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US Veterans’ Use Of VA Mental
Health Services And Disability
Compensation Increased From
2001 To 2010

ABSTRACT There has been concern about the capacity of the Department
of Veterans Affairs (VA) health care system to provide care for veterans
returning from war zones in the Middle East and Afghanistan. We used
two nationally representative surveys of US veterans in 2001 and 2010 to
examine changes in the veteran population and veterans’ use of health
care services after a decade of war. The population was older and more
diverse in 2010 than in 2001. In both years, veterans who served in the
World War II era or earlier were more likely to have been exposed to
combat-related trauma than veterans of more recent service eras. In 2010
veterans who served in the Persian Gulf War era (1990 through the wars
in Iraq and Afghanistan) were more likely to have used VA mental health
services and to have received VA disability compensation than veterans of
previous service eras. Compared to veterans in 2001, those in 2010 were
two times more likely to have used any VA health services and were more
likely to have received VA disability compensation. These findings
highlight changes in the veteran population over time that are important
to consider in planning for future VA services.

T
he Department of Veterans Affairs
(VA) operates the largest integrat-
ed health care network in the Unit-
ed States. The network was created
in 1930 to provide care and benefits

for people who had served in the nation’s armed
forces. It has grown from 54 hospitals in 1930 to
more than 150 medical centers and 700 out-
patient, community, and outreach clinics in
2015. VA health care facilities provide a broad
spectrumofmedical,mental health, and rehabil-
itative care. Recently, there has been public con-
cern about long wait times and access to care in
the VA health care system.1 Substantial efforts
have been made to improve the VA health care
system over the years, resulting in the VA’s be-
coming a leader in the delivery of health care
services—especially mental health services.2,3

In recent years the United States has been
fightingwars in Iraq andAfghanistan, which has

taken a toll on the health of the nation’s military
personnel and affected the VA health care sys-
tem.4 Many veterans are returning with mental
health problems,5 and there is concern about
capacity to provide recent veterans with needed
services—especially mental health services.6

While the VA health care system is devoted
entirely to the care of veterans, many are not
enrolled in VA care, and the system was not de-
signed to provide health care tomore than twen-
ty million veterans—the number now alive.7 In
fact, the VA serves only about 15–26 percent of
the veteran population each year.8 This popula-
tion is continually changing because of the aging
of veterans of previous wars, the entry of
veterans of recent service in the Middle East,
the expanded roles of female soldiers, and the
growing racial and ethnic diversity of the US
population.
To better understand the issues facing the VA
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health care system and those who depend on it,
it is important to examine changes over time in
the use of VA services by veterans from all eras.
This is because having the capacity to take care of
the most recent group of veterans depends on
other entitled veterans’ use of resources.
Using data from nationally representative sur-

veys of veterans conducted in 2001 and 2010,
respectively, we examined differences between
the two years in veterans’ sociodemographic
characteristics, including income, VA disability
compensation, and health insurance status; mil-
itary experiences, including service in a combat
zone; general health status; and use of VA and
non-VA health and mental health services.
Besides expecting certain changes in demo-

graphic characteristics over time (for example,
the veteran population in 2010 was older and
more diverse than that in 2001), we hypothe-
sized that there were increases in the use of
VA mental health services and in having a VA
service-connected disability, especially among
veterans from the most recent service era. We
also hypothesized that being male or in poor
health, having a low income, and having been
exposed to combat continued to be associated
with any VA service use.9

The surveys we used are unique in that they
collect data from veterans in the general popula-
tion instead of only those who use VA services.
By comparing data from these two surveys, con-
ducted before andduring themost recentwars in
Iraq and Afghanistan, we identified changing
needs and service use within the veteran popu-
lation. Additionally, relating the changing use of
VA and other health services to specific socio-
demographic and clinical characteristics may in-
form efforts by policy makers to address these
changes and identify potential challenges to the
VA health care system.

