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About This Report

The U.S. Department of Veterans Affairs (VA) provides health care to 9 million veterans, including more than
300,000 in New York. While most VA health care is delivered by VA providers in VA facilities, VA is increas-
ingly referring veterans to the private sector for care through the VA Community Care program. Proposed
policy changes would expand circumstances under which VA enrollees may become eligible for Community
Care. This report (Volume I) describes the state of VA and Community Care using publicly available data as
of November 2025 to understand how expanding eligibility could affect access to and the quality of health
care for veterans in New York. In Volume II (available at www.rand.org/t/RR A4524-2), we provide additional
information on recently introduced policy proposals, methodological details, and supporting data.
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Summary

The U.S. Department of Veterans Affairs (VA) serves approximately 9 million veterans each year, including
more than 300,000 living in New York. Traditionally, VA has delivered health care to enrolled veterans in
its own facilities. Over the past decade, options for veterans to receive health care that is paid for by VA but
delivered by private-sector providers have increased substantially under the VA Community Care program
(“Community Care”). Under this program, enrolled veterans may be eligible for Community Care if they
have care needs that are not available within VA or if VA care is not available that meets VA’s drive-time,
wait-time, or quality standards. Proposed policy changes aim to relax existing eligibility standards or remove
them entirely. This analysis examines the present landscape of both VA and Community Care services in
New York to understand how increasing eligibility for Community Care may affect access to and the quality
of care for New York veterans.

Issue

As of this writing in late 2025, numerous policy changes affecting Community Care have been proposed
over the past few years. While some aim to overhaul and improve oversight and ensure quality, many others
ultimately aim to expand the circumstances under which VA enrollees may be eligible for Community Care,
including by adding covered services, relaxing drive-time or wait-time standards, or opening or closing VA
facilities. Expanding eligibility generally aims to improve geographic access, timeliness, and/or the quality of
care that veterans receive, although whether it will accomplish these aims is unclear. Increasing utilization
of Community Care by veterans in New York is potentially concerning, as a 2018 RAND report found that,
among all health care providers in New York, only 2 percent were “ready” to provide high-quality care for vet-
erans (Tanielian et al., 2018). A 2024 RAND report assessing the needs of recently separated veterans in New
York found that 60 percent indicated a preference for receiving Community Care, indicating that increasing
eligibility may significantly increase Community Care utilization (Ringel et al., 2024).

Approach

We used a combination of publicly available information on veterans, facility locations, wait times, and qual-
ity measures to describe and visualize the state of VA care and Community Care for veterans in New York as
of this writing in November 2025. Using this information, we discuss how the proposed policy changes may
affect access to and the quality of VA care and Community Care for veterans in New York.

Key Findings

o Geographic access to VA care is limited in New York. We estimate that 47 percent of New York veter-
ans live within a 30-minute drive of a VA health care facility (VA medical center or outpatient clinic),
although 87 percent live within a 60-minute drive. Access to VA primary care within a 30- or 60-minute
drive varies substantially across New York, with coverage gaps mostly in northern, rural regions.

o Private-sector providers who are contracted to care for veterans as part of VA’s Community Care Net-
work (CCN) expand New York veterans’ geographic access to care, although some gaps remain. We
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estimate that 17.1 percent of veterans in New York do not live within a 30-minute drive of either VA or
a CCN primary care provider.

» Wait times for established patients are relatively short in New York VA facilities, but new patients face
long wait times for appointments in many specialties and facilities. The average wait time for a VA pri-
mary care appointment in New York is 4.3 days for established patients and 20.0 days for new patients,
while average mental health care appointment wait times are 4.8 days for established patients and 26.4
days for new patients. Wait times are typically longer for specialty care services. Analogous recent data
for CCN providers are not publicly available in New York, and published data on wait times for CCN
and private-sector providers in New York have mixed results.

o Comparisons of hospital quality data for New York VA hospitals and community hospitals (not neces-
sarily CCN providers) showed that VA facilities consistently provide better or similar care quality on
outpatient care quality measures, patient-centeredness of care, and emergency department (ED) timeli-
ness. There is more variation in the quality of inpatient care, with some New York VA facilities perform-
ing better and others worse than the community hospitals on some measures of care, although there are
not clear trends.

Implications

« Proposed policy changes to expand veterans’ eligibility for Community Care may moderately increase
geographic access to care. Expanded eligibility could potentially reduce drive times for veterans who
live less than 30 minutes (for primary care and mental health care) or 60 minutes (for specialty care)
from a VA facility, because veterans who live beyond these distances are already eligible for Community
Care.

 Proposed policy changes to expand veterans’ eligibility for Community Care have unclear implications
for the timeliness of care, as recent data for CCN provider wait times are not available. New patients may
have long wait times for care both inside and outside VA across specialties.

 Proposed policy changes to expand veterans’ eligibility for Community Care have mixed implications
for health care quality. As New York VA facilities consistently provide better or similar care quality than
private-sector facilities on outpatient care quality measures, patient-centeredness of care, and ED time-
liness, it is likely that patients will receive worse care quality with respect to these measures. However,
as performance of New York VA facilities is mixed with respect to inpatient care quality, implications
for care quality are unclear and vary by facility.

o Assessments of the impact of proposed policy changes are limited by available data. We recommend that
VA release Community Care network, wait-time, and expenditure data on its Open Data Portal and that
New York State consider implementing wait-time reporting requirements for health care plans. Public
availability of these data is a critical first step to building simulation models to assess whether Commu-
nity Care eligibility expansions translate into meaningful access for veterans.

Vi



Contents

About This RePOrt. .. ... iii

SUIMMATY .. e v

Figures and Tables. ... ... ix

CHAPTER 1

Background on Veterans Health Carein New York ................c i, 1
Veterans in New YOrk ... 3
Proposed Policies to Improve or Expand Community Care ...............ooiiiiiiiiiiiii e, 4
How Will Expanding Eligibility for Community Care Affect New York Veterans?......................oooeee. 4

CHAPTER 2

Geographic Access to Care for New York Veterans...................o.. 5
New York Veterans” Drive Time to VA Facilities ....... ... 5
Community Care Network Providers in New York ..., 7
Geographic Access to VA Care and Community Care for New York Veterans .........................ooo. 8
Community Care Provides Important Geographic Access to Care for New York Veterans..................... 9
How Will Expanding Eligibility for Community Care Affect Geographic Access to Care for New York

VOTOTAIISY . 9

Limitations of Our Drive-Time Analyses........ ... 12

CHAPTER 3

Timeliness of Care for New York Veterans..................... 13
Average Wait Times at New York VA Facilities...............oo 13
Wait Times for Primary, Mental Health, and Specialty Care in New York VA Facilities ....................... 15
Wait Times for Community Care APpOintments. . ... ..ot 18
How Will Expanding Eligibility for Community Care Affect Timely Access to Care for New York

VOO aAIISY 19

Limitations of Our Appointment Wait-Time Analyses..............cooiiiiiiiiiiiii 19

CHAPTER 4

Quality of Care for New York Veterans................ooii i 21
Prior Studies Comparing the Quality of VA Care and Community Care..................ooooiiiiiiiiiiin. .. 21
Comparison of Quality Measures for New York VA Facilities with Regional and National Benchmarks.... 25
How Will Expanding Eligibility for Community Care Affect Quality of Care for New York Veterans? ..... 33
Limitations of Our Quality Measure Analyses ..ot 33

CHAPTER 5

The Future of VA Care and Community Carein New York......................... i, 35
Implications for New York Veterans of Expanding Eligibility for Community Care............................ 35
Data Sources for Understanding VA Care and Community Care..................cooooiiiiiiiii . 36
Data Limitations Hinder Assessment of Changes to Community Care.................oooiiiiiiiiiiin. . 38
The Future of Changes to Community Care............o.iiiiitiit i 39

vii



Health Care Access and Quality for New York Veterans Provided by the U.S. Department of Veterans Affairs and Community Care

A eviationS. .. 41
RO O CIICS ... o 43

Available at www.rand.org/t/RRA4524-2

Health Care Access and Quality for New York Veterans Provided by the U.S. Department of Veterans
Affairs and Community Care: Volume II, Methods and Supporting Data

viii


http://www.rand.org/t/RRA4524-2

Figures and Tables

Figures

1.1.
2.1
2.2.
2.3.
2.4.
2.5.
3.1
3.2.

