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Addressing Patients’ Veteran Status:
Primary Care Providers’ Knowledge,
Comfort, and Educational Needs
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BACKGROUND AND OBJECTIVES: The military population is frequently over-
looked in civilian primary care due to an assumption that they are treated
at the Veterans Health Administration (VA). However, less than 50% of eligi-
ble veterans receive VA treatment. Primary care providers (PCPs) may need
support in addressing veterans’ needs. This regional pilot study explored the
current state of practice among primary care providers as it pertains to as-
sessing patients’ veteran status and their knowledge of and comfort with
treating common conditions in this population.

METHODS: An electronic survey was administered to PCPs (N=102) in West-
ern New York. Survey questions asked about assessing military status, un-
derstanding of military-related health problems, and thoughts on the priority
of addressing these issues in practice. Data were analyzed using descriptive
summary statistics.

RESULTS: The majority (56%; n=54) of respondents indicated they never or
rarely ask their patients about military service, and only 19% (n=18) said they
often or always ask. Seventy-one percent (n=68) of providers agreed or strong-
ly agreed it was important to know if their patient was a veteran. Participants
indicated limited knowledge about military stressors, resources available for
military populations, and common medical conditions impacting veterans.

CONCLUSIONS: Our pilot results demonstrate that in a regional sample of
primary care providers, providers rarely ask patients about their military his-
tory; however, they feel it is important information for patient care. While fur-
ther study is needed, it may be necessary to provide education, specifically
pertaining to military culture and health-related sequelae, to address barriers
that may be limiting PCPs’ provision of care for this population.
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here are approximately 20 mil-
Tlion veterans in the United

States.! Veterans are at high
risk for many negative health condi-
tions related to deployment, combat,
and the challenges of reintegration,?”
including higher rates of substance
use disorders,>* smoking,*® and sui-
cide.t
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The military population is fre-
quently overlooked in civilian pri-
mary care due to an assumption
that they are receiving care through
the Veterans Health Administration
(VA).521° However, in reality, health
care for this population is much
more complex and may include any
combination of care at the VA, at

military treatment facilities (oper-
ated by the Department of Defense),
and in the civilian health care sys-
tem. Less than 50% of eligible vet-
erans receive treatment through VA
facilities®*° and 25% to 45% of vet-
erans who use the VA simultaneous-
ly obtain care from other sources,'?
particularly in rural areas.!'?

Civilian health care providers
have been called upon to screen their
patients for veteran status and be-
come familiar with the health im-
pacts of military service.®*5 These
recommendations appear to have
had little impact on practice, with
military service called “the unasked
question” in health care.'® One study
assessed community primary care
providers’ perceptions and comfort
with veterans’ health care problems,
and found low comfort in addressing
common issues.

Given limited research specific
to how civilian primary care pro-
viders address the needs of veteran
patients, this regional pilot study
explored current practices among
primary care providers in Western
New York (WNY) in regards to as-
sessing patients’ veteran status and
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their knowledge of and comfort with
identifying and treating common
conditions in this population.

Methods

Participants were primary care pro-
viders (MDs, DOs, NPs and PAs) cur-
rently in civilian practice in WNY
(N=102). Data were collected us-
ing an anonymous electronic sur-
vey. The survey was distributed via
email through provider networks,
including the local chapter of the
New York State Academy of Fam-
ily Physicians, university academic
departments, the community health
center network, the local practice-
based research network, and other
provider organizations. The study
team contacted individuals respon-
sible for administering these email
lists and requested that they send an
approved message containing a link
to the survey to all of their provid-
ers. Due to the nature of this recruit-
ment, it is not possible to determine
a response rate to the survey, as it
is unknown how many individuals
were reached through these mass
emails. Contacts were asked to send
the email to their providers at least
twice, and in most cases the second
email was sent within 2 to 4 weeks
of the initial request.

The study team also attended pro-
vider meetings at eight family medi-
cine practices to introduce the survey
and solicit participation. The survey
was emailed to the providers with-
in 1 day of the meeting, although
at some practices participants were
able to complete the surveys dur-
ing the meeting. Participants could
enter into a drawing to win one of
two iPads. The survey was prefaced
by an IRB information sheet, and
survey submission was deemed as
consent. The study protocol was ap-
proved by the institutional review
board at the University at Buffalo.

Survey questions were modified,
with permission, from a similar sur-
vey conducted with mental health
providers.” Questions addressed pro-
viders’ current practices pertaining
to screening and documenting mili-
tary status, knowledge and comfort
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in identifying and treating veter-
ans’ health problems, and thoughts
on the priority of addressing these
issues. Finally, the survey solicited
feedback on training and education-
al needs. Additional items assessed
provider demographics, years in
practice, practice type, geograph-
ic location, and whether or not the
providers themselves were veterans
or military family members or had
worked at the VA or another military
treatment facility.

Results

Participant demographics are pre-
sented in Table 1. The majority
(56.3%; n=54) of respondents indi-
cated that they “never/rarely” ask
their patients if they have served in
the military, 25% (n=24) “sometimes”
ask, and 18.8% (n=18) said they “of-
ten” or “always” ask. Seventy-one
percent (n=68) of providers “agreed/
strongly agreed” that it was impor-
tant to know if their patient was a
veteran, and 70.9% (n=68) “agreed/
strongly agreed” that knowing would
help them provide better care. Only

Table 1: Participant Demographics*

Characteristic % (n) or Mean (SD)
Military veteran 6.9% (7)
Close family or friends in military 46.1% (47)
Training or education related to military populations 20.8% (21)
Ever employed at VA or other military health facility 20.6% (21)
Provider Type
Family medicine 69.0% (60)
Internal medicine 8.1% (7)
Other 23.0% (20)
Practice Setting
Private practice 28.2% (24)
Clinic-based 21.2% (18)
Hospital 9.4% (8)
Academic practice 34.1% (29)
Other 7.1% (6)
Practice Location
Rural 25.6% (22)
Suburban 29.1% (25)
Urban 45.4% (39)
Provider Training
MD 73.6% (64)
DO 4.6% (4)
NP 9.2% (8)
PA 8.1% (7)
Resident 33.7% (29)
Years in practice 12.3 (12.4)
Range: 0-40
Gender
Male 50.6% (44)
Female 47.1% (41)
Other 2.3% (2)
Race
Asian 22.6% (23)
Black 1.0% (1)
White 56.9% (58)
Other 6.9% (7)
Hispanic 7.0% (6)

*N’s for various items range from 85-102 due to missing data
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38.0% (n=35) of participants “dis-
agreed/strongly disagreed” that they
had time to ask about veteran sta-
tus (Figure 1).

Participants were asked to rank
the top three problems they felt a
veteran might face. The top three
identified concerns were: depres-
sion/anxiety (70.6%), posttraumatic
stress disorder (PTSD; 66.7%), and
family stress/relationship problems
(42.2%). The majority of participants

“agreed/strongly agreed” that know-
ing a patient was a veteran would
change how they would address all
conditions listed (Table 2). For most
conditions, the majority of providers
indicated comfort in diagnosing and
addressing the concern.

The majority of participants indi-
cated limited familiarity with mili-
tary stressors, limited knowledge of
support services and VA systems,
and limited time and resources for
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learning more, despite their interest
(Table 3). Participants’ preferences
for educational topics and format are
presented in Table 4.

Discussion

Results demonstrate that only 19%
of primary care providers regularly
ask patients about military service
history; however, nearly three-
fourths agree it is important to pa-
tient care to know veteran status.

Figure 1: Providers’ Attitudes Toward Assessing Veteran Status

a regular visit. (n=90)

better care. (n=92)
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Table 2: Familiarity and Comfort With Common Health Concerns Among Veterans™*

Condition % (n) Who Placed in % (n) Agreed/Strongly Agreed That % (n) Agreed/Strongly Agreed
Top 3 Problems Faced Knowing Patient is a Veteran/ They Were Comfortable
by Veterans/Military Military Service Member Would Diagnosing and Addressing
Service Members Change Diagnosing and Addressing

Postraumatic stress 66.7% (68) 90.0% (81) 60.0% (54)
disorder

Tramatic brain injury 8.8% (9) 73.0% (65) 44.4% (40)
Depression/anxiety 70.6% (72) 82.0% (73) 85.6% (77)
Chronic pain 12.8% (13) 66.7% (60) 74.4% (67)
Alcohol problems 30.4% (31) 70.0% (63) 82.0% (73)

Drug problems 6.9% (6) 65.6% (59) 78.9% (71)
Family stress/ 42.2% (43) 78.9% (71) 71.1% (64)
relationship problems

Intimate partner 1.0% (1) 64.4% (58) 54.5% (49)
violence

Suicidality 11.8% (12) 73.0% (65) 74.2% (66)

*N’s for various items range from 89-102 due to missing data.