Study Data And Methods
The 2001 National Survey of Veterans was a
national telephone survey conducted by 300
trained interviewers.10 The survey collected data
on 20,048 veterans, such as information about
their sociodemographic characteristics, military
background, health status, anduse of health care
and VA benefits. Of the 20,048 veterans, 12,956
were selected based on random digit dialing of
telephone numbers in the United States and
Puerto Rico (there was a 76.4 percent response
rate), and 7,092 were randomly selected from
computerized files of veterans with service-
connected disabilities and those who were en-
rolled in VA health care during the year 2000
(a 62.8 percent response rate).
The survey datawereweighted to represent the

entire noninstitutionalized veteran population
in 2001, which consisted of twenty-five million
individuals. Relative weights were created for
each participant that incorporated the probabil-
ity of selection, survey nonresponse, and house-
holds with more than one telephone number.
The 2010National Survey of Veteranswas con-

ducted using a self-administered questionnaire
that was mailed to a large random sample of US
veterans’ postal addresses.11 The sampling frame
was all postal addresses in theUnited States, and
address-based sampling was used. Addresses
were stratified by ZIP code and by carrier route
anddelivery sequence.Of the 13,058 surveys that
were mailed, 8,710 were completed (a 66.7 per-
cent response rate).
Survey data were weighted to represent the

entire twenty-two million noninstitutionalized
veterans at the time. Relative weights were cre-
ated that incorporated the probability of selec-
tion and survey nonresponse and that were post-
stratified to known population totals.
In both surveys, participation was voluntary,

anddatauseprocedureswereapprovedby theVA
Connecticut Institutional Review Board.
Measures In both surveys, information about

sociodemographic characteristics, military his-
tory, health insurance, and VA benefits was re-
ported by veterans. The military history sections
included questions about whether respondents
had ever served in a combat or war zone and
whether they were ever exposed to “dead, dying,
or wounded people” during military service.
Respondents were also asked whether they had
ever applied for and received compensation for a
VA service-connected disability and, if so, what
their disability rating was.
Health status was assessed by a question that

asked respondents to rate their general healthon
a scale from 1 (poor) to 5 (excellent). They were
also asked whether they needed assistance with
any of a list of eleven activities of daily living,
which were summed for a total score.
Health service use was assessed by questions

about respondents’ use of different health ser-
vices at VA and non-VA facilities. These services
were emergency department services, outpatient
and inpatient medical care, mental health care,
home care, and prosthetic services. The 2001
survey asked about health service use in the past
twelve months, but the 2010 survey asked about
health service use only in the past sixmonths. To
make the 2001 and 2010 survey data compatible,
the six-month health service use data from the
2010 surveywere transformed to a twelve-month
reference period. Our examination of national
VA administrative data from fiscal year 2010 for
all VA service users showed that in the first six
months of the year, 86 percent of all VA patients
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had had a visit, and 95 percent of all VA mental
health patients had had a visit. Thus, six-month
health service use from the 2010 survey was di-
vided by 0.86, and six-month mental health ser-
vice use was divided by 0.95.
Data Analysis First, respondents to the 2001

and 2010 surveyswere compared on background
characteristics, health status, and health service
usewith t-tests and chi-square tests. To adjust for
multiple comparisons, we used a p value of 0.01
to indicate significance for the analyses, and ef-
fect sizes were calculated to provide ameasure of
the magnitude of differences. For continuous
variables, we calculated Cohen’s d—which ex-
presses the effect size in standard deviation
units.12 For categorical variables, we calculated
Cramér’s V—which describes the association be-
tween two variables with a range from 0 to 1.13

Second, multivariable analyses were con-
ducted with analysis of covariance and logistic
regressions on health status and health service
use, adjusting for differences in background
characteristics. Partial eta squared (η2p) values
were calculated for continuous variables, and
odds ratios (ORs) were calculated for categorical
variables. Hierarchical multiple regressions
were also conducted separately for 2001 and
2010 to identify predictors of VA mental health
services use, with sociodemographic variables
entered into a first block, combat exposure en-
tered into a second, and health variables entered
into a third. IBM SPSS Statistics for Windows,
version 20.0, was used for the statistical an-
alyses.
Limitations This study had several limita-

tions. First, our data were based on national
cross-sectional surveys conducted at two time
points, so causality could not be inferred. Be-
cause two different samples were used, some
apparent population differencesmay be artifacts
of differences in methodology and sample char-
acteristics. For example, the 2001 survey used
telephone interviews, while the 2010 survey re-
lied on mailed questionnaires—a change that
may have affected response rates and results.
Second, our survey data were reported by vet-

erans and thus may be susceptible to recall and
response biases. Limited data were available
about veterans’ geographic location, mental
health, and other health history, so differences
in clinical need or access to VA services could not
be adjusted for in our analyses.
Nonetheless, these data provide a unique op-

portunity to observe the “big picture” of the
changing veteran population and its health ser-
vice needs.