3.3.
4.1.

Tables

4.1.
4.2.
4.3.
4.4.
4.5.

4.6.

5.1.

Estimated 2025 Veteran Population in New York, by County................ooooiin . 3
Drive Time (30 and 60 Minutes) to VA Facilities in New York....................... i .. 6
Locations of Community Care Network Providers in New York, by Zip Code........................ 7
Total Community Care Network Providers per 100 Veterans, by County.............................. 8
Locations and 30-Minute Drive Times of VA and Community Care Facilities with Primary

Care SEIVICES .. ... 10
Locations and 30-Minute Drive Times of VA and Community Care Facilities with Mental or
Behavioral Health Care Services .......... ... .. 11
Mean Wait Times for Established and New Patients at New York VA Facilities,

DY Service TYPe. ... 14
New York VA Facility Wait Times for Primary Care for Established and New Patients............. 16
New York VA Facility Wait Times for Mental Health Care for Established and New Patients ..... 17
Evidence Map of Studies Comparing VA Care with Community Care.......................ooenn. 23
Studies Comparing VA Care and Community Care, by Quality Dimension and Finding.......... 22
VAMC s Included in Quality CompariSon. ...........o.ouiiiiiiiiiiiii e 25
Effective Care Quality Measures: New York VA Performance Compared with Regional and
National Private-Sector Benchmarks................... 27
Safe Care Quality Measures: New York VA Performance Compared with Regional

Private-Sector Benchmarks ...... .. ... 29
Patient-Centered Care Quality Measures: New York VA Performance Compared with

Regional Private-Sector Benchmarks..............o. 31
Timely Care Quality Measures: New York VA Performance Compared with Regional
Private-Sector Benchmarks ......... ... 32
Publicly Available Data for Understanding VA Care and Community Care.......................... 37






CHAPTER 1

Background on Veterans Health Care in New York

The mission of the Veterans Health Administration (VHA), part of the U.S. Department of Veterans Affairs
(VA), is to “honor America’s Veterans by providing exceptional health care that improves their health and
well-being” (VHA, 2025a). One of the largest integrated health care systems in the United States, VHA oper-
ates 172 VA medical centers (VAMCs) and 1,198 outpatient sites across the country (National Center for
Veterans Analysis and Statistics, 2025b). In fiscal year (FY) 2024, 9.15 million veterans were enrolled in VA
health care, and 6.5 million unique veterans sought care (VA, 2025b).

Not all veterans are eligible for VA health care benefits. Eligibility is determined primarily by service his-
tory, service-connected health conditions, income, and other priority criteria. As a result, the VHA patient
population is clinically complex and more likely to have service-related health conditions and chronic health
problems than nonveterans and veterans who do not use VA health care (Eibner et al., 2015). More generally,
veterans tend to be of poorer health than nonveterans (Cypel et al., 2023; Hinojosa and Hinojosa, 2016; Hoer-
ster et al., 2012; Kramarow and Pastor, 2012), which has important implications for health care delivery. Each
year, congressional appropriations control VHA'’s total operating budget, determining how much health care
it can deliver. To balance its mission with available resources, VHA allocates resources by assigning enrolled
veterans to priority groups that guide access to care and ensure that veterans with the most-urgent needs are
prioritized.

Veterans who are enrolled in VA health care generally receive their care directly from VA providers in
VAMC:s or clinics. In some circumstances, in which distance, wait times, or the availability of specific ser-
vices constrain access to VA-delivered services, VA-enrolled veterans may receive health care from private-
sector providers through the VA Community Care
program (“Community Care”) (see eligibility cri-
teria in the box on the following page). This pro- Key Terms

gram contracts with private-sector health care pro-
VA care. For the purposes of this report, we refer

to health care delivered in a VA facility or by VA
personnel as VA care. This care is both paid for
and delivered by VA.

viders to provide health care to veterans as part of
the VA Community Care Network (CCN). Com-
munity Care was formally established in 2014 in
response to increased demand for VA care and
widespread media coverage of access barriers to
VA care (VA Office of Inspector General, 2014).

Community Care. For the purposes of this
report, we refer to non-VA health care providers

Congress enacted the Veterans Access, Choice, and
Accountability Act of 2014 (Veterans Choice Act)
(Pub. L. 113-146, 2014), which broadened eligibil-
ity for Community Care and introduced the Veter-
ans Choice Program. Access to Community Care
was then further expanded by the VA Maintain-
ing Internal Systems and Strengthening Integrated
Outside Networks Act of 2018 (VA MISSION Act)

who are under contract with VA to provide health
care to VA enrollees as Community Care. This is
also sometimes referred to as care in the commu-
nity, the VA Community Care Program (VCCP),
or VA-paid health care. The set of providers who
have been contracted by VA to provide this care
is sometimes referred to as the Community Care
Network (CCN).
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(Pub. L. 115-182, 2018), which created the Community Care program that is currently in place. Together,
these policies were intended to increase the timely access to care for veterans with VHA coverage by expand-
ing options for where care could be received.

Nationally, utilization of Community Care has grown considerably following the 2014 Veterans Choice
Act and the 2018 VA MISSION Act. The number of veterans authorized to receive Community Care more
than doubled, increasing from 1.3 million in 2014 to 2.8 million in 2023 (Silas, 2025), while Community Care
spending grew from 14 percent of VHA'’s obligations for health care services in FY 2014 ($8.2 billion) (U.S.
Government Accountability Office, 2019) to 24 percent of the budget in FY 2024 ($36.6 billion) (VA, 2025b).

The establishment of the CCN has led to increased utilization of outpatient care services (Rose et al.,
2021), and VA health care enrollees have increasingly sought Community Care for mental health and emer-
gency or urgent care services (Yoon et al., 2024). Despite the potential value of community-delivered care for
reducing barriers to access, its expansion has introduced challenges for VHA. Questions remain about the
cost and quality of CCN care relative to care delivered by VA directly, as well as VA’s ability to ensure con-
sistent standards of health care among community providers (Rasmussen and Farmer, 2023). The shift may
also complicate VA’s efforts to coordinate patient care, which is particularly important for providing care for
veterans with complex health care needs, reducing costs, and improving patient outcomes.

VA Community Care Eligibility Criteria

Patients must

o be enrolled in or eligible for VA health care.
o have approval from their VA health care team before getting care from a community provider (except
for certain cases, such as urgent or emergency care), and at least one of these must be true:

— The patient needs a service that VA does not provide at any VA health facility.

— The patient lives in a state or territory that does not have a full-service VA health facility.

— The patient and their VA provider agree that getting care from an in-network community provider
is in their best medical interest.

— VA cannot provide the service that the patient needs in a way that meets VA’s quality standards.

— The patient qualified under the 40-mile distance requirement as of June 6, 2018, and the patient
lives in Alaska, Montana, North Dakota, South Dakota, Wyoming, or another location that would
still make the patient eligible under these requirements.

— VA cannot provide the care that the patient needs within VA standards for drive and wait times:
= 30-minute average drive time or 20-day wait time for primary care, mental health, and extended

outpatient care
= 60-minute average drive time or 28-day wait time for specialty care.

SOURCE: Adapted from VA, 2025c.



Background on Veterans Health Care in New York

Veterans in New York

As of 2025, New York is home to an estimated 614,000 veterans. Veterans live across all parts of the state
(Figure 1.1) and make up large shares of the populations in Erie County, Long Island, Monroe County, New
York City, Onondaga County, and Westchester County (National Center for Veterans Analysis and Statis-
tics, undated). The state’s veteran population is mostly male (90.3 percent). About half are age 65 or older
(50.7 percent), less than one in five are ages 17 to 44 (18.6 percent), and just over 30 percent are ages 45 to
64 (National Center for Veterans Analysis and Statistics, 2025a). As of FY 2023, approximately 315,000 New
York veterans—nearly half of all New York veterans at the time—were enrolled in the VA health care system
(National Center for Veterans Analysis and Statistics, undated). Nearly 150,000 receive VA disability com-
pensation (Veterans Benefit Administration, 2025), although rates of disability may vary by age, era of ser-
vice, sex, and other characteristics. A survey of recently separated veterans living in New York found that
more than 60 percent had a disability rating from VA (Ringel et al., 2024).

