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Driven primarily by budget-
ary reforms, the Depart-
ment of Veterans Affairs

(VA) began shifting services in 1995
from hospital-based care to outpa-
tient-based care. Then–Under Sec-
retary for Health Kenneth Kizer
aimed to decrease per-patient ex-
penditures by 30% while increasing
the number of veterans served by
20% (1). Subsequently, VA addic-
tion services, consisting of tradition-
al inpatient treatment models locat-
ed at most parent VA facilities, were
reorganized into predominantly out-
patient and residential programs. As
a result of this transition from inpa-
tient care, VA spending on special-
ized addiction services fell from
$360 million in 1995 (2.4% of total
VA health care spending that year)
to $226 million in 2000 (1.2% of
that year’s total) (2).

With the shift to outpatient care,
the VA was reorganized into 22 Vet-
erans Integrated Service Networks
(VISNs). The intent was that each
network would offer a full continu-
um of specialized medical, surgical,
psychiatric, and substance abuse
care, the components of which
would be accessible to all eligible
veterans within the VISN bound-
aries. Most facilities within each
VISN retained general medical in-
patient capabilities, including provi-
sion of alcohol and drug detoxifica-
tion services; however, most inpa-
tient specialized addiction (rehabili-
tation) services were closed or con-
verted to outpatient or residential
services (3). The few remaining in-
patient programs for specialized ad-
diction services were located in larg-
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Objective: From 1995 to 2000 the Department of Veterans Affairs (VA)
dramatically reduced addiction treatment funding and regionalized
specialized services to urban centers. By using New York State as an ex-
ample, this study examined whether regionalization disproportionately
affected rural versus urban veterans’ use of VA and non-VA inpatient ad-
diction services. Methods: By using a comprehensive data set of VA and
non-VA hospitalizations for 294,748 VA enrollees who were residents of
New York State from 1998 to 2000, this study examined admission rates
for addiction treatment to VA and non-VA centers to determine how
rates differed between rural veterans and urban veterans. Results: Be-
tween 1998 and 2000 rural veterans obtained 67% of their inpatient ad-
diction care from the VA, compared with 54% for urban veterans
(p<.001). Compared with 1998 levels, the odds ratios of admission to VA
facilities for inpatient detoxification fell for both rural and urban veter-
ans to .80 in 1999 and .65 in 2000 (both p<.05). Although odds ratios of
non-VA inpatient admission for addiction treatment were stable over
time for urban veterans, those for rural veterans fell from 1998 values,
falling to .76 in 1999 (not significant) and .62 in 2000 (p<.001) for detox-
ification and to .66 in 1999 (not significant) and .51 in 2000 for rehabil-
itation (p<.05). Odds ratios for urban veterans’ admission to VA facilities
for rehabilitation fell to .51 in terms of 1998 rates in 1999 and .38 in
2000, but rural veterans’ odds ratios fell more, to .31 and .16, respec-
tively (p<.001 for all). Conclusions: In New York regionalization of VA
addiction services disproportionately affected rural veterans. Rural vet-
erans experienced concurrent reductions in VA and non-VA inpatient
addiction services. The VA and other health care policy makers should
consider the potential unintended consequences to rural populations of
resource reallocation. (Psychiatric Services 58:668–674, 2007)
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er urban centers within selected
VISNs. Of the 70 inpatient pro-
grams available nationwide in 1997,
only 21 remained in 2000, and all
but 15 programs were eliminated by
2003 (4). In New York State, there
were eight VA facilities where veter-
ans could access specialized inpa-
tient care in 1997, but by 2000 only
two inpatient rehabilitation pro-
grams remained.

Although residential programs and
intensive outpatient programs were
planned to be established and stan-
dard outpatient services expanded to
fill treatment gaps at lower cost, over-
all the VA saw a 19% reduction in ad-
diction treatment programs (5). Be-
tween 1997 and 2000 eight new resi-
dential programs were established
nationwide, but 12 intensive outpa-
tient programs and six standard out-
patient programs were lost (5). New
York gained four residential programs
but lost three intensive outpatient
programs and one standard outpa-
tient program over the same period
(5). As the number and intensity of
programs declined, the severity of
problems among veterans seeking
treatment increased and waiting lists
expanded (5).