Study Results
Veterans in 2010were older and better educated,
had higher incomes, and were more likely to
be female and nonwhite than veterans in 2001
(Exhibit 1). Veterans in 2010were also less likely
to bemarriedandemployedandmore likely to be
looking for employment. As we expected, veter-
ans in2010weremore likely to have served in the
recentwars in Iraq andAfghanistan (the survey’s
service-era category “PersianGulfWar and later”
encompasses the period fromAugust 1990 to the
present). Compared to veterans in 2001, those in
2010 were less likely to have served in a combat
zone and tohavebeenexposed to combat-related
trauma, presumably because greater propor-
tions of military personnel in earlier eras served
in war zones or in combat.
Veterans in 2010 rated their general health

as worse but also reported having fewer difficul-
ties with ADLs, compared to veterans in 2001
(Exhibit 2). When we adjusted for sociodemo-
graphic differences, we found that veterans in
2010 still rated their general health as worse
(p < 0:001) and reported fewer difficulties with
ADLs, compared to veterans in 2001 (p < 0:01)
(online Appendix Exhibit 2).14

Veterans in 2010 were two times more likely
than veterans in 2001 to have ever used any VA
health services, even after adjustment for socio-
demographic and health differences (p < 0:001;
OR: 2.26). However, there was little difference
between the two groups of veterans in their re-
ported use of any VA health services in the previ-
ous year. It is notable, however, that there was a
lower percentage of past-year use among veter-
ans in 2010 for nearly every type of VA and non-
VA health service compared to veterans in 2001,
except for VAmental health services. Veterans in
2010 were 1.4 times more likely than veterans in
2001 to use any VA mental health services.
This observed increase in the use of VAmental

health services was also consistent with our ex-
amination of VA administrative records, which
revealed that 17.5 percent of all VA service users
in 2001 used VA mental health services, which
increased to 22.9 percent in 2010. In other
words, there was an increase from 712,045 users
ofVAmental health servicesnationally in2001 to
1,266,686 users in 2010.
To examine predictors of the use of VA mental

health services, we used a hierarchical multiple
regression of 2001 National Survey of Veterans
data. This revealed that sociodemographic char-
acteristics explained 3.2 percent of the variance
in use of VA mental health services, combat ex-
posure explained an additional 0.7 percent, and
general health variables explained a further
2.7 percent. With 2010 survey data, sociodemo-
graphic characteristics explained 5.1 percent of
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the variance, combat exposure explained an ad-
ditional 1.0 percent, and general health variables
explained another 1.6 percent (for both years, all
p < 0:001; results not shown).
There was little difference in terms of health

coverage between veterans in 2001 and those in
2010: Themajority of veterans (63 percent) were
enrolled in private health insurance, and 39 per-
cent were enrolled in Medicare (Exhibit 2). Al-
though there was an increase in the proportion
of veterans with multiple forms of coverage
(Exhibit 2), the most common form of dual cov-
erage (Medicaid and Medicare) decreased from
78.1 percent of those with Medicaid in 2001 to
48.4 percent in 2010 (data not shown).
When we adjusted for differences in socio-

demographic characteristics and general health,
we found that veterans in 2010 were more likely
to have applied for VA disability compensation
and received higher VA disability ratings, com-
pared to veterans in 2001 (data not shown).
In addition to comparing the veteran popula-

tions in 2001 and 2010, we compared VA and
non-VA service users in the two years. Compared
to non-VA service users in the same years, VA
service users in both 2001 and 2010 were less
likely to be white or employed, had lower in-
comes and poorer general health, andweremore
likely to have served in a combat zone and been
exposed to combat-related trauma (Exhibit 3).
Compared to VA service users in 2001, users in
2010 were older; were less likely to be white,
male, married, or employed and to have an
advanced degree; and had lower incomes and
poorer health.
In both 2001 and 2010, veterans who served

duringWorldWar II or earlierweremost likely to
have served in a combat zone (data not shown)
and been exposed to combat-related trauma (Ex-
hibit 4), compared to those who served in other
eras. In both years, veterans who served during
the PersianGulfWar era weremost likely to have
received VA disability compensation, compared
to veterans of other eras.
Compared to veterans from other eras, in