FIGURE 1.1
Estimated 2025 Veteran Population in New York, by County
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NOTE: The estimated veteran population as of September 30, 2025, is based on the Veteran Population Projection Model 2023
(VetPop2023).
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A 2024 assessment conducted by RAND researchers that focused on recently separated veterans living
in New York identified unique health care needs when compared with the general New York adult popula-
tion (Ringel et al., 2024). These recently separated veterans were found to have high rates of mental health
challenges, including probable depression (25 percent) and probable posttraumatic stress disorder (PTSD)
(26 percent). Veterans also reported unmet health care needs, including 15 percent who reported an unmet
physical health care need and 21 percent who reported an unmet mental health care need. A common bar-
rier to health care for these veterans was the difficulty of accessing services. Recently separated veterans
expressed a preference for Community Care: 60 percent of those surveyed indicated that they preferred to
receive health care in their communities rather than at a VA facility. Veterans generally reported positive
experiences with health care received both at VA and in the community and noted key advantages to each
setting. They indicated that while Community Care was easier to schedule, VA providers were more likely to
understand veterans’ unique health challenges and military culture.

Proposed Policies to Improve or Expand Community Care

Community Care is an active area of public debate, legislation, and regulatory attention. Numerous policy
proposals affecting Community Care have been proposed in recent years (a summary of recently introduced
legislative proposals, recommendations from government reports, and recently enacted laws is provided in
Volume II of this report, which is available at www.rand.org/t/RRA4524-2). These proposals generally aim
to do one of two things: (1) increase oversight and enforce quality standards for CCN providers or (2) expand
eligibility and reduce barriers for veterans to receive Community Care. Ensuring that CCN providers deliver
high-quality care and comply with VA regulations is an important goal, but it is difficult to predict how these
policy changes will affect the supply of or demand for Community Care. However, expanding eligibility and
reducing barriers for Community Care will likely result in higher demand for Community Care (Govier
et al., 2023) and perhaps an increased supply of Community Care (if, seeing the increased demand, more
providers join the CCN). A large shift in demand from VA care to Community Care could potentially have
important implications for access to and the quality of care that veterans receive.

How Will Expanding Eligibility for Community Care Affect New York
Veterans?

This report focuses on the state of veterans’ access to and the quality of health care delivered by VA and CCN
providers in New York, as of November 2025, and discusses how potential expansions of the VA Community
Care program may affect health care access and quality for veterans in New York. We assume that if eligibil-
ity for Community Care were to expand, a substantial number of veterans who might otherwise receive care
from VA would instead receive care from CCN providers. In this report, we analyze publicly available data
to examine drive times, wait times, and quality measures for VA care and Community Care in New York to
understand how a shift from less VA care to more Community Care might affect New York veterans.
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CHAPTER 2

Geographic Access to Care for New York Veterans

One of the most common reasons that veterans become eligible for Community Care is their driving distance
from VA facilities (VA, 2025c). For primary care, mental health care, and extended outpatient care, veterans
enrolled in VA health care benefits are eligible for Community Care if their average drive time to a VA facility
offering these services exceeds 30 minutes. For specialty care, veterans are eligible for Community Care if the
average drive time to a VA facility is more than 60 minutes. To understand New York veterans’ geographic
access to health care, we quantified drive times to VA and CCN providers. Methods and additional data are
available in Volume II.

New York Veterans’ Drive Time to VA Facilities

There are 12 VAMCs and 50 VA outpatient clinics in New York. These 62 VAMCs or outpatient clinics are in
55 cities; 42 of 62 counties in New York (67.7 percent) have a VA facility (VAMC or outpatient clinic). We ana-
lyzed New York veterans’ geographic access to VA health care using 30-minute and 60-minute drive times to
VA facilities. Figure 2.1 highlights areas of New York where a VA facility is within a 30- or 60-minute drive.
We estimate that 47 percent of New York veterans live within a 30-minute drive of a VA facility and 87 per-
cent of veterans live within a 60-minute drive.

Key Findings: Geographic Access to VA Care and Community Care

o Geographic access to VA health care is limited in New York. We estimate that less than half (47 per-
cent) of New York veterans live within a 30-minute drive of a VA health care facility (VAMC or out-
patient clinic), although approximately 87 percent live within a 60-minute drive.

o Access to primary or mental or behavioral health care within a 30-minute drive time and to specialty
care within a 60-minute drive time varies substantially across New York. Rural counties in northern
New York, such as Hamilton, Warren, and Essex counties, are the least served by both VA and Com-
munity Care providers.

o The CCN expands geographic access for veterans, particularly for specialty care, although some gaps

remain: 17 percent of veterans in New York do not live within a 30-minute drive of either a VA or

CCN primary care provider.

Although the CCN increases geographic access to care, it is unclear whether CCN providers are

accepting new patients or have available appointments.



FIGURE 2.1
Drive Time (30 and 60 Minutes) to VA Facilities in New York

Panel A. Drive time (30 minutes) for VA facilities in New York

Panel B. Drive time (60 minutes) for VA facilities in New York
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NOTE: Drive-time service areas represent the geographic areas reachable by driving within specified time thresholds from a VA health care facility. This analysis uses actual locations of VA-delivered
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Geographic Access to Care for New York Veterans

Community Care Network Providers in New York

There are 569,463 CCN providers in New York. This number includes both individual clinicians and clin-
ics and may include multiple locations where an individual clinician practices. In the figures below, we
show the count of CCN provider locations (all specialties) by zip code (Figure 2.2) and, for each county, the
number of CCN provider locations per 100 veterans (Figure 2.3). CCN provider locations are distributed
across many parts of the state but are clustered in urban population centers, which are where VAMCs also
tend to be located.

FIGURE 2.2
Locations of Community Care Network Providers in New York, by Zip Code
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SOURCE: Facility location data were provided by VA via a Freedom of Information Act (FOIA) request to VA on November 10, 2025.

NOTE: This map shows the aggregate count of distinct CCN provider locations in each ZIP Code Tabulation Area (ZCTA). There are 569,463
provider locations illustrated in the map. Individual providers (identified by National Provider Identifier) may have multiple service locations.
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FIGURE 2.3
Total Community Care Network Providers per 100 Veterans, by County

SOURCE: Facility location data were provided by the National Center for Veterans Analysis and Statistics, VA, via a FOIA request on
November 10, 2025.

NOTE: The estimated veteran population on September 30, 2025, is based on VetPop2023. County-level facility counts were derived by
aggregating facilities within ZCTAs that intersect each county. For ZCTAs spanning multiple counties, facilities were proportionally allocated
based on the share of ZCTA land area residing in each county.

Geographic Access to VA Care and Community Care for New York
Veterans

We assessed geographic access to both VA and Community Care health care services by focusing on three
specific types of care: primary care, mental or behavioral health care, and specialty care. Consistent with VA
measures of geographic access, access to primary and mental or behavioral health care was assessed using a
30-minute drive time, and access to specialty care was measured using a 60-minute drive time. We focused
on primary care and mental or behavioral health care because these are common types of health care that
require convenient access. There are many types of specialty care we could focus on, but we chose to focus
on four types of specialty care (oncology, neurology, dermatology, and orthopedics) because a 2024 survey
found that veterans were more likely to prefer Community Care over VA for these services (Greer et al., 2024).
Visualizations for primary care and mental or behavioral health care are in the main body of this report;
visualizations for oncology, neurology, dermatology, and orthopedics are available in Volume II.



Geographic Access to Care for New York Veterans

Primary Care

Access to primary care within a 30-minute drive time varied substantially across New York (Figure 2.4). We
estimate that 53 percent of New York veterans live more than 30 minutes from a VA facility with primary care
services and 17 percent live more than 30 minutes from a VA facility with primary care services or a CCN
primary care provider.

Mental or Behavioral Health Care

Access to mental or behavioral health care within a 30-minute drive time also varied across New York
(Figure 2.5). We estimate that 54 percent of New York veterans live more than 30 minutes from a VA facility
with individual mental health care and 19 percent live more than 30 minutes from a VA facility with indi-
vidual mental health care or a CCN behavioral health provider.