*Participants ranked conditions from a list provided within the survey.
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Table 3: Familiarity With and Knowledge of Military-Related Stressors and Supports*

Little to No Familiarity Moderate to Extreme Familiarity
Construct % (n) % (n)

Behaviors learned in war can be maladaptive at home 67.0% (59) 33.0% (29)
General and deployment-related stressors for service
members and veterans 64.4% (56) 35.6% (31)
Programs and services to support healthy adjustment 81.8% (72) 18.2% (16)

Disagreed % (n) Agreed % (n)
Knowledgeable about support services in their communities* 69.6% (64) 13.0% (12)
Understand the eligibility requirements for veterans and
reservists to receive VA services* 75.0% (69) 12.0% (11)
Knowledgeable about how to refer a veteran for services at
the VA* 56.5% (52) 23.9% (22)

*N’s range from 87-92 due to missing data.

*Excludes response options of “neutral.”

Table 4: Educational Topics and Types of Training/

Information Preferred by Providers

Educational Topics* Endorsed % (n)
General military culture training 59.8% (52)
Effects of deployment/combat 67.8% (59)
Military family concerns 64.4% (56)
Traumatic brain injury (TBI) 36.8% (32)
Posttraumatic stress disorder (PTSD) 60.9% (53)
Anxiety/depression 36.8% (32)
Suicide 32.2% (28)
Chronic pain 32.2% (28)
Alcohol use 28.7% (25)
Drug use 21.8% (8)
Other? 3.5% (3)
Training/Information*

Webinars 46.0% (40)
CME 57.5% (50)
In-person trainings 49.4% (43)
Written materials 32.2% (28)
Online trainings (such as videos and online modules) 52.9% (46)
Other** 2.3% (2)

*N=87 due to missing data; participants could indicate more than one response.

AOther responses included “none of the above” and “resources.”

*#*Other responses included “none of the above” and “none.”
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Furthermore, they feel this informa-
tion would help them provide bet-
ter care to their patients and may
change how they diagnose and treat
certain conditions.

Given that providers see this in-
formation as important and helpful
to providing better care, one pre-
sumed barrier to not asking would
be limited time; however, only 38% of
providers felt they did not have time
to ask their patients about military
participation. Asking the question as
part of routine demographic ques-
tions has been recommended as an
easy way to determine whether fur-
ther follow-up is needed.®

Providers may also have limited
insight into the possible impacts of
military service, reporting they were
generally unfamiliar with military
stressors. While providers identified
PTSD, depression, and anxiety as
common problems, very few iden-
tified substance use or traumatic
brain injury as top concerns, despite
their prevalence among this popu-
lation.?182° Furthermore, providers
indicated lower levels of comfort ad-
dressing prevalent conditions among
veterans.

Providing educational interven-
tions to address barriers that may
limit physicians’ identification and
care of patients who are veterans is
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important. Providers more strong-
ly endorsed their desire for training
in military culture and effects of de-
ployment than a need for education
on specific medical conditions. Ed-
ucation that encompasses military
cultural competency and health-re-
lated sequelae of military partici-
pation could help providers better
engage veteran patients and rec-
ognize potentially under-addressed
health problems. However, providers
in our study identified lack of time
for educational activities and limit-
ed knowledge of available resources,
which may be barriers to caring for
veteran patients.

This study is subject to limita-
tions. First, the regional sample
may not be representative of pri-
mary care providers generally. How-
ever, our sample included providers
from a wide range of geographic ar-
eas, practice types, and educational
backgrounds, enhancing generaliz-
ability. Second, provider responses
about veteran care may be subject to
an acceptability bias, thus, the sur-
vey was completely anonymous.

Future work is needed to iden-
tify interventions most effective in
prompting providers to ask about
veteran status. Importantly, our re-
sults demonstrate that once veterans
are identified, primary care provid-
ers may need training to help better
meet their needs.
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