2001, VietnamWar–era veterans were most like-
ly to use VA mental health services, but in 2010,
veteranswho served during the PersianGulfWar
era were most likely to do so. And in 2001, vet-
erans who served during the Vietnam War and
post–Vietnam War eras were most likely to have
ever used anyVAhealth services, but in 2010, the
earliest andmost recent cohorts weremost likely
to have done so.

Discussion
We compared the characteristics and service-use
patterns of US veterans nationally in 2001 and in

2010, before and during the wars in Iraq and
Afghanistan. Our analyses revealed several im-
portant findings.
Sociodemographic Changes First, the socio-

demographic characteristics of the overall veter-
an population and the VA user population have
changed over time. Not only is the veteran pop-
ulation aging, but there is an increasing number
of female veterans, and veterans as a group are

Exhibit 1

Sociodemographic characteristics and military backgrounds of US veterans in 2001 and
2010

Characteristic
2001
(n = 20,048)

2010
(n = 8,710)

Mean age (years)a 58.2 61.1****
Male 94.1% 91.9%****

Race

White 84.8% 81.6%****
Black 8.8 10.8
American Indian or Alaskan Native 2.1 2.4
Asian or Pacific Islander 0.4 1.5
Other or missing 3.9 3.7

Education

Less than high school 11.2% 5.4%****
High school or GED 30.0 26.0
Some college or technical college 26.7 30.0
Associate’s or bachelor’s degree 23.1 26.9
An advanced degree 9.1 11.6

Marital status

Married or in civil union 75.1% 70.5%****
Widowed, divorced, or separated 17.7 21.4
Never married 7.2 8.1

Employment status

Working 55.1% 45.0%****
Not working, but looking 3.6 9.7
Not working, not looking 41.3 45.3

Household income

Less than $10,000 4.0% 5.1%****
$10,000–$29,999 24.3 23.0
$30,000–$49,999 26.3 23.4
$50,000–$74,999 24.0 21.2
$75,000–$99,999 10.6 11.3
$100,000 or more 10.7 16.0

Service era

WWII or earlier (before December 1947) 20.5% 8.7%****
Post–WWII (January 1947–June 1950) 6.7 1.6****
Korean conflict (July 1950–January 1955) 16.8 10.8****
Post–Korean conflict (February 1955–July 1964) 25.5 17.2****
Vietnam War (August 1964–April 1975) 35.9 33.0****
Post–Vietnam War (May 1975–July 1990) 27.8 26.8****
Persian Gulf War and later (August 1990–) 13.8 24.1****

Combat status

Served in combat zone 39.3% 33.9%
Exposed to combat-related trauma 36.7 33.9

SOURCE Authors’ analysis of data from the 2001 and 2010 National Survey of Veterans. NOTES For a
full version of Exhibit 1 that includes effect-size values, see the Appendix (to access the Appendix,
see Note 14 in text). Significance refers to difference between 2001 and 2010. aStandard deviation
is 15.5 for 2001 and for 15.8 for 2010. ****p < 0:001
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becomingmore racially diverse. The VA is adapt-
ing its services tomeet the needs of the changing
veteran population with its creation of female
veterans health clinics.15 the adoption of service
models for geriatric care,16 and increased atten-
tion to racial/ethnic disparities in care.17