Specialty Care

Access to oncology, neurology, dermatology, and orthopedic care within a 60-minute drive time also varied
across the state (see the visualizations in Volume II), but these specialties broadly followed similar patterns.
Oncology care was the most limited of the specialties we examined. We estimate that 54 percent of New York
veterans live more than 60 minutes from a VA facility with oncology services and 11 percent live more than
60 minutes from VA or CCN oncology services. Neurology care was somewhat more accessible, with only
31 percent of New York veterans living more than 60 minutes from a VA facility with neurology services and
12 percent living more than 60 minutes from VA or CCN neurology services. Dermatology was the most
accessible of the specialty care types we examined, with 17 percent of New York veterans living more than 60
minutes from a VA facility with dermatology services and 17 percent living more than 60 minutes from VA or
CCN dermatology services. Orthopedic services were somewhat less accessible. We estimate that 45 percent
of New York veterans live more than 60 minutes from a VA facility with orthopedic services and 10 percent
live more than 60 minutes from VA or CCN orthopedic services.

Community Care Provides Important Geographic Access to Care for New
York Veterans

Overall, while nearly half of New York veterans live within a 30-minute drive of a VA facility, most live within
a 60-minute drive. Both VA facilities and Community Care providers are clustered in populated, metropoli-
tan areas, particularly around New York City, Buffalo, Syracuse, and Albany, with 30- and 60-minute drive-
time service areas extending into surrounding suburban and rural counties. However, significant geographic
coverage gaps for VA and the CCN remain in rural, northern regions of the state. Veterans in remote rural
counties, such as Hamilton, Warren, and Essex counties, face long travel times to reach both VA facilities and
CCN providers.

How Will Expanding Eligibility for Community Care Affect Geographic
Access to Care for New York Veterans?
Relaxing or completely removing eligibility requirements for Community Care could reduce drive times for

New York veterans who live within 30 minutes of a VA facility (for primary and mental health care) or 60
minutes of a VA facility (for specialty care) if they can find a closer provider in the CCN. This could represent
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FIGURE 2.4
Locations and 30-Minute Drive Times of VA and Community Care Facilities with Primary Care

Services

Panel B. 30-minute drive-time area of VA and CCN facilities
(primary care)

Panel A. 30-minute drive-time area of VA facilities
(primary care)

Panel D. Estimated share of veterans within 30-minute drive

time to VA and CCN facilities (primary care)

Panel C. Distribution of CCN facilities, by zip code
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SOURCES: VA facility location data were obtained from VA, undated-b. CCN facility location data were provided by VA via a FOIA request on
November 10, 2025. Panels A and B base maps were created in ArcGIS Pro from Esri using county-level boundaries (U.S. Census Bureau,
Esri, U.S. Department of Commerce, National Oceanic and Atmospheric Administration, National Ocean Service, and National Geodetic
Survey). Underlying data are available in Volume II.

NOTE: Panel A: Drive-time service areas that are shaded in purple represent the geographic areas reachable by driving within specified time
thresholds from a VA health care facility, including VAMCs (shown as red crosses) and VA outpatient clinics (shown as yellow dots). Panel B:
Drive-time service areas that are shaded in orange are reachable within specific time thresholds from a VA health care facility, including
VAMCs (shown as red crosses), VA outpatient clinics (shown as yellow dots), and CCN primary care providers (shown as green dots).

Panel C: The distribution of CCN primary care providers is shown, by zip code. Panel D: The percentage of veterans within a 30-minute drive
to both VA and CCN primary care providers is shown, estimated by the percentage of land within the 30-minute drive-time area.

10



Geographic Access to Care for New York Veterans

FIGURE 2.5
Locations and 30-Minute Drive Times of VA and Community Care Facilities with Mental or
Behavioral Health Care Services

Panel A. 30-minute drive-time area of VA facilities Panel B. 30-minute drive time area of VA and CCN facilities
(mental health) (behavioral health)

Panel C. Distribution of CCN facilities, by zip code Panel D. Estimated share of veterans within 30-minute drive
(behavioral health) time to VA and CCN facilities (behavioral health)
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SOURCES: VA facility location data were obtained from VA, undated-b. CCN facility location data were provided by VA via a FOIA request on
November 10, 2025. Panels A and B base maps were created in ArcGIS Pro from Esri using county-level boundaries (U.S. Census Bureau,
Esri, U.S. Department of Commerce, National Oceanic and Atmospheric Administration, National Ocean Service, and National Geodetic
Survey). Underlying data are available in Volume II.

NOTE: Panel A: Drive-time service areas that are shaded in purple represent the geographic areas reachable by driving within specified time
thresholds from a VA health care facility, including VAMCs (shown as red crosses) and VA outpatient clinics (shown as yellow dots). Panel B:
Drive-time service areas that are shaded in orange are reachable within specific time thresholds from a VA health care facility, including
VAMCs (shown as red crosses), VA outpatient clinics (shown as yellow dots), and CCN behavioral health providers (shown as green dots).
Panel C: The distribution of CCN behavioral health providers is shown, by zip code. Panel D: The percentage of veterans within a 30-minute
drive to both VA and CCN behavioral health providers is shown, estimated by the percentage of land within the 30-minute drive-time area.
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an important improvement in access to care for veterans without access to a car and who must rely on others
or public transportation. Veterans who live farther from VA facilities are already eligible for Community
Care, so expanding eligibility will not change their drive times for care unless VA contracts with new CCN
providers in these areas; rural and remote regions may not have such providers. Further efforts, such as
increased access to telehealth, are needed to improve access to health care for veterans in rural areas.

Limitations of Our Drive-Time Analyses

Several factors may affect interpretation of our drive-time analyses:

 Our analyses are based on the total population of veterans, not just those enrolled in VA health benefits.
If the geographic distribution of enrollees is significantly different from the population as a whole, our
estimates could be skewed in either direction.

o We calculate drive times somewhat differently from VA’s methodology:

— We do not have individual addresses of veterans, so we estimate drive times from the center of the
county. This could lead us to overestimate or underestimate drive times, depending on how the popu-
lation within each county is distributed.

- Our drive-time estimates are based on standard travel speeds, which do not account for traffic. This
could lead us to underestimate drive times, especially in urban areas.

« We made assumptions about the types of CCN providers that offer specific services. For example, we
mapped family medicine and internal medicine providers to primary care. We mapped CCN provider
types to the specialties in this report using the mappings available in Volume II.

o Itisunclear whether veterans can obtain appointments at the CCN provider locations that would reduce
their drive time to appointments. Our drive-time analyses do not account for whether providers accept
all Community Care referrals they are offered, have available appointments, or are accepting new
patients. In rural areas, few clinicians or even just one clinician might be serving a large geographic
area, and veterans may not be able to obtain timely appointments with these providers.

o All analyses are for drive times only, which may be shorter than travel times experienced by veterans
who rely on public transportation or other group transportation services.
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CHAPTER 3

Timeliness of Care for New York Veterans

Another common reason that veterans become eligible for Community Care is the wait time for an appoint-
ment at a VA facility within applicable drive times (VA, 2025b). For primary care, mental health care, and
extended outpatient care, veterans are eligible for a referral to Community Care if the wait time for an
appointment is longer than 20 days. For specialty care, veterans are eligible if the wait time for an appoint-
ment exceeds 28 days. VA reports detailed data daily on appointment wait times by specialty and facility for
both new and established patients. Methods and additional data are available in Volume II.

Average Wait Times at New York VA Facilities

In Figure 3.1, we report average wait times for appointments for 28 types of services in New York VA facili-
ties, for both new and established patients. Established patients generally experience shorter wait times, with
the shortest averages observed for group programs, including PTSD group programs, substance use disorder
group programs, and mental health group care, for which appointments are typically available within a few
days. The longest wait times for established patients were for neurology and urology, for which average wait
times were two weeks on average.

Key Findings: Access to Timely Care

o Wait times for appointments at New York VA facilities are generally short for established patients.
New patients face much longer wait times, often exceeding VA’s standards (20 days for primary care
and mental health care and 28 days for specialty care).

o Average wait times for VA care in New York vary substantially by type of care, ranging from 0 to 15
days for established patients and 12 to 78 days for new patients. Wait times vary substantially across
New York facilities.

o The average wait time for a VA primary care appointment in New York is 4.3 days for established
patients and 20.0 days for new patients. Wait times for mental health care appointments in New York
VA facilities are 4.8 days for established patients but are much longer (26.4 days) than VA standards
for new patients.

o Recent comparison data on appointment wait times for CCN providers in New York are not available.
A published study using data from 2018 to 2021 found that wait times for new patients in Veterans
Integrated Service Network region 2 (VISN 2) (which includes most of New York) were lower in VA
compared with Community Care for primary care and specialty care and similar for mental health
care (Feyman, Asfaw, and Griffith, 2022).
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New patients had considerably longer wait times across nearly all specialties. The shortest average wait
times for new patients are for mental health. For example, new patients had the shortest wait times for inte-
grated primary care and PTSD programs. In contrast, the longest waits were for urology, neurology, and

endocrinology, often exceeding one month.

FIGURE 3.1

Mean Wait Times for Established and New Patients at New York VA Facilities, by Service Type
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SOURCE: Features data from VA, undated-a, as of October 2, 2025.
NOTE: Average wait times are calculated based on all New York VA facilities with available data for each service type. Averages are not
weighted by facility size. All values are rounded to the nearest integer. Not all facilities report data for all service types. Vertical indicators
highlight the 20-day (primary care and mental health care) and 28-day (specialty care) Community Care eligibility wait-time thresholds.

Underlying data are available in Volume II.
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Timeliness of Care for New York Veterans

Wait Times for Primary, Mental Health, and Specialty Care in New York
VA Facilities

We examined timely access to VA health care by focusing on three specific types of care: primary care, mental
health care, and specialty care. To be consistent with VA timeliness standards, we assessed access to primary
and mental health care by appointment availability with 20 days and access to specialty care by appointment
availability within 28 days. As in the drive-time analysis, we focused on primary care and mental health care
because these are common types of health care that require convenient access. Visualizations for specialty
care (oncology, neurology, dermatology, and orthopedics) are available in Volume II.

Primary Care

For established patients, primary care appointments were available within 20 days in almost all New York VA
facilities, but timely access to VA primary care varied widely for new patients (Figure 3.2). Mean (standard
deviation [SD]) appointment wait times for primary care in New York VA facilities were 4.3 (5.8) days for
established patients and 20.0 (14.2) days for new patients. The longest appointment wait time for established
patients was at the Port Jervis VA Clinic (37.7 days), although the wait time for new patients was only 11 days.
The longest wait time for new patients was at the Westport VA Clinic (98 days).

Mental Health Care

Access to an individual mental health appointment within 20 days was available in all New York VA facilities
for established patients, but for new patients, there was high variability in appointment wait times for mental
health across facilities (Figure 3.3). Mean (SD) wait times for an appointment for individual mental health
care in New York VA facilities were 4.8 (3.8) days for established patients and 26.4 (23.6) days for new patients.
Wait times for an individual mental health care appointment did not exceed 15 days at any New York facility
for established patients, although wait times exceeded 60 days for new patients at the Goshen, White Plains,
and Yonkers VAMCs.

Specialty Care

Timely access to oncology, neurology, dermatology, and orthopedic care also varied across the state (see visu-
alizations in Volume II), but these specialties broadly followed similar patterns. Oncology care was the most
limited of the specialties we examined, as only a few VA facilities in New York have oncology services. Mean
(SD) wait times for established oncology patients were just 2.4 (3.1) days in New York VA facilities, although
mean (SD) new patient wait times were 28.5 (14.6) days. Neurology care at VA facilities had longer mean (SD)
wait times for an appointment: 15.4 (23.8) days for established patients and 51.8 (26.9) days for new patients.
Dermatology was the most accessible of the specialty care types we examined, with mean (SD) wait times
of 7.3 (9.6) days for established patients and 17.3 (19.2) days for new patients, although there was very high
variance across facilities. Orthopedic services were available at New York VA facilities within mean (SD) wait
times of 6.9 (4.4) days for established patients and 38.0 (15.2) days for new patients.

15



9l

FIGURE 3.2
New York VA Facility Wait Times for Primary Care for Established and New Patients

Panel A. Wait times for established patients (primary care) Panel B. Wait times for new patients (primary care)
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SOURCE: Features data from VA, undated-a, as of October 2, 2025.

NOTE: Facilities shown in red have wait times exceeding VA standards (20 days for primary care), and facilities shown in blue have wait times below VA standards. Underlying data are available in
Volume II.
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FIGURE 3.3
New York VA Facility Wait Times for Mental Health Care for Established and New Patients

Panel A. Wait times for established patients (mental health) Panel B. Wait times for new patients (mental health)
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available in Volume Il
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Wait Times for Community Care Appointments

VA does not make wait-time comparisons publicly available for CCN providers, although VA tracks these
data internally. A onetime data release from affiliated researchers covering 2014 through 2022 is available
(Feyman, Legler, and Griffith, 2021), but the most recent data cover the COVID-19 pandemic period, which
may not be representative of postpandemic wait times (Griffith et al., 2022). Prior nationally representative
studies using these data comparing wait times for VA have found that average wait times for an appointment
at a VA facility are somewhat shorter than wait times for an appointment with a CCN provider. This is true
even when administrative delays attributable to VA coordination of care with CCN providers are taken into
account, though there is variation across facility and type of care (Feyman, Legler, and Griffith, 2021).

New York-specific data analyses are sparse, but we found two sources of information that allowed us to
make some observations about how wait times for Community Care appointments might differ from VA
appointments for veterans in New York:

o A published study using data from 2018 through 2021 compared wait times for VA and Community
Care by geography (Feyman, Asfaw, and Griffith, 2022). This study reports wait times for primary care,
mental health care, and all other specialties (aggregated by VISN). Most of New York is part of VISN 2,
although this VISN also includes part of Pennsylvania and about half of New Jersey.

o A 2025 secret shopper study of private-sector providers in major metropolitan areas (AMN Healthcare,
2025) reported on wait times for certain providers in the New York City metropolitan area. These data
are only available for a limited set of appointment types, for new patients only, and for private-sector
providers who may or may not be part of the CCN.

Primary Care

Data from the 2018 through 2021 study found that mean (SD) wait times for new primary care patients in
VISN 2 were one week longer for Community Care than for VA care: 26.3 (25.8) days for VA care and 33.3
(34.6) days for Community Care (Feyman, Asfaw, and Griffith, 2022). Compared with other VISNs, wait
times in VISN 2 were on the shorter side for both VA (fifth-lowest VISN) and Community Care (fourth-
lowest VISN).

According to the 2025 secret shopper data, for private-sector family practice providers in New York City
(akin to primary care), the average wait time for an appointment for a new patient was four days (AMN
Healthcare, 2025). For four of the five New York City VA facilities (Brooklyn VAMC, Margaret Cochran
Corbin VA Campus, St. Albans VAMC, Harlem VA Clinic, and Staten Island Community VA Clinic) that
offer primary care, all five facilities had longer wait times for primary care for new patients (two to four
weeks, other than the Harlem VA Clinic, which has a wait time of five days).

Mental or Behavioral Health Care

The study with VISN 2 data from 2018 through 2021 found that mean (SD) wait times for new patients in
mental health care were similar for VA care and Community Care: 30.1 (29.8) days for VA care and 29.3 (35.4)
days for Community Care (Feyman, Asfaw, and Griffith, 2022). This study notes that mental health care wait
times in VISN 2 were the lowest in the nation for Community Care; VA wait times in VISN 2 were also low,
but three VISNs were lower.

Private-sector data for mental health wait times in New York City were not available in the 2025 secret
shopper data (AMN Healthcare, 2025).
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Specialty Care

The study with data for VISN 2 for 2018 through 2021 found that mean (SD) wait times for new patients
in “all other specialties” (other than primary care and mental health care) were more than one week longer
in Community Care than VA care: 30.3 (31.5) days for VA care and 38.7 (36.1) days for Community Care
(Feyman, Asfaw, and Griffith, 2022). Compared with other VISNs, VA wait times in VISN 2 were the lowest
in the nation. While Community Care wait times in VISN 2 were on the low side, six VISNs were lower.

In the 2025 secret shopper data, private-sector dermatology providers in New York City had an average
wait time for new patients of nine days (AMN Healthcare, 2025). For the two New York City facilities that
offer dermatology services (Brooklyn VAMC and Margaret Cochran Corbin VA Campus), wait times were
longer for new patients (two to three weeks). Similarly, private-sector orthopedic surgery (a component of
orthopedic care) providers in New York City had an average wait time for new patients of eight days. For the
two New York City facilities that offer orthopedic services (Brooklyn VAMC and Margaret Cochran Corbin
VA Campus), wait times were longer in VA for new patients (three to four weeks).

How Will Expanding Eligibility for Community Care Affect Timely Access
to Care for New York Veterans?

It is unclear whether relaxing or completely removing eligibility requirements for Community Care will
reduce appointment wait times for New York veterans, particularly for new patients. New York veterans who
have already established a relationship with their VA care provider generally face shorter wait times than
new patients across nearly all service types. New patients generally have long wait times—often exceeding
VA wait-time standards, which would make these patients eligible for Community Care. Whether access
to Community Care results in a shorter wait for these patients is unclear, however. Although direct and
recent comparison data were unavailable, published comparisons lead to mixed conclusions. Analyses of
2018 through 2021 VISN 2 data (which include New York and other geographic areas) indicate that VA wait
times were shorter than or comparable to CCN wait times. In contrast, secret shopper data covering the New
York City metropolitan area indicate that private-sector wait times (not necessarily in the CCN) are often
only a few days for new patients, which are much shorter than they are in VA (often a few weeks). However,
for context, wait times for appointments in New York City are some of the lowest in the nation among the 15
metropolitan areas studied and are unlikely to be representative of other parts of New York (AMN Health-
care, 2025).

Limitations of Our Appointment Wait-Time Analyses

Several limitations may affect interpretation of our wait-time analyses:

o To generate statewide averages for each specialty, we used the mean for all New York VA facilities offer-
ing services for a particular specialty. The mean was not weighted by anything that would help normal-
ize large and small facilities, such as the number of veterans served by the facility or the geographic area
covered. This may lead our analyses to be biased toward the wait times at smaller facilities and may not
represent the wait times experienced by higher numbers of veterans at larger facilities.

o We used the most recent available data on wait times for these analyses, but these data are a “snapshot”
of wait times at a single point in time (October 2, 2025); we did not have access to historical data on wait
times. If there were anomalous circumstances affecting wait times for a service at a particular site (such
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as the sudden departure of a clinician at a small facility), these wait times may not be representative.
Such shocks may be more likely to affect wait times at smaller facilities or for less common specialties.

 Recent data on appointment wait times for CCN providers in New York are not publicly available. The
most recent geographically specific published data are by VISN. VISN 2 includes most of New York,
but also parts of Pennsylvania and half of New Jersey. If wait times in Pennsylvania and New Jersey are
higher or lower, they may be skewing our understanding of these results for New York facilities in either
direction.

 Recent information about private-sector wait times are only available for the New York City metropoli-
tan area. These providers may not be representative of CCN providers and are likely an unrepresentative
comparator for the rest of the state. It is unclear whether Community Care patients would experience
similar wait times for appointments as private-sector patients seeking care from the same providers.
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CHAPTER 4

Quality of Care for New York Veterans

Proposals to increase Community Care options for veterans also aim to enable veterans to receive high-
quality health care. First, we review findings from prior peer-reviewed studies comparing VA care with Com-
munity Care (these studies generally compare quality at the national level, not for New York specifically).
Then we compare quality measures for VA facilities in New York with regional and national benchmarks.

Prior Studies Comparing the Quality of VA Care and Community Care

We conducted a systematic review of the literature to identify studies comparing the quality of care between
VA and Community Care settings (i.e., excluding studies in which the comparison group is private-sector
health care generally). We also limited our review to studies analyzing data after the Veterans Choice Act of
2014. We define and categorize health care quality according to the six domains laid out by the Institute of
Medicine (now the National Academy of Medicine): safety, effectiveness, patient-centeredness, timeliness,
efficiency, and equity (Institute of Medicine, 2001). Details on the methods used for this systematic review
are available in Volume II.

Key Findings: Quality of VA Care and Community Care

« Numerous published studies have compared quality of care in VA and Community Care. Although
not specific to New York, 23 studies using data from 2014 or later generally found VA care to be of
similar or better quality than Community Care, particularly in the safety, effectiveness, and timeli-
ness of care.

o Direct comparator data for VA and Community Care providers in New York are not available. Qual-

ity data are generally compared with regional or national benchmarks, which may or may not be rep-

resentative of care quality provided in Community Care.

New York VA facilities generally perform as well as or better than regional providers in many domains,

although performance is not uniformly superior across all measures.

o VA facilities generally outperform national and regional comparators on outpatient care effective-

ness, patient experience, some aspects of mortality and readmission, and emergency department (ED)

timeliness.

VA facilities have mixed performance compared with regional providers on inpatient quality, health

care—associated infections, and patient safety metrics.

o The limited available data suggest that the quality of VA care is often the same as or better than the
quality of care provided to New York veterans at non-VA facilities, with the caveat that there is high
variation in inpatient care across facilities, with some performing better than regional providers and
others performing worse.
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Table 4.1 outlines the distribution of the 23 studies that met our inclusion criteria across quality dimen-
sions and their findings. The most common quality dimensions examined by these studies were effective-
ness (11 studies, with seven finding the same or better care in VA), safety (eight studies, with seven finding
the same or better care in VA), and timeliness (seven studies, with six finding the same or better care in VA).
Three studies examined the efficiency of health care in VA and Community Care settings (one found better
efficiency in VA, but two found worse efficiency in VA), one study found similar patient-centeredness in VA
and Community Care, and one found mixed outcomes across VA and Community Care for equity. Figure 4.1
provides an overview of these studies and their findings. Detailed evidence tables are available in Volume II.

Safety

Of the eight studies that examined the safety of VA-delivered health care relative to CCN-delivered care,
four found VA-delivered care to be safer (Harris et al., 2021; Rosen et al., 2022; Vanneman et al., 2026; Waldo
etal., 2025), three found no difference between the safety of VA care and Community Care (Mull et al., 2023;
Rosen et al., 2020; Yoon et al., 2025), and one had mixed findings (Axon et al., 2024). No studies found VA-
delivered care to be less safe than Community Care. These studies examined such outcomes as adjusted risk
of readmission, hospitalization rates, and postoperative complication rates and generally used nationally
representative data, except for one study that examined behavioral health hospitalizations across 11 states
(Vanneman et al., 2026). VA-delivered care was generally found to result in lower or similar rates of readmis-
sion, postoperative complications, and future hospitalization relative to Community Care. One study with
mixed findings identified a lower risk of readmission following VA hospitalizations relative to CCN hospital-
izations but a higher risk of future ED utilization (Axon et al., 2024).

Effectiveness

Of the studies that examined the effectiveness of VA-delivered health care relative to Community Care,
six found VA-delivered care to be more effective (Davila et al., 2021; Roberts et al., 2025; Petros et al., 2022;
Scheuner et al., 2022; Yoon et al., 2025; Wachterman et al., 2024), one found VA-delivered care to be less
effective (Waldo et al., 2025), one found no difference between the effectiveness of Community Care and VA
care (O’Hanlon et al., 2024), and three had mixed findings (Fortney et al., 2022; Ma et al., 2024; Vanneman
et al., 2020). These studies compared outcomes in multiple primary, specialty, and mental health care set-
tings. Seven studies used nationally representative data, three used data from multiple VAMCs, and one used
data from a single center. VA care was generally found to be of similar or higher quality than Community
Care. The single study that identified higher effectiveness in the community found higher rates of diagnostic

TABLE 4.1
Studies Comparing VA Care and Community Care, by Quality Dimension and Finding

Finding Safety Effectiveness Cer':tztrj:g;-ess Timeliness Efficiency Equity
VA better 4 6 0 5 1 0
VA same 3 1 1 1 0 0
VA worse 0 1 0 1 2 0
Mixed 1 3 0 0 0 1
Total 8 1 1 7 3 1

SOURCE: Authors’ analysis of 23 published studies comparing VA and Community Care.
NOTE: Some studies explore multiple quality dimensions; therefore, totals do not sum to 23.
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FIGURE 4.1
Evidence Map of Studies Comparing VA Care with Community Care
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NOTE: Representativeness indicates how well the study sample represents VA enrollees nationwide; less representative studies may focus on a smaller geographic area, such as a single VISN.
a Study has findings relevant to multiple quality dimensions.
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testing during cardiovascular evaluations relative to VA care (Waldo et al., 2025). Of the three studies with
mixed findings, one found no consistent pattern of higher guideline-concordant opioid prescription in VA
relative to the community (Ma et al., 2024), one found no consistent pattern of symptom improvement for
patients with depression or PTSD diagnoses (Fortney et al., 2022), and one found similar or higher-quality
outcomes for VA care relative to Community Care in all respects except access to specialty care (Vanneman
etal., 2020).

Timeliness

Seven studies examined the timeliness of health care delivered by VA relative to Community Care, and
most found VA-delivered care to be more timely. These studies primarily examined adjusted wait times, for
either an appointment or procedure. One study of a single center identified longer wait times in VA than in
the community for patients referred for a colonoscopy (Petros et al., 2022). The remaining six studies used
nationally representative data and found VA care to be more timely (five studies) (Billig et al., 2021; Feyman,
Asfaw, and Griffith, 2022; Griffith, Ndugga, and Pizer, 2020; Gurewich et al., 2021; Rosen et al., 2024) or no
different compared with Community Care (one study, which examined referrals for cardiovascular evalua-
tion) (Waldo et al., 2025). Studies identified shorter wait times in VA-delivered specialty care (three studies,
including both urban and rural settings) (Feyman, Asfaw, and Griffith, 2022; Griffith, Ndugga, and Pizer,
2020; Gurewich et al., 2021), primary care (two studies) (Feyman, Asfaw, and Griffith, 2022; Rosen et al,,
2024), mental health care (one study) (Feyman, Asfaw, and Griffith, 2022), and for the specific case of carpal
tunnel release surgery (one study) (Billig et al., 2021).

Efficiency

Three studies compared the efficiency of health care delivered by VA with care paid for by VA and delivered
in the community, all of which examined the adjusted cost of care. Of these, two studies found VA-delivered
care to be more costly (Vanneman et al., 2026; Wagner et al., 2021), and one found VA-delivered care to be less
costly (Yoon et al., 2025). Of the two studies that found VA-delivered care to be more costly, one examined
behavioral health hospitalizations in 11 states (Vanneman et al., 2026) and the other examined total knee
arthroplasty and cataract surgery nationally (Wagner et al., 2021). The Wagner et al. (2021) study additionally
noted that higher adjusted costs of VA-delivered care partly reflected legislative caps limiting VA payments
to community providers to Medicare amounts. The single study that found VA care to be less costly than
Community Care examined, on a national level, primary care for patients with diabetes (Yoon et al., 2025).

Patient-Centeredness

We identified a single study that examined the patient-centeredness of care delivered by VA relative to Com-
munity Care, which found VA-delivered care to be more patient-centered (Fortney et al., 2022). This study
examined patients with depression or PTSD diagnoses in four VISNs who were referred to care through the
Community Care program or VA’s Clinical Resource Hub (CRH). Those referred to CRH reported higher
levels of perceived patient-centeredness and fewer barriers to care (Fortney et al., 2022).

Equity

We identified a single study that examined the equity of care delivered by VA relative to Community Care,
which had mixed findings (Rosen et al., 2024). This national study of racial differences in adjusted wait times
between VA and Community Care found that Black veterans, compared with White veterans, had signifi-
cantly longer wait times in the community but significantly shorter wait times in VA. Hispanic veterans, rela-
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tive to White veterans, had longer wait times in both VA and rural community care settings but shorter wait
times in urban Community Care settings (Rosen et al., 2024).

Comparison of Quality Measures for New York VA Facilities with Regional
and National Benchmarks

VA assesses and reports on the quality of health care provided at VA facilities using standardized mea-
sures that enable comparisons of VA care with regional and national benchmarks. VA organizes its quality
measure data into four domains: effective care, safe care, patient-centered care, and timely care (VA’s qual-
ity measure data do not include measures of efficiency or equity). We examined quality measures in each
domain for the ten New York VAMCs included in VA’s publicly available VA Community Care Comparison
(VAC3) data (Table 4.2).! In the following sections, we compare VA performance with available regional
or national benchmarks (not necessarily the performance of nearby CCN facilities). For each measure, we
specify whether VA provides better, worse, or the same quality of care relative to the benchmark. We defined
providing the same quality of care as having a quality score within 10 percentage points of the benchmark.
Additional information, including the VA and regional or national scores for each measure, is available in
Volume II.

TABLE 4.2
VAMCs Included in Quality Comparison

VAMC Name Location
Samuel S. Stratton Albany VAMC Albany, New York

Bath VAMC Bath, New York

James J. Peters VAMC Bronx, New York
Brooklyn VAMG? Brooklyn, New York
Margaret Cochran Corbin VA Campus? New York, New York

VA Hudson Valley Healthcare System®

Castle Point VAMC Wappingers Falls, New York
Franklin Delano Roosevelt Hospital Montrose, New York
Northport VAMC Northport, New York
Syracuse VAMC Syracuse, New York
Buffalo VAMCH Buffalo, New York

SOURCE: Features information from VHA, 2025b.

@ VAC3 refers to this as “VA New York Harbor Healthcare System (Brooklyn).”

b VACS refers to this as “VA New York Harbor Healthcare System (Manhattan).”

© VA Hudson Valley Healthcare System has two hospitals.

d VACS refers to this as “Upstate New York VA Healthcare System (Western New York VA Healthcare System).”

1" Data were not available for all VA facilities in New York, including St. Albans VAMC in Queens and Canandaigua VAMC
in Canandaigua. Data for Castle Point VAMC and Franklin Delano Roosevelt Hospital are presented jointly as “VA Hudson
Valley Healthcare System.”
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Effective Care

The VAC3 data include nine measures of effective inpatient care and ten measures of effective outpatient
care. For inpatient measures, VA compares facilities with a regional benchmark of average performance for
private-sector providers within the same Hospital Referral Region. Across the nine clinical quality measures
for effective inpatient care, performance was mixed, with no New York VA hospital system performing better
or worse across the board compared with regional benchmarks (Table 4.3). Across the ten VAMCs, four per-
formed worse than the community on one out of nine measures, four performed worse on three measures,
and one did not have inpatient performance data. For outpatient measures of care effectiveness, only national
benchmarks of private-sector providers are available in the data. Across all ten measures, the VAMCs in New
York performed the same or better than national community benchmarks.

Safe Care

For these measures, VA compares facilities with a regional benchmark of average performance for private-
sector providers. Across the 12 measures of acute 30-day mortality and readmission, New York VA hospital
systems generally performed the same as or better than community facilities, with a handful of exceptions
(Table 4.4). Across six measures of health care-associated infections (HAIs), there was no consistent pattern
of performance for VA hospitals relative to community facilities. Two VA hospital systems performed the
same or better across HAI measures, one performed the same or worse, and the remaining had mixed perfor-
mance relative to regional private-sector benchmarks. Across 12 patient safety indicators (PSIs), VA hospital
systems in New York performed the same or better on two PSIs, the same or worse on four PSIs, and roughly
mixed on six PSIs relative to regional benchmarks.

Patient-Centered Care

For these measures, VAC3 data compare patient experience scores at VHA hospital systems with regional
private-sector benchmarks. For the ten patient experience measures available, performance was the same or
better for the VA hospital systems compared with regional benchmarks (Table 4.5). Patient experience scores
were not available for two VA hospital systems.

Timely Care

VAC3 data focus on two measures of the timeliness of ED care at VA hospital systems relative to regional
private-sector benchmarks. For the first measure, the share of patients that left the ED without being seen,
VA hospital systems in New York perform the same as or better than regional benchmarks (Table 4.6). For the
second measure, median time spent in the ED before being sent home, data were available for only a single
hospital system in New York, which performed better than its regional benchmark.

26



2

TABLE 4.3

Effective Care Quality Measures: New York VA Performance Compared with Regional and National Private-Sector Benchmarks

VA New VA New
York Harbor  York Harbor VA Hudson Upstate
Healthcare Healthcare Valley New York VA
System System Healthcare Northport Syracuse Healthcare

Effective Care Measure Albany VAMC Bath VAMC Bronx VAMC  (Brooklyn) (Manhattan) System VAMC VAMC System
Inpatient performance measures (regional benchmark)
Alcohol brief intervention offered at BETTER BETTER BETTER NA WORSE BETTER SAME SAME WORSE
discharge
Alcohol use brief intervention provided WORSE BETTER BETTER NA BETTER BETTER SAME WORSE WORSE
or offered
Appropriate follow-up interval for NA NA SAME NA SAME SAME SAME NA SAME
normal colonoscopy
Early management bundle, severe WORSE NA BETTER NA WORSE NA SAME SAME BETTER
sepsis/septic shock
Healthcare workers COVID primary BETTER BETTER WORSE NA BETTER WORSE BETTER BETTER SAME
vaccination
Healthcare workers given influenza SAME BETTER SAME NA BETTER SAME SAME BETTER BETTER
vaccination
Hours of physical restraint use (overall) WORSE NA BETTER NA WORSE BETTER BETTER WORSE SAME
Hours of seclusion use (overall) SAME NA BETTER NA BETTER BETTER WORSE WORSE WORSE
Tobacco use treatment provided or BETTER WORSE BETTER NA BETTER BETTER BETTER BETTER BETTER
offered at discharge
Outpatient performance measures (national benchmark)
Controlling high blood pressure BETTER BETTER BETTER BETTER BETTER BETTER BETTER BETTER BETTER
Kidney health evaluation for patients BETTER BETTER BETTER BETTER BETTER BETTER BETTER BETTER BETTER
with diabetes
PHQ-9 utilization to monitor depression BETTER BETTER BETTER BETTER BETTER BETTER BETTER BETTER BETTER
symptoms
Pneumococcal (66+) BETTER BETTER BETTER BETTER BETTER BETTER BETTER BETTER BETTER
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Table 4.3—Continued

VA New VA New
York Harbor  York Harbor VA Hudson Upstate
Healthcare Healthcare Valley New York VA
System System Healthcare Northport Syracuse Healthcare
Effective Care Measure Albany VAMC Bath VAMC Bronx VAMC  (Brooklyn) (Manhattan) System VAMC VAMC System
Statin adherence (80%) for patients SAME SAME SAME SAME SAME SAME SAME SAME SAME
with cardiovascular disease
Statin adherence (80%) for patients SAME SAME SAME SAME SAME SAME SAME SAME SAME
with diabetes
Statin therapy for patients with SAME BETTER SAME SAME SAME SAME SAME SAME SAME
cardiovascular disease
Statin therapy for patients with BETTER BETTER BETTER BETTER BETTER BETTER BETTER BETTER BETTER
diabetes
Tdap immunization BETTER BETTER BETTER BETTER BETTER BETTER BETTER BETTER BETTER
Zoster immunization BETTER BETTER BETTER BETTER BETTER BETTER BETTER BETTER BETTER

SOURCE: Features FY 2025, quarter 2, data from VHA, 2025b, as of December 4, 2025.

NOTE: NA (not available) indicates that data for the quality measure are not available for the VA hospital system in VAC3 data. Comparisons of inpatient care effectiveness are relative to the mean (or in some
cases, median) values for private-sector hospitals in the same Hospital Referral Region. Comparisons of outpatient care effectiveness are relative to the mean values for private-sector hospitals nationally. VA
does not provide regional benchmarks for outpatient care effectiveness in the VAC3 data. Measure definitions and New York VA hospital and benchmark values are available in Volume Il. PHQ = Patient Health
Questionnaire; Tdap = tetanus, diphtheria, and pertussis.
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TABLE 4.4

Safe Care Quality Measures: New York VA Performance Compared with Regional Private-Sector Benchmarks

VA New VA New
York Harbor York Harbor VA Hudson Upstate
Healthcare Healthcare Valley New York VA
System System Healthcare Northport  Syracuse Healthcare

Safe Care Measure Albany VAMC Bath VAMC Bronx VAMC (Brooklyn) (Manhattan) System VAMC VAMC System
Acute care 30-day mortality and readmission
30-day mortality—AMI SAME NA SAME SAME SAME NA BETTER WORSE SAME
30-day mortality—COPD SAME NA BETTER SAME BETTER SAME SAME SAME BETTER
30-day mortality—HF SAME NA SAME BETTER BETTER SAME BETTER SAME BETTER
30-day mortality—PN BETTER SAME BETTER BETTER BETTER SAME SAME BETTER BETTER
30-day excess days in acute care—AMI NA NA NA NA BETTER NA NA SAME WORSE
30-day excess days in acute care—HF BETTER NA BETTER BETTER WORSE BETTER BETTER BETTER BETTER
30-day excess days in acute care—PN BETTER BETTER SAME BETTER BETTER BETTER BETTER BETTER BETTER
30-day readmission hospital wide SAME SAME SAME SAME SAME SAME SAME SAME SAME
30-day readmission—AMI SAME NA NA SAME SAME NA NA SAME SAME
30-day readmission—COPD SAME NA SAME SAME SAME SAME SAME WORSE SAME
30-day readmission—HF WORSE NA SAME SAME SAME SAME SAME SAME SAME
30-day readmission—HIP-KNEE WORSE NA NA SAME SAME NA WORSE WORSE SAME
Avoidable adverse events
HAls

HAI-1—SIR WORSE NA WORSE BETTER NA NA WORSE WORSE BETTER

HAI-2—SIR WORSE NA BETTER WORSE NA NA BETTER WORSE BETTER

HAI—CAUTI SAME BETTER WORSE BETTER BETTER NA BETTER WORSE WORSE

HAI—CLABSI WORSE NA BETTER BETTER SAME NA WORSE BETTER BETTER

HAI—Clostridium difficile infections WORSE BETTER SAME BETTER SAME NA WORSE BETTER BETTER

HAI—MRSA WORSE BETTER WORSE BETTER BETTER NA BETTER WORSE SAME
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Table 4.4—Continued

VA New VA New
York Harbor York Harbor VA Hudson Upstate
Healthcare = Healthcare Valley New York VA
System System Healthcare Northport  Syracuse Healthcare
Safe Care Measure Albany VAMC Bath VAMC Bronx VAMC (Brooklyn) (Manhattan) System VAMC VAMC System
PSls—Adjusted rate
PSI-3—Pressure ulcer BETTER BETTER WORSE WORSE WORSE SAME BETTER SAME BETTER
PSI-4—Death among surgical inpatients NA NA NA NA SAME NA NA BETTER BETTER
with serious treatable complications
PSI-6—latrogenic pneumothorax SAME SAME WORSE WORSE SAME SAME SAME WORSE SAME
PSI-8—In-hospital fall with hip fracture WORSE SAME WORSE WORSE WORSE SAME WORSE WORSE WORSE
PSI-9—Postoperative hemorrhage or WORSE NA SAME SAME SAME NA SAME SAME BETTER
hematoma
PSI-10—Postoperative acute kidney injury SAME NA SAME SAME BETTER NA SAME SAME BETTER
requiring dialysis
PSI-11—Postoperative respiratory failure SAME NA WORSE BETTER WORSE NA BETTER BETTER WORSE
PSI-12—Perioperative pulmonary SAME NA SAME BETTER WORSE NA WORSE SAME BETTER
embolism or DVT
PSI-13—Postoperative sepsis WORSE NA WORSE WORSE SAME NA SAME BETTER BETTER
PSI-14—Postoperative wound dehiscence WORSE NA SAME SAME SAME NA SAME SAME SAME
PSI-15—Abdominopelvic accidental WORSE NA WORSE WORSE WORSE WORSE SAME WORSE BETTER
puncture or laceration
PSI-90—Serious complications (composite =~ BETTER NA WORSE WORSE WORSE NA SAME BETTER SAME
measure)
Complications of hip or knee replacement
HIP-KNEE complication rate SAME NA SAME SAME WORSE NA SAME SAME BETTER

SOURCGE: Features FY 2025, quarter 2, data from VHA, 2025b, as of December 4, 2025.

NOTE: NA (not available) indicates that data for the quality measure were not available for the VA hospital system in VACS3 data. All comparisons are relative to the mean (or in some cases, median) values

for private-sector hospitals in the same Hospital Referral Region. Measure definitions and New York VA hospital and benchmark values are available in Volume Il. AMI = acute myocardial infarction;

CAUTI = catheter-associated urinary tract infection; CLABSI = central line—associated bloodstream infection; COPD = chronic obstructive pulmonary disease; DVT = deep vein thrombosis; HF = heart failure;
MRSA = methicillin-resistant Staphylococcus aureus; PN = pneumonia; SIR = standard infection rate.
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TABLE 4.5
Patient-Centered Care Quality Measures: New York VA Performance Compared with Regional Private-Sector Benchmarks

VA New VA New
York Harbor  York Harbor VA Hudson Upstate
Healthcare Healthcare Valley New York VA
System System Healthcare Northport Syracuse Healthcare
Patient Experience Measure Albany VAMC Bath VAