inpatient (6 items), 

outpatient (6 items), and pharmacotherapy (6 items) mental health services from a variety of 

VA and non-VA sources. Women who responded positively to any of these items were 

categorized as mental health users. Past-year VA mental health utilization was defined as use 

of a hospital stay overnight or longer in a psychiatric or residential unit of a VA medical 

center; receipt of outpatient therapy or counseling for emotional problems in a VA mental 

health clinic, primary care clinic, or women's clinic; or receipt of prescription medication to 

treat a mental or emotional condition (exclusive of medication solely received during an 

inpatient stay) from a VA mental health clinic, primary care clinic, or women's clinic. Self-

report items for VA mental health care utilization demonstrated 90% agreement with VA 

administrative data, with a positive predictive value of 97.6%, suggesting good validity for 

these items.

Perceived access was measured using a global item, “Overall, how well did the mental 

health care you received in the past year meet your needs?” Responses were on a 5-point 

Likert scale ranging from “not at all” to “completely met your needs.” Unmet need was 

indicated by responses from “not at all” to “moderately,” and women who responded 

“completely” or “ very well” were considered to have had their mental health care needs 

met.

Mental health care experiences were assessed for VA mental health services. These items 

were rated in 5-point Likert scales and included ease of use; seeing a female mental health 

provider as often as wished; participating in women-only group treatments as often as 

wished; using a women-only clinic or setting as often as wished; and gender-related comfort, 

or how often a woman felt out of place, uncomfortable or uneasy in her mental health 

treatment setting because of her gender. Women who reported perceived need but did not use 

VA mental health care were asked to respond to similar statements describing their reasons 

for not using care (Table 3). Responses were scored on a 4-point Likert scale ranging from 

“strongly agree” to “strongly disagree.”

Statistical Analysis

Data were weighted in analysis for design characteristics of the survey and to adjust for 

nonresponse and post-stratification to represent the population of VA female primary care 

users. Objective indicators of access to mental health care were examined by calculating 
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nested proportions of primary care users who reported past-year perceived need, past-year 

mental health utilization, and past-year VA mental health care use. Because large 

proportions of women who reported perceived need used mental health services, and large 

proportions of those women used VA care, we did not model the odds of objective access 

indicators (utilization among women with perceived need). Rather, we examined the odds of 

perceived access to VA care (ie, odds that mental health care needs were met) as a function 

of veteran characteristics. Veteran characteristics that were significantly associated (P < 

0.05) with perceived access were retained in models for the odds of perceived access as a 

function of VA mental health care experiences. Because veteran characteristics were 

associated with perceived access, we also examined whether gender-related mental health 

care experiences varied according to the same veteran characteristics by modeling the odds 

of positive experiences as a function of veteran characteristics. Finally, among the VA 

primary care users with perceived need but who did not use VA mental health services, we 

compared women who used non-VA mental health services to women who did not use any 

care on reasons for not using VA mental health care. All analyses were conducted using 

STATA version 10 (StataCorp, College Station, TX).

RESULTS

A total of 6287 women veteran VA primary care users participated in the study. As shown in 

Figure 1, half of all women in primary care reported perceived need for mental health care in 

the past year. Among these women, 84.3% received needed care, and nearly all of these 

women (90.9%) used VA for at least some of this mental health care. However, only about 

half (48.8%) of women who received mental health care at the VA in the past year reported 

that this mental health care met their needs completely or very well.

Table 1 displays individual characteristics of women VA mental health users (n = 2466) and 

associations with perceived access, or met need. Over one third of VA mental health care 

users were reproductive aged, and nearly one third were parenting or caring for a child. A 

large proportion of VA mental health care users reported low household income and 37% 

were living in rural or highly rural areas. Thirteen percent reported no usual source of 

primary care. One quarter of women reported dual use of both VA and non-VA mental health 

care in the past year. Women who were younger, nonwhite, Hispanic, parenting, without a 

usual source of care, or dual users of VA and non-VA mental health services were 

significantly less likely to report that mental health care met their needs.

Table 2 presents VA mental health care experiences and associations with perceived access, 

or met need. Ease of use was the most robust indicator of perceived access, with high ratings 

associated with over 5 times greater odds that care met needs. Women who were able to see 

a female provider, participate in women-only groups, and receive care in women-only 

settings as often as desired, along with women who had no preferences for these gender-

related services, were twice as likely to report met need when compared with women who 

were not able to access these gender-related services as often as desired. Gender-related 

comfort was also associated with over twice the odds of met need as compared with women 

who reported frequently feeling uncomfortable or out of place.
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Because ease of use emerged as such a strong correlate of perceived access, we conducted 

post hoc analyses repeating models of the associations between gender-related health care 

experiences and perceived access, adjusting for ease of use. Gender-related experiences 

(female providers [adjusted odds ratio (AOR) = 1.93; 95% confidence interval (CI), 1.53–

2.44], women-only group treatments (AOR =1.75; 95% CI, 1.31–2.34), women-only 

treatment settings (AOR = 1.77; 95% CI, 1.42–2.21), and gender-related comfort (AOR = 

1.71; 95% CI, 1.36–2.18) remained significantly associated with perceived access.