Importantly, more VA service users in 2010
had low incomes and slightly poorer health than
in 2001, so it appears that the VA continues to be
a health care safety net for many veterans. Since
the 1980s there have been concerns that aging
veterans will overwhelm the VA health care sys-
tem,18 and historically the federal government
has provided funding for the VA to address these
concerns. For instance, the VA health care bud-
get increased from $8 billion in 198318 to more

than $59 billion in 2014,19 unadjusted for infla-
tion. The VA health care system will need to con-
tinue to plan how to best and most efficiently
serve a growing veteran population that is also
growing older.
Although the veteran population is becoming

more highly educated, we found that fewer than
half of veterans in 2010wereworking, and about
one in ten veterans were unemployed and look-
ing forwork.This 10percent unemployment rate
is on a par with the 9.4 percent unemployment
rate in the general US population during the
same time period.20 Nonetheless, our findings
underscore the vocationalneedsof veterans after
they leave the military. These needs may have
already attracted the public’s attention, as vari-
ous large companies (including Amazon and
Walmart) have created programs dedicated to
hiring veterans. These programs, along with na-
tional initiatives such as Joining Forces,21 may
help reduce unemployment among veterans.
Changes In Exposure To Combat And Re-

lated Trauma Second, despite the wars in Iraq
and Afghanistan, recent veterans were slightly
less likely to have served in a combat zone and to
have been exposed to combat-related trauma
than previous veterans who served during war-
time. For example, in 2010, veterans who had
served during the Persian Gulf War era were
3.6 percentage points less likely to have been
exposed to combat-related trauma than those
who served during World War II.
The media and public perception may convey

the notion that post-traumatic stress is a prob-
lem among recent veterans especially, but our
results do not appear to support this. However,
we did find that there was an uptick in past-year
use of VA mental health services from 2001 to
2010, with no difference in use of non-VAmental
health services (Exhibit 2), and that in 2010 the
most recent cohort of veteranswas themost like-
ly to use VA mental health services (Exhibit 4).
This increase may be due to collective efforts by
the VA, the Department of Defense, and commu-
nity-based providers to engage veterans in VA
health care and improve their access to mental
health services.22,23

Increased Use Of Veterans Affairs Health
Services Our third major finding was that the
veteran population as a whole was two times
more likely to have ever used any VA health ser-
vices in 2010 than in 2001 (Exhibit 2). The his-
torical context of these findings is important to
consider, because the Great Recession of 2007–
09 resulted in generally highunemployment and
loss of employer-provided health insurance—
whichmayhavedrivengreateruseofVAservices.
There alsowas rapid growth in technology in this
timeperiod,which theVAhas leveraged to create

Exhibit 2

Health, service use, coverage, and disability benefits of US veterans in 2001 and 2010

2001 2010

Health status

Mean general rating of healtha 3.3 3.1****
Mean number of difficulties with ADLsb 1.1 0.9 ****

Use of:

Any VA health service use ever 14.0% 28.4%****
Any VA health service in past year 20.6 18.1
Emergency services 4.2 2.5****
Medical care 16.4 12.6****
Mental health services 2.7 3.8****

Any non-VA health services in past year 76.2 58.4****
Emergency services 20.8 13.4****
Medical care 69.3 53.6****
Mental health services 4.4 4.1

Current health coverage

Medicare 39.3% 39.2%
Medicaid 3.5 3.5
CHAMPUS or TRICAREc 7.1 9.3****
Private insurance 63.0 63.0
Other 3.5 3.0
More than one form of coverage 24.2 29.7****

Disability benefits

Ever applied for VA disability compensation 15.9% 21.0%****
Have a VA service-connected disability 14.0 16.0****

Disability rating (percent)d

0 5.7% 5.8%****
10–20 49.6 33.2
30–40 20.3 21.4
50–60 9.7 14.9
70–100 14.8 24.8

SOURCE Authors’ analysis of data from the 2001 and 2010 National Survey of Veterans. NOTES
For a full version of Exhibit 2 that includes original values from six-month health service use data
in 2010, see the Appendix (to access the Appendix, see Note 14 in text). Sample sizes are in
Exhibit 1. VA is Department of Veterans Affairs. Significance refers to difference between
2001 and 2010. aOn a five-point scale, with higher scores indicating greater health. Standard
deviation is 1.2 for 2001 and 1.1 for 2010. bADL is activity of daily living. Standard devia-
tion is 2.3 for 2001 and 2.9 for 2010. cCHAMPUS is the former name of TRICARE, the
Department of Defense’s health care program. dVA disability ratings are shown only for
veterans who received any VA disability compensation. Ratings exist only in 10%
increments. ****p < 0:001
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Exhibit 3