Although remaining services are
theoretically accessible to all eligible
veterans, for this study we hypothe-
sized that veterans who live in rural
settings, who would likely experience
greater travel distances to remaining
facilities with specialized inpatient
addiction services, may have greater
difficulty accessing these services be-
cause of potential travel-time barriers
and a lower “nonlocal” priority com-
pared with veterans living near these
facilities. Having previously devel-
oped a unique data set that included
all VA and non-VA hospitalizations for
New York veterans between 1998 and
2000 (6), we were able to assess
whether rural veterans altered their
use of VA nonspecialized (detoxifica-
tion) inpatient addiction services,
specialized (rehabilitation) inpatient
addiction services, or both. We also
examined whether rural veterans or
urban veterans increased their use of
non-VA inpatient addiction services
to compensate for the loss of available
VA inpatient addiction services. In
addition, we examined the character-

istics of VA enrollees who accessed
addiction and nonaddiction inpatient
services in VA facilities and non-VA
facilities and across rural and urban
settings.

Methods
We conducted a retrospective cohort
study of New York veterans who were
enrolled in the VA health care system
and admitted to either VA facilities or
non-VA facilities for inpatient drug or
alcohol detoxification or rehabilita-
tion in New York State during years
in which the data for both VA servic-
es and non-VA services were avail-
able: 1998 through 2000. We linked
data from multiple sources to address
three questions: Where did VA pa-
tients access nonspecialized (detoxi-
fication) and specialized (rehabilita-
tion) inpatient addiction services—in
VA or non-VA facilities? Did veter-
ans’ use of either system change over
the three-year interval as the VA re-
duced budgets and regionalized ad-
diction care? Did rural veterans and
urban veterans differ in their use of
VA and non-VA inpatient addiction
services? This study was approved by
Dartmouth Medical School’s Com-
mittee for the Protection of Human
Subjects.

Identification of patients 
admitted to a VA facility
From VA administrative databases, we
identified 353,570 veterans who were
enrolled in the VA system and were
residents of New York State at any
time between 1998 and 2000. We de-
fined enrollment on the basis of two
criteria: being listed in the VA enroll-
ment file and using VA health services
in the prior three years. These criteria
were adopted for two reasons. First,
the VA enrollment file identifies pa-
tients for whom the VA has an obliga-
tion to provide a medical benefits
package (7). Second, service utiliza-
tion within three years “vests” patients
for the purposes of administering the
Veterans Equitable Resource Alloca-
tion system. Both enrollment and
vesting are used to define the VA serv-
ice population or “covered lives” for
whom the VA has a potential medical
benefits liability. Our criteria for en-
rolled patients replicate methods used
previously (6,8,9).

Identification of 
addiction admissions
We used ICD-9-CM procedure codes
to identify admissions in VA facilities
and non-VA facilities for alcohol or
drug detoxification only (detoxifica-
tion only—ICD-9-CM procedure
codes 94.62, 94.65, and 94.68) and al-
cohol or drug rehabilitation with or
without detoxification (rehabilita-
tion—ICD-9-CM codes 94.60, 94.61,
94.63. 94.66, 94.67, and 94.69).

VA use. To determine whether pa-
tients admitted to a VA facility ac-
cessed inpatient addiction services in
New York’s VA system, we used ICD-
9-CM codes from the VA’s patient
treatment file to identify patients who
obtained detoxification or rehabilita-
tion services in any VA facilities that
provide these services in New York.

Non-VA use. We obtained informa-
tion on enrolled veterans’ non-VA ad-
missions from New York’s Statewide
Planning and Research Cooperative
System (SPARCS) data set, a system
that collects discharge information,
including ICD-9-CM procedure
codes and payer information, from all
non-VA New York hospitals. The
SPARCS data set identifies patients
by using a combination of letters from
patients’ first and last names and dig-
its from their Social Security num-
bers. We linked the SPARCS and VA
data sets by obtaining the same data
elements from the VA enrollment file,
mimicking the SPARCS algorithm,
and using the generated unique iden-
tifier to capture information on non-
VA admissions. We used ICD-9-CM
procedure codes from the SPARCS
data set to identify veterans who ob-
tained inpatient detoxification only or
who received rehabilitation in any
non-VA facilities that provide these
services in New York.