Table 3 displays associations of positive mental health care experiences to veteran 

characteristics. African American women were more likely to use women-only groups and 

women-only treatment settings as often as desired, but all nonwhite women reported lower 

gender-related comfort. A non-VA usual source of care was associated with lower ratings of 

access to female providers, women-only groups, and women-only settings, and VA-only 

mental health care was associated with higher ratings for using female providers as often as 

desired and for gender-related comfort.

Table 4 describes reasons for not using VA mental health care. Negative perceptions 

regarding ease of use and gender-related mental health experiences were significantly more 

common among women who sought mental health care only outside VA, as compared with 

women who perceived a need for mental health care but did not receive any care.

DISCUSSION

The WOMAN study is the first population-based study of the mental health care needs of 

women veterans using VA services. These results documented high levels of perceived need 

for mental health care, reported by half of all women using VA primary care services. 

Objective measures found very good access to mental health services: 84% of women with 

perceived need used mental health care in the past year, and nearly all of those women used 

VA for at least some of that care (Fig. 1). Access to mental health care was substantially 

higher than is observed in studies of the general US population, where approximately 20%–

30% of individuals report a perceived need for mental health care in the past year, and only 

50%–60% of individuals with perceived need receive mental health services.11,21,22 VA is a 

capitated system where many of the economic and insurance barriers that impact access in 

general population studies9,23 are not factors for VA patients. Routine universal screening 

for mental health conditions and integration of mental health into primary care have been 

demonstrated to increase use of mental health services among VA users with demonstrated 

need, especially women,24,25 and may underlie the high proportions of women who receive 

needed care.26

In contrast, measures of perceived access found that only half of women who used VA 

mental health care reported that these services met their needs very well or completely. 

Although women are engaging with mental health services, these services are not fully 

meeting women's needs. Gender-related care experiences demonstrated strong associations 

with perceived access. Each of the gender-related care experiences was associated with a 2-

fold increase in perceived access. These associations remained significant even after 

adjusting for ease of use, a proxy for logistical barriers to care. Furthermore, corresponding 
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reasons for not using VA mental health services were cited among VA primary care patients 

who chose solely to use mental health services outside VA. The most frequently reported 

gender-related access issue was lack of access to designated women's mental health 

treatment settings as often as desired, reported by nearly half of all women VA mental health 

users. Substantial proportions of women also reported lack of access to same-gender therapy 

groups. The frequency of the gender-sensitive care experiences observed in our study and 

their demonstrated impact on perceived access suggests that at a minimum, these issues 

should be discussed between patient and provider in the shared decision-making process of 

mental health referrals and treatment planning. In addition, attention to women's perceptions 

and needs with respect to the care environment may help meet women's needs. One in 5 

women reported frequently feeling uncomfortable or out of place in their mental health 

treatment setting because of their gender. While these perceptions may be addressed by 

increasing access to designated settings for women, educational interventions are effective in 

improving staff and provider gender sensitivity in VA settings.27 Such interventions may 

also have potential to improve women's comfort and engagement with care.

Younger women, nonwhite and Hispanic women, and women without a usual source of 

primary care were more likely to report that mental health services did not fully meet their 

needs. These characteristics are consistently associated with unmet need for mental health 

care in US population and health care samples,9,10,12 and unmet health care need among 

women veterans.14 Women VA users, on average, are younger and more racially and 

ethnically diverse as compared with men,28 and these characteristics may further exacerbate 

feelings of difference in treatment settings, as suggested by lower ratings of gender-related 

comfort. Women who were parents or caring for children also reported poorer perceived 

access to mental health services, although this did not appear to be a function of gender-

related experiences among younger and nonwhite women. Parenting is associated with 

nonfinancial barriers to heath care,14,23 and is a relatively recent issue for VA mental health 

care with the influx of younger, current-era women veterans. Evaluation of pilot childcare 

programs and the dissemination of parenting resources and services throughout the 

system29,30 will further inform access in this population. Finally, women who were dual 

users of VA and non-VA mental health care reported poorer perceived access than VA-only 

users, and both dual users and women with a usual source of primary care outside VA 

reported poorer ratings for gender-related care experiences. Dual users may experience 

poorer care coordination as compared with VA-only health care users,31,32 especially when 

the usual source of care is outside VA, and the issue merits further investigation with respect 

to mental health.

Organizational factors will also play an important role in facilitating women's perceived 

access to care. The recent increase in the population of women in VA has prompted 

increasing implementation of gender-specialized mental health treatment resources for 

women in VA, often integrated with women's primary care clinics.4 However, 

implementation of these services poses a challenge. First, our data suggest that we should 

not, as a rule, assume women are best served by specialized women's services. Substantial 

proportions of women reported no preferences for specialized women's groups or settings, 

and these women reported similar perceived access compared with women with good access 

to such services. Women will be heterogeneous in the importance placed on gender-related 
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preferences for mental health care, and our data suggest that it is the provision of services 

that correspond to these preferences that facilitates access to mental health care.

Second, in smaller or rural facilities, there may be too few women to support specialized 

services, despite veteran preferences for women's clinics and groups. Research is needed to 

assess other delivery models and methods that could help deliver mental health care targeted 

to women's needs. For example, can the availability of smaller, segregated waiting areas 

improve women's comfort and meet needs for gender-specific settings? Similarly, would 

care environments that depict military-related images of women, as well as men, or include 

gender-targeted patient education materials address some of women's needs for gender-

sensitive care? If women-only groups are not feasible, would women feel better served in 

therapy groups that contained substantial proportions of women, rather than only 1 or 2 

women? In addition, telemental health and eHealth resources may hold promise for virtual 

services targeted to women veterans.

Our results should be considered in light of several limitations. Despite our high 

participation rate and weighting methods, survey nonresponse could have affected the 

representativeness of our sample with respect to unmeasured variables or variables not 

available in VA administrative data. Our sample was limited to VA primary care users, in an 

effort to investigate gender-related access to VA mental health care distinct from barriers to 

VA utilization among women veterans that have been identified elsewhere.6,33 These results 

cannot be generalized to women veterans outside of the VA health care system, but do 

provide important information on how we might better meet the needs of those women 

currently using VA services.

Our results demonstrate very good objective access to mental health services among women 

veteran VA primary care users, and potential points of intervention for improving perceived 

access. We have identified several indicators of perceived access that provide a framework 

for examining mental health care for women VA users in the context of their gender-related 

experiences and preferences. The development of such targeted frameworks that define 

access to care for underrepresented health care users can play an important role in the 

continued evolution of patient-centered mental health care.
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FIGURE 1. 
Perceived need for mental health care, mental health utilization, and subjective ratings of 

whether mental health care met needs. Each box gives percent (SE) of women veterans from 

the prior box that had that perceived need, utilization, or perceived access. The oval gives 

aspects of VA mental health care that are hypothesized to influence perceived access. VA 

indicates Department of Veteran Affairs.
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TABLE 1

Characteristics of Women Veterans Using VA Mental Health Services and Associations With Subjective 

Ratings of How Well Care Met Their Needs
*†

Mental Health Care Met Needs

Characteristics n % (SE) % OR 95% CI

Age (y)

    18–44 1013 39.8 (0.8) 44.1

    45–64 1295 53.7 (0.8) 51.4 1.34 1.13–1.59

    65+ 158 6.5 (0.5) 56.0 1.61 1.10–2.38

Race

    White 1646 63.1 (0.9) 51.1

    African American/black 533 28.2 (0.8) 45.3 0.79 0.65–0.97

    Other race 267 8.7 (0.5) 43.7 0.74 0.56–0.99

Ethnicity

    Hispanic 218 8.1 (0.5) 42.0 0.74 0.55–0.99

    Not Hispanic 2237 91.9 (0.5) 49.4

Marital status

    Married/living with partner 1024 40.4 (1.0) 47.7

    Divorced, separated, or widowed 1038 42.8 (1.1) 50.9 1.14 0.95–1.37

    Never married 395 16.8 (0.8) 46.3 0.94 0.74–1.21

Sexual orientation

    Heterosexual 2175 91.0 (0.6) 49.5

    Lesbian/bisexual 223 9.0 (0.6) 46.1 0.87 0.65–1.16

Parent/guardian

    Yes 788 32.3 (0.9) 44.2 0.76 0.64–0.91

    No 1677 67.7 (0.9) 50.9

Household income

    < $25,000 1091 46.9 (1.1) 48.0 0.96 0.81–1.14

    ≥ $25,000 1254 53.1 (1.1) 48.9

Employment

    Employed 785 32.0 (1.0) 48.5

    Unemployed 307 12.7 (0.7) 48.8 1.01 0.77–1.33

    Out of workforce 1366 55.2 (1.0) 49.1 1.02 0.85–1.23

Residential status

    Urban 1521 62.9 (1.0) 49.4 1.06 0.89–1.26

    Rural/highly rural 942 37.1 (1.0) 47.9

Health coverage in addition to VA

    Yes 1203 49.1 (1.1) 50.1

    No 1253 50.9 (1.1) 47.7 0.91 0.77–1.07

Usual source of care

    Yes—VA doctor 1926 78.9 (0.9) 50.0

    Yes—non-VA doctor 191 8.1 (0.6) 47.1 0.89 0.65–1.22
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Mental Health Care Met Needs

Characteristics n % (SE) % OR 95% CI

    No 321 13.1 (0.7) 43.4 0.77 0.60–0.98

Dual mental health care use

    VA and non-VA 655 26.9 (0.9) 41.8

    VA only 1811 73.1 (0.9) 51.4 1.47 1.22–1.77

Significant effects are in bold.

CI indicates confidence interval; OR, odds ratio; VA, Department of Veteran Affairs.

*
N = 2466 with missing values possible on each item.

†
The unweighted n is provided and all other statistics are calculated using weighted data.
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TABLE 2

Mental Health Care Experiences and Subjective Ratings That Mental Health Care Met Needs Among VA 

Mental Health Users
*†

Mental Health Care Met Needs

Experience and Subjective Ratings n % (SE) % AOR 95% CI

Mental health care ease of use

    Easy (very easy/easy) 1423 58.4 (1.0) 66.0 5.81 4.79–7.04

    Difficult (very difficult/difficult/neutral) 1022 41.6 (1.0) 25.4

Female provider as often as wished

    Always or most of the time 1580 65.9 (1.0) 56.2 2.94 2.37–3.64

    Less than half the time 605 25.1 (0.9) 29.8

    Did not want 221 9.0 (0.6) 49.9 2.20 1.57–3.07

Women-only groups as often as wished

    Always or most of the time 334 14.5 (0.8) 59.4 2.45 1.87–3.22

    Less than half the time 947 39.9 (1.0) 37.5

    Did not want 1092 45.7 (1.1) 55.1 2.04 1.96–2.48

Women-only setting as often as wished

    Always or most of the time 725 30.7 (1.0) 58.9 2.39 1.94–2.93

    Less than half the time 1115 46.5 (1.1) 38.0

    Did not want 552 22.8 (0.9) 57.1 2.18 1.75–2.73

Gender-related comfort:

    Felt out of place in mental health treatment setting due to being a woman

        Never or some of the time 1903 77.9 (0.9) 53.6 2.35 1.89–2.93

        Half the time or more 542 22.1 (0.9) 32.7

AOR adjusted for age, race, ethnicity, parent/guardian, usual source of care, dual mental health care use; significant effects are in bold.

AOR indicates adjusted odds ratio; CI, confidence interval; VA, Department of Veteran Affairs.

*
N = 2466 with missing values possible on each item.

†
The unweighted n is provided and all other statistics are calculated using weighted data.
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TABLE 4

Reasons for Not Using VA Mental Health Care Among Women With Perceived Need for Care Who Used 

Only Non-VA Mental Health Care as Compared With Women Who Do Not Have Past Year Mental Health 

Use
*†

Non-VA MH Use No MH Use

Reasons n % (SE) n % (SE) AOR 95% CI

The care I wanted was too difficult to get in VA 216 45.2 (2.4) 67 28.2 (3.1) 2.12 1.49–3.03

I did not think I would be able to see a female provider as often as I liked in VA 187 38.7 (2.3) 38 15.9 (2.5) 3.22 2.14–4.85

I did not think I would be able to participate in women-only group treatments as 
often as I liked in VA

192 41.1 (2.4) 44 19.7 (2.8) 2.75 1.85–4.09

I did not think I would be able to get care in a women-only setting as often as I 
liked in VA

200 41.9 (2.4) 50 22.0 (2.9) 2.49 1.69–3.65

I thought I would feel out of place, uncomfortable, or uneasy at the VA because I 
am a woman

193 39.1 (2.3) 37 15.3 (2.4) 3.52 2.32–5.34

I did not think I would get good quality mental health care from VA 215 42.7 (2.3) 55 22.7 (2.8) 2.56 1.77–3.72

Odds ratios adjusted for age, race, Hispanic ethnicity, significant effects are in bold.

AOR indicates adjusted odds ratio; CI, confidence interval; MH, mental health; VA, Department of Veteran Affairs.

*
N = 731 with missing values possible on each item; non-VA MH use n = 492; no MH use n = 239.

†
The unweighted n is provided and all other statistics are calculated using weighted data.
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