Comparison of characteristics between veterans who used the Department of Veterans Affairs (VA) and those who did not,
2001 and 2010

2001 2010

VA users
(n = 3,216)

Non-VA users
(n = 16,695)

VA users
(n = 2,288)

Non-VA users
(n = 5,763)

Mean age (years)a 57.3 58.3*** 60.5 61.3
Male 94.2% 93.9% 91.0% 92.5%
Married or in civil union 75.3 73.8 62.8 74.0****
Working 54.2 60.8**** 34.9 48.7****

Race

White 81.4% 85.3%**** 76.3% 84.4%****
Black 11.3 8.4 15.3 8.9
Other 7.3 6.3 8.5 6.7

Education

Less than high school 9.7% 11.4%**** 6.9% 4.5%****
High school or GED 25.7 30.7 25.8 26.4
Some college or technical college 28.5 26.4 34.2 28.2
Associate’s or bachelor’s degree 26.6 22.4 25.4 27.7
An advanced degree 9.5 9.0 7.7 13.1

Household income

Less than $10,000 4.7% 3.8%*** 9.0% 3.5%****
$10,000–29,999 21.6 24.8 35.2 17.8
$30,000–49,999 26.4 26.3 24.3 23.1
$50,000–74,999 26.0 23.7 17.2 23.0
$75,000–$99,999 10.8 10.6 7.0 13.0
$100,000 or more 10.6 10.8 7.3 19.6

Service erab

WWII or earlier 19.5% 20.6% 9.2% 7.8%
Post-WWII 6.3 6.7 1.5 1.7
Korean conflict 14.6 17.2*** 10.8 10.8
Post–Korean conflict 19.7 26.5**** 13.7 19.0****
Vietnam War 45.6 34.4**** 36.8 32.1****
Post–Vietnam War 32.3 27.1**** 26.4 26.7
Persian Gulf and later 13.2 13.9 27.4 22.4****

Combat status

Served in combat zone 46.2% 38.2%**** 45.5% 28.9%****
Exposed to combat-related trauma 43.6 35.5**** 46.5 28.6****

Current health coverage

Medicare 35.3% 39.9%**** 38.4% 39.6%
Medicaid 3.5 3.5 4.8 3.0****
CHAMPUS or TRICAREc 9.2 6.8**** 12.9 7.5****
Private insurance 68.8 62.0**** 40.3 72.6****
Other 4.4 3.4*** 3.1 2.8

Health status

Mean general rating of healthd 3.2% 3.3%*** 2.7% 3.3%****
Mean number of difficulties with ADLse 1.2 1.1 1.4 0.7****

SOURCE Authors’ analysis of data from the 2001 and 2010 National Survey of Veterans. NOTES Veterans who did not respond to
questions about VA use were excluded. Significance refers to difference between users and nonusers in a given year. Differences
between users in 2001 and those in 2010 were all significant (p < 0:001) except for served in combat zone (p ¼ 0:63), exposed
to combat-related trauma (p ¼ 0:04), and mean number of difficulties with ADLs (activities of daily living; p ¼ 0:02). Differences
between non-users in 2001 and those in 2010 were all significant (p < 0:01) except for race (p ¼ 0:24), marital status (p ¼ 0:04),
served in the post–Vietnam War era (p ¼ 0:55), Medicare coverage (p ¼ 0:69), Medicaid coverage (p ¼ 0:05), CHAMPUS coverage
(p ¼ 0:04), and other health coverage (p ¼ 0:05). aStandard deviation is 14.7 for VA user 2001, 15.6 for non-VA user in 2001,
16.0 for VA user in 2010, and 15.5 for non-VA user in 2010. bDates for service eras are given in Exhibit 1. cCHAMPUS is the former
name of TRICARE, the Department of Defense’s health care program. dOn a five-point scale, with higher scores indicating greater
health. Standard deviation is 3.2 for VA user in 2001, 3.3 (p < 0:01) for non-VA user in 2001, 2.7 for VA user in 2010, and
3.3 (p < 0:001) for non-VA user in 2010. eStandard deviation is 2.3 for VA user 2001, 2.2 for non-VA user in 2001, 3.2 for VA
user in 2010, and 2.7 for non-VA user in 2010. ***p < 0:01 ****p < 0:001
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marketing videos and websites, social media
campaigns, phone apps, telehealth programs,
and other ways to reach out to veterans.24,25

Following passage of the Affordable Care Act
(ACA) in 2010, the number of veterans using VA
services has likely increased26 because enroll-
ment in VA health care satisfies the individual
mandate for health insurance coverage. There
was no significant difference in Medicaid cover-
age among veterans between 2001 and 2010.
However, new Medicaid coverage in states that
have decided to expand eligibility may lead to
growth in Medicaid coverage among veterans
and increase the number of veterans with multi-
ple sources of health coverage.27

Increased Likelihood Of Disability Com-
pensation Fourth, perhaps ourmost interesting
finding was that veterans who served during the
Persian Gulf War era were more likely to apply
for and to receive VA disability compensation,
compared to veterans of previous service eras.
This differencewas found inboth2001and2010,
and it appears to have increased over time. In
fact, other reports indicate that veterans who
served in Iraq and Afghanistan are seeking ser-
vice-connected disability compensation at un-
precedented rates, despite lower rates of fatali-
ties, injuries, and post-traumatic stress disorder
compared to the rates among veterans of other
service eras.28

VA disability compensation pays veterans a
monthly benefit for service-connected condi-
tions and injuries, and it also provides access
to VA health and dental care. However, VA dis-
ability compensation is a controversial benefit:
Some scholars suggest that it may encourage

exaggerated claims29 and create disincentives
for recovery,30 while others point to its beneficial
effects31 and the economic rationales for its exis-
tence.32 In any case, more veterans are applying
for and receiving VA disability compensation
than ever before, and public concern about the
backlog of disability claims seems to have in-
creased since the wars in Iraq and Afghanistan.33

Conclusion
The size of the veteran population decreased
from 2001 to 2010, and veterans who served in
the VietnamWar and post–VietnamWar eras are
likely to seek an increasing array of VA health
services in the near future to address the chronic
and complexmedical and psychiatric conditions
that are associated with aging. The relatively
small but important cohort of veterans who have
served in thePersianGulfWarera ismorediverse
than previous cohorts in terms of sex and race.
VA services will need to adapt to changing

veteran sociodemographic characteristics, par-
ticularly because this younger cohort of veterans
ismore likely to use VA services—includingmen-
tal health services—and to apply for and receive
VA disability compensation, compared to older
cohorts. The veteran population as a whole has
become more reliant on VA services since 2001,
and the VA continues to be a health care safety
net for many veterans—a role that may become
even more necessary as provisions of the ACA
continue to be implemented. The VA faces new
opportunities and challenges in developing and
allocating resources for a changing population
of veterans in the next decade. ▪

Exhibit 4

Combat exposure and Department of Veterans Affairs (VA) disability compensation and health service use by veterans in 2001 and 2010, by service era

WWII or
earlier

Post-
WWII

Korean
conflict

Post–Korean
conflict

Vietnam
War

Post–
Vietnam War

Persian Gulf
and later

2001

Exposed to combat-related trauma 51.2% 26.6% 35.5% 18.9% 46.7% 29.9% 31.9%
Ever applied for VA disability compensation 15.9 9.9 13.2 8.2 16.8 16.6 24.0
Have received VA disability compensation 13.5 8.0 9.9 5.9 13.7 15.8 24.5
Any VA mental health service use in past year 1.2 0.5 1.6 1.2 4.5 3.4 3.0
Any VA health service use ever 13.1 13.9 11.8 8.6 16.7 16.8 13.3

2010

Exposed to combat-related trauma 46.4% 11.8% 25.2% 10.6% 43.8% 23.0% 42.8%
Ever applied for VA disability compensation 17.7 8.7 11.9 5.5 21.1 16.4 37.4
Have received VA disability compensation 13.2 5.8 8.1 3.9 15.2 12.9 30.0
Any VA mental health service use in past 6 months 1.2 0.0 1.6 0.4 4.9 4.4 5.7
Any VA health service use ever 31.1 26.2 28.0 19.5 30.2 25.6 32.8

SOURCE Authors’ analysis of data from the 2001 and 2010 National Survey of Veterans. NOTE Dates for service eras are in Exhibit 1.
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