Defining rural and urban 
service populations
To classify veterans as rural or urban,
we matched their ZIP codes to Rural-
Urban Commuting Area (RUCA)
codes that were developed by the
Health Resources and Service Ad-
ministration’s Federal Office of Rural
Health Policy, the Department of
Agriculture’s Economic Research
Service, and the WWAMI [Washing-
ton, Wyoming, Alaska, Montana, and
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Idaho] Rural Health Research Center
at the University of Washington
School of Medicine (10). We used the
Washington State Department of
Health’s RUCA consolidation system
(11) to classify and compare veterans
who lived in urban settings (areas of
500,000 persons or more, correspon-
ding with U.S. Bureau of the Cen-
sus–defined urbanized areas; RUCA
code 1.0) to those who lived in rural
settings (small towns with popula-
tions below 10,000 and isolated rural
areas; RUCA codes 7.0, 7.3, 7.4, 8.0,
8.3, 8.4, 9.0, 9.1, 9.2, 10.0, 10.3, 10.4,
and 10.5).

Statistical analysis
For each system of care (VA or non-
VA), level of care (detoxification only
or rehabilitation), and patient resi-
dence (urban or rural), we calculated
average annual admissions per
unique enrolled veteran by dividing
the overall number of admissions by
the number of unique VA enrollees in
New York State applicable to each
analysis. Using chi square analysis, we
tested for the relative reliance on VA
versus non-VA addiction and nonad-

diction inpatient services for rural
and urban veterans by individual year
and all years combined, and we tested
for rural and urban differences in an-
nual admission rates for detoxifica-
tion only or rehabilitation at either
non-VA or VA hospitals across years
1998–2000. Using 1998 as the refer-
ence year, we used the standard di-
chotomous variable–dichotomous
endpoint formula to calculate odds
ratios with 95% confidence intervals
for each admission category (detoxifi-
cation or rehabilitation) and system of
care (VA or non-VA) to estimate tem-
poral trends in admissions rates.

Results
As shown in Table 1 and Table 2, the
correlates of residence and system of
care were different between patients
admitted for inpatient addiction treat-
ment and those admitted for nonad-
diction inpatient services. Among vet-
erans hospitalized for care other than
addiction treatment, private-sector
patients were older than patients ad-
mitted to a VA facility, rural residents
were more likely to be white, regard-
less of system of care, and private-

sector patients were more likely to be
white, regardless of rural or urban
residence (p<.001 for all). In addi-
tion, patients admitted to a non-VA
facility, either urban or rural, were
more likely to be enrolled in
Medicare, and rural VA patients were
more likely to be enrolled in
Medicare than their urban counter-
parts (p<.001 for all). Finally, patients
admitted to a VA facility, either urban
or rural, were more likely to have a
service-connected disability, and ru-
ral patients admitted to a non-VA fa-
cility were less likely than their urban
counterparts to have a service-con-
nected disability (p<.001 for all).

Table 1 and Table 2 also show that
among patients admitted for addic-
tion treatment, patients admitted to a
non-VA facility were older than those
admitted to a VA facility (p<.001), but
rural patients admitted to a VA facili-
ty were older than urban patients ad-
mitted to a VA facility (p<.001). They
also show that although rural resi-
dents, compared with urban resi-
dents, admitted for inpatient addic-
tion treatment were more likely to be
white, regardless of system of care,
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Characteristics of veterans in urban areas of New York who used addiction and medical inpatient services in Department of
Veterans Affairs (VA) hospitals and in private-sector hospitals

1998 1999 2000 1998–2000 
(N=196,811) (N=204,065) (N=226,216) (N=256,078)

Characteristic VA Non-VA VA Non-VA VA Non-VA VA Non-VA

Nonaddiction inpatient
services population

Age (M±SD) 61.0±15.0 66.3±13.6 62.0±14.7 67.3±12.4 62.9±14.6 68.3±13.1 62.9±14.6 68.3±13.1
Male (%) 97.7 98.0 97.5 97.9 97.4 98.2 97.4 98.2
White (%) 61.6 74.6 62.8 75.2 61.0 77.5 61.0 77.5
Medicare enrolled (%) 62.9 77.0 64.2 78.8 64.2 80.7 64.2 80.7
Service-connected

disability (%) 34.4 21.4 34.4 24 33.6 23.9 33.6 23.9
Relative reliance on VA

versus non-VA care (%)a 45 55 40 60 38 62 41 59
Addiction inpatient treat-
ment population (both rehab-
ilitation and detoxification)

