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Alberta

• 4.2 Million People

• +/-Universal coverage

• 36.1 years (median)

• ~50% male

• 17% rural

• $20 billion

• 83% of physicians FFS

VA

• 5.5 Million Veterans

• Selective coverage (~50% eligible)

• 63.5 years (mean)

• 94% male

• 40% rural

• $47 billion

• 0% of physicians FFS

• ~75% have private insurance

Extensive infrastructure

• 150 hospitals

• 971 outpatient clinics

• 133 nursing homes
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Access to Care in the Veterans Health 
Administration (VA)

• Complaints: Veterans can’t “access” care

• Special interests/vulnerable populations
– Rural

– Women

– Homeless

– Recent Conflict Veterans only  get 5 yrs guaranteed care

• Promise by Veterans Administration and Congress to 
improve “Access”
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Access: Definition

Institute of Medicine Definition: 

• “the timely use of personal health services to achieve the best 
possible health outcomes.”  Millman M. Access to health care in 
America. National Academy Press; 1993.

New 21st Century Definition (Fortney, et al. JGIM)

• Access to Care represents the potential ease of having virtual or 
face-to-face interactions with a broad array of healthcare 
providers including clinicians, caregivers, peers, and computer 
applications.
– Actual: represents those directly-observable and objectively 

measurable dimensions of access.  

– Perceived: represents those self-reported and subjective 
dimensions of access.
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New Framework/Model for Access

• Set of specific dimensions that characterize the fit between the 
patient and the healthcare system

• Less focus on patient-to-provider face-to-face encounters

• Perceived and Actual Access

• Dimensions of access: 

– Geographical

– Temporal

– Digital

– Financial

– Cultural



Community Attributes

Veteran Characteristics

Veteran Perceptions of Care

Perceived Access to Care

 Geographical

Ease of travel

 Temporal

Time convenience

 Financial

Eligibility complexity

Affordability

 Cultural

Understandability

Trust

Self Stigma

 Digital

Connectivity  opportunities

Usability and privacy

Perceived Need for Care

 Symptom burden

 Susceptibility

 Stoicism

 Treatment efficacy

 Self efficacy

Outcomes

 Symptoms

 Side effects

 Functioning

 Quality of life

Engagement

 Face-to-face

Patient-to-provider encounters

Patient-to- caregiver encounters

Peer-to-peer support 

 Digital

Patient-to-provider communication

Patient-to-caregiver communication

Peer-to-peer support

Use of computer applications

Satisfaction

 Access to care

 Quality of care

 Outcomes of care

Quality

 Technical

 Interpersonal

Actual Access to Care

 Geographical

Travel distance/time

 Temporal

Time to next appointment

Waiting time in reception

 Financial

Eligibility

Out of pocket costs

 Cultural

Language match

Provider stigma

Public stigma

 Digital

Connectivity

VA Healthcare System Structure

VA Provider Characteristics

Fortney, Burgess, Bosworth, Booth, Kaboli. JGIM, Nov 2011
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Actual Access to Care

Geographical

Travel distance/time

Temporal

Time to next appointment

Waiting time in reception

Financial

Eligibility

Out of pocket costs

Cultural

Language match

Provider stigma

Public stigma

Digital

Connectivity

Perceived Access to Care

 Geographical

Ease of travel

 Temporal

Time convenience

 Financial

Eligibility complexity

Affordability

 Cultural

Understandability

Trust

Self Stigma

 Digital

Connectivity  opportunities

Usability and privacy

Perceived Need for Care

 Symptom burden

 Susceptibility

 Stoicism

 Treatment efficacy

 Self efficacy
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Measuring Access: Actual v. Perceived

Actual

• Directly observable

• Objectively measurable

• Predictive validity

• Reliable

– Distance

– Wait times
• All waiting is not equal or bad 

– Co-payments
• $9 Rx, $50 clinic, $900 inpatient

Perceived

• Capture patient perceptions 
about the opportunity and 
ease associated with seeking 
treatment

– Travel ease
• Mileage or VA Transport System

– Appointments when requested

– Co-payment burden

– Usability of computer apps



VETERANS HEALTH ADMINISTRATION

Digital “Encounterless” Access

1. Synchronous patient-to-provider encounters
• Phone, video (26 states require comparable payment)

2. Asynchronous patient-to-provider communications
• IVR, text, email, personal monitoring devices

3. Peer-to-peer communications
• Patients:  chat rooms, on-line forums, social networking

• Providers:  e-consults, store-and-forward imaging

4. Synchronous interactions between patients and 
health apps
• Kiosks,  personal health records, health behavior apps 

(e.g., cognitive behavioral therapy)
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Patient Portals: MyHealthyVET
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Distance is Relative: Unpacking a Principal 
Barrier in Rural Healthcare 
Buzza, Kaboli, et al JGIM, Nov 2011

• Distance was #1 access barrier by patients and staff

• Patient health status, resources, preferences, transportation

• Complexity and urgency of services needed
– Low complexity (e.g., podiatry, labs, prosthetics)

– High complexity (e.g., cancer care, neurosurgery)

– Emergency/after hours care 

• Tele-health is a tool to overcome distance

• “You don’t know rural ‘til you know 40 miles from a 
gallon of milk. Now that’s rural.” Veteran in South Dakota



Access

“Can we buy our way out of this problem? 
If so, then it isn’t a problem.”

14
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Aggregate State Quality Rankings for 24 
Indicators and Medicare Spending Baicker & 

Chandra, Health Affairs, 2004

IA

LA

NY
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Conclusions:
Re-conceptualization of Access to Care

• Measurement is important, for both Actual and 
Perceived Access:

– Patient perception may be as important as actual access

• More is not always better:

– We can’t buy our way out of this problem

• Tele-health and digital apps can help Access

• Access and outcomes are hard to measure:

– Even harder to link (especially if the service is ineffective)

• At the extremes:

– NO Access is bad; Excessive Access is wasteful