Age (M±SD) 46.6± 9.0 47.4±9.5 47.1±8.6 47.5±9.7 47.8±8.6 48.0±9.7 47.1±8.8 47.6±9.6
Male (%) 98.4 98.6 98.1 98.4 97.9 99.1 98.1 98.7
White (%) 52.7 38.1 52.7 41.0 53.5 40.3 52.9 39.8
Medicare enrolled (%) 27.2 22.5 28.1 26.0 27.5 27.1 27.6 25.3
Service-connected 

disability (%) 30.2 12.1 27.4 14.5 28.8 13.8 29 13.5
Relative reliance on VA

versus non-VA care (%)a 61 39 52 48 48 52 54 46

a The p value was <.001 for the chi square test for addiction versus nonaddiction care for each year and all years combined.
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patients admitted to a non-VA facility
were less likely to be white, regardless
of residence (p<.001 for all). In addi-
tion, the tables show that among pa-
tients admitted for inpatient addic-
tion treatment, rural patients were
more likely to be enrolled in
Medicare, regardless of system of
care, but both urban patients and ru-
ral patients admitted to a non-VA fa-
cility were less likely to be enrolled in
Medicare (p<.001 for all). Finally, the
tables show that both urban patients
and rural patients admitted to a VA
facility for addiction treatment were
more likely than those admitted to a
non-VA facility to have a service-con-
nected disability (have military-relat-
ed disabilities), but rural patients ad-
mitted to a VA facility were more like-
ly to have a service-connected disabil-
ity than their urban counterparts
(p<.001 for all).

Regardless of rural or urban resi-
dence, VA enrollees who were hospi-
talized for nonaddiction treatment re-
ceived it in VA facilities less often than
in non-VA facilities. In contrast, VA en-
rollees received addiction treatment
services more often in VA facilities

than in non-VA facilities (p<.001 for
the chi square test of relative reliance
on VA for addiction versus nonaddic-
tion care for all years individually and
combined). Urban veterans in New
York used inpatient addiction services
(detoxification only, rehabilitation, or
both) in both VA facilities and non-VA
facilities at higher rates than rural vet-
erans did (p<.001 for all). Although
less likely to receive addiction treat-
ment, rural veterans obtained a higher
proportion of these services from VA
facilities. Over the three years, VA fa-
cilities provided 67% of rural veterans’
addiction treatment compared with
54% of urban veterans’ addiction
treatment (p< .001). Rural veterans’
relative reliance on addiction care in
VA facilities remained stable from
1998 to 2000, whereas urban veterans
used increasingly more addiction care
in non-VA facilities.

As shown in Table 3, admission
rates to VA facilities for inpatient ad-
diction services fell for both rural and
urban VA enrollees from 1998 to
2000. Specifically, in 1998 detoxifica-
tion admissions in VA facilities aver-
aged 13 per 1,000 enrolled urban vet-

erans and nine per 1,000 enrolled ru-
ral veterans, whereas in 2000 they av-
eraged nine per 1,000 for urban vet-
erans and six per 1,000 for rural vet-
erans. Rehabilitation admissions to
VA hospitals fell from six per 1,000
urban veterans and two per 1,000 ru-
ral veterans in 1998 to two per 1,000
urban veterans and .3 per 1,000 rural
veterans in year 2000.

Rates of admission for addiction
treatment to VA facilities exceeded
those to non-VA facilities in every year
and regardless of patient residence
(with the exceptions of detoxification
admissions in years 1999 and 2000 for
urban VA enrollees) (Table 3).

Urban veterans’ admission rates to
non-VA facilities for addiction servic-
es remained stable throughout the
three years, at 11 per 1,000 for detox-
ification only and two per 1,000 for
rehabilitation. Rural veterans’ admis-
sion rates fell, however, from four per
1,000 for detoxification only and 1.2
per 1,000 for rehabilitation admis-
sions in 1998 to three per 1,000 for
detoxification only and .6 per 1,000
for rehabilitation admissions in 2000
(Table 3). 
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Characteristics of veterans in rural areas of New York who used addiction and medical inpatient services in Department of
Veterans Affairs (VA) hospitals and in private-sector hospitals

1998 1999 2000 1998–2000
(N=28,707) (N=31,785) (N=36,307) (N=38,672)

Characteristic VA Non-VA VA Non-VA VA Non-VA VA Non-VA

Nonaddiction inpatient
services

Age (M±SD) 62.6±13.7 67.3±12.4 62.5±13.8 68.0±12.1 62.5±13.7 68.8±11.9 62.5±13.7 68.8±11.9
Male (%) 97.6 97.9 97.9 97.5 97.9 97.6 97.9 97.6
White (%) 91.4 96.0 92.8 96.1 91.2 95.7 91.2 95.7
Medicare enrolled (%) 71.5 81.5 70.0 82.1 69.2 82.8 69.2 82.8
Service-connected

disability (%) 34.4 21.1 33.1 22.8 35.6 21.2 35.6 21.2
Relative reliance on VA

versus non-VA care (%)a 39 61 33 66 31 69 34 66
Addiction inpatient treatment
(both rehabilitation and
detoxification)

Age (M±SD) 49.3±10.5 48.9±10.6 48.2±9.9 51.5±10.6 48.8±8.8 49.9±7.9 48.8±9.8 50.0±9.9
Male (%) 100.0 100.0 98.3 100.0 98.7 100.0 99.1 100.0
White (%) 80.0 77.6 77.6 85.1 81.5 74.8 79.7 79.1
Medicare enrolled (%) 36.6 31.6 36.9 37.6 32.5 33.9 35.5 34.2
Service-connected

disability (%) 32.0 5.9 34.4 17.6 31.2 15.7 32.5 12.5
Relative reliance on VA

versus non-VA care (%)a 67 33 66 34 67 33 67 34

a The p value was <.001 for the chi square test for addiction versus nonaddiction care for each year and all years combined
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Compared with 1998 levels, odds
ratios of accessing the VA for detoxifi-
cation fell to approximately .80 in
1999 and approximately .65 in 2000
(both p<.01) for both rural and urban
veterans. Odds ratios for urban veter-
ans’ use of detoxification services in
non-VA facilities remained fairly con-
stant from 1998 to 2000, but odds ra-
tios for rural veterans’ use of detoxifi-
cation services in non-VA facilities fell
to .76 of 1998 levels in 1999 (not sig-
nificant) and .62 in 2000 (p<.001).
Compared with 1998 levels, odds ra-
tios for admission to VA hospitals for
substance abuse rehabilitation fell to
.52 in 1999 and .38 in 2000 for urban
residents, but for rural residents they
fell more, to .31 and .16, respectively
(all p<.001). Odds ratios for rehabili-
tation admission to non-VA facilities
changed little for urban veterans, and
the change was not significant (1.01

in 1999 and .90 in 2000) but fell sub-
stantially for rural veterans, to .66 in
1999 (not significant) and .51 in 2000
(p<.05) (Table 3).

Discussion
After VA’s reorganization in the mid-
1990s, both rural veterans and urban
veterans in New York reduced their
use of inpatient nonspecialized and
specialized addiction services. How-
ever, several trends suggest that ru-
ral New York veterans disproportion-
ately felt the effects of addiction
service cutbacks and regionalization.
Since 1998 use of inpatient VA ad-
diction services, particularly special-
ized services, declined more dramat-
ically for rural veterans than for ur-
ban veterans.

The disproportionate burden that
reductions imposed on rural veterans
can be explained simply. Because

nonspecialized inpatient addiction
care (detoxification) can be accom-
plished on most general medical or
psychiatric wards, one would antici-
pate that the reduction in general
medical inpatient beds would affect
rural VA facilities and urban VA facil-
ities similarly. But although urban
veterans appeared to compensate for
loss of VA detoxification services
somewhat by increasing their use of
non-VA detoxification services, the
same was not true of rural veterans.
In fact, from 1998 to 2000 the num-
ber of non-VA hospitals in New York
providing detoxification in urban ar-
eas fell 4% (from 98 to 94 hospitals),
while hospitals providing detoxifica-
tion in rural areas fell 25% (from 40 to
30 hospitals); hence, rural veterans
experienced the additional reduction
in non-VA detoxification sites during
the study period.
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Rates of admissions to Department of Veterans Affairs (VA) hospitals and to private-sector hospitals for nonspecialized
(detoxification) and specialized (rehabilitation) addiction services for veterans in New York

1998 1999 2000 1998–2000

Site of care and admissions VA Non-VA VA Non-VA VA Non-VA VA Non-VA

Urban (N=196,811) (N=204,065) (N=226,216) (N=256,078)
Detoxification admissions 2,643 2,077 2,212 2,255 2,036 2,406 6,891 6,738

Unique VA users admitted 1,845 1,202 1,543 1,201 1,376 1,270 3,789 2,769
Admissions per 1,000 veterans 13.4 10.6 10.8 11.1 9.0 10.6 26.9 26.3
Admissions per unique veteran

(M±SD) 1.4 ±1.0 1.7±1.5 1.4±1.0 1.9±1.9 1.5±1.1 1.9±2.0 1.8±1.8 2.4±3.3
Odds ratio of admission by site

and year 1.00 1.00 .81∗∗ 1.05 .67∗ 1.01 na na
Rehabilitation admissions 1,105 338 592 356 478 348 2,175 1,042

Unique VA users admitted 995 282 562 300 451 290 1,813 772
Admissions per 1,000 veterans 5.6 1.7 2.9 1.7 2.1 1.5 8.5 4.1
Admissions per unique veteran

(M±SD) 1.1±.4 1.2±.5 1.1±.2 1.2±.5 1.1±.2 1.2±.5 1.2±.5 1.3±.8
Odds ratio of admission by site

and year 1.00 1.00 .52∗∗ 1.01 .38∗∗ .90 na na
Rural (N=28,707) (N=31,785) (N=36,307) (N=38,672)

Detoxification admissions 245 118 221 100 222 93 688 311
Unique VA users admitted 156 73 153 69 141 54 386 180
Admissions per 1,000 veterans 8.5 4.1 7.0 3.1 6.1 2.6 17.8 8.0
Admissions per unique veteran

(M±SD) 1.6±1.1 1.6±1.2 1.4±.9 1.4±1.3 1.6±2.1 1.7±2.1 1.8±1.6 1.7±2.0
Odds ratio of admission by site

and year 1.00 1.00 .81∗ .76 .71∗∗ .62∗∗ na na
Rehabilitation admissions 58 34 20 25 12 22 90 81

Unique VA users admitted 56 31 20 23 12 20 88 69
Admissions per 1,000 veterans 2.0 1.2 .6 .8 .3 .6 2.3 2.1
Admissions per unique veteran

(M±SD) 1.0±.2 1.1±.3 1.0±.0 1.1±.4 1.0±.0 1.1±.3 1.0±.1 1.2±.4
Odds ratio of admission by site

and year 1.00 1.00 .31∗∗ .66 .16∗∗ .51∗ na na

∗p<.05
∗∗p<.001
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There are three potential reasons
why rural veterans disproportionately
suffered from reductions in special-
ized inpatient VA addiction treatment
(rehabilitation). First, although re-
gionalized services were meant to be
accessible to all veterans within a net-
work, facilities may prioritize veter-
ans from their own catchment area or
local referral sources. Second, dis-
tance to care is a barrier to accessing
health care services (12–14); region-
alization to urban sites undoubtedly
increased driving time for rural veter-
ans. Third, lack of public transporta-
tion in rural areas further restricts ac-
cess to treatment, over and above
barriers based on distance alone (15).
These distance and transportation
barriers are further compounded for
patients with substance use disorders,
who commonly lose driver’s licensure
and lack the means to transport them-
selves to a distant facility.

Although the VA intended for the
additional outpatient and residential
services to replace lost inpatient
services, these are likely to be inade-
quate substitutes, especially for rural
veterans. Guideline-concordant out-
patient addiction treatment requires
multiple visits. Because fewer visits
are likely to be completed by pa-
tients living at greater distances from
care (16), rural veterans are less like-
ly to receive the required number of
addiction visits defining guideline-
concordant treatment.

Our study has several limitations.
Our analysis focused on inpatient
care only. Lack of outpatient, resi-
dential, and domiciliary data limits
our ability to make rural-urban com-
parisons about overall addiction
care. However, similar comparison
of outpatient addiction treatment
would be virtually impossible given
the absence of a uniform collection
methodology for non-VA outpatient
treatment. Acknowledging this limi-
tation, we feel our findings are useful
in describing an important aspect of
addiction treatment for rural and ur-
ban veterans.

Second, our analysis is limited to
VA users who live within the confines
of New York State and who used New
York State hospitals. Rural or urban
VA users in New York may not be rep-
resentative of all rural or urban VA

users nationwide. Likewise, adminis-
trative and clinical changes to inpa-
tient addiction services within New
York VA facilities at the time studied
may not reflect those of VA facilities
in other regions.

Third, we were unable to assess
rural-urban differences in substance
use disorder prevalence or to track
changes in prevalence among VA
users for the years examined. The
overall higher use of inpatient addic-
tion services by urban veterans may
be warranted. A large national sur-
vey of veterans from the same period
suggests that urban veterans have a
higher prevalence of alcohol use dis-
order compared with rural veterans
(17). Although the sample used in a
telephone health survey of residents
of six Southern states was perhaps
not similar to the New York veteran
population examined herein, the sur-
vey likewise found lower rates of at-
risk drinking among rural residents
compared with their urban counter-
parts (18). Likewise, the 2001 Na-
tional Household Survey on Drug
Abuse found higher rates of both al-
cohol abuse and illicit drug abuse
among metropolitan respondents
compared with nonmetropolitan re-
spondents (19). It is possible that the
observed reduction in admission
rates for inpatient addiction services
in New York from 1998 to 2000
merely reflects a decline in need for
those services. However, others have
shown that veterans’ needs for ad-
diction services remained high from
1994 to 2001, making this explana-
tion unlikely (20).

Fourth, we were unable to assess
potentially independent effects of ge-
ographic variation in admission rates
on our findings. Geographic variation
in medical, surgical, and psychiatric
services has been well described in
the private sector and is thought to be
mediated by regional practice pat-
terns and supplier-induced demand
(21,22). Theoretically, the VA should
be less prone to geographic variation
given its centralized planning and
lack of economic incentives; however,
variation in admission rates and
length of stay has been described in
the VA as well (23–25). Given that our
sample reflects a relatively small geo-
graphic region, all predominantly

controlled by two VISN authorities,
and assuming any variations re-
mained stable over the period exam-
ined, geographic variation alone is
unlikely to explain the differences we
found.

Finally, as with all administrative
data sets, our data may be incomplete
or include incorrectly coded events.
However, other studies using this
database found that 98% of events
that were captured in this data set
were also captured in a clinical reg-
istry, and no events that occurred out-
side of New York were captured in
the New York data set (6,26).

Our findings suggest that rural vet-
erans have disproportionately suf-
fered from reductions in addiction
services. Perhaps recognizing that its
reductions in addiction services in the
1990s were too extreme, the VA allo-
cated $9.5 million for addiction treat-
ment expansion through the Veterans
Millennium Health Care and Bene-
fits Act of 2000 (Public Law 106-117).
Although this additional funding may
have slowed further reductions, it did
not reverse the trend. The number of
veterans with substance use disorders
increased by 31% between 2000 and
2003, while the average number of
veterans treated in VA addiction serv-
ices decreased by 8% over the same
period (4). In April 2003 American
Psychiatric Association Trustee
Joseph English, M.D., urged the
House VA-HUD [Department of Vet-
erans Affairs and Housing and Urban
Development] Appropriations Sub-
committee to include an additional $2
billion to restore mental health and
substance abuse services and to cor-
rect “significant inequalities in access
and quality of care of specialized
treatment service” (27). In order to
correct these disparities, VA medical
centers that serve rural veterans
should be given funding priority with
regard to reestablishing addiction
services.

Conclusions
Our study suggests that the VA’s well-
intended plan to cut costs while serv-
ing more veterans resulted in the un-
intended consequence of reducing
access to VA inpatient addiction treat-
ment. This was especially true for ru-
ral veterans, who experienced con-
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current reductions in access to these
services in non-VA facilities. Although
we focused on the plight of a select
group—rural veterans seeking inpa-
tient addiction treatment in the era of
VA downsizing—our study is relevant
to overall rural health policy in two
ways. First, research is lacking on the
impact of changes in health system
structures on rural-urban disparities
in access to health care in general
U.S. populations. Our study suggests
that examining combined VA and pri-
vate-sector data sets can shed light on
differences in rural and urban con-
sumer responses to changes in health
systems policies. Second, the VA is a
large, highly coordinated system of
care that is less influenced by eco-
nomic incentives that drive most pri-
vate-sector health care systems. The
access disparities that exist in the VA
may be magnified in smaller health
care systems for which locating treat-
ments in less populous areas may lack
political appeal or result in loss of rev-
enue. Our results advise health care
policy makers to consider the needs
of identified vulnerable populations
before policies are implemented and
to monitor those needs afterward to
avoid creating unintended inequities
in access to care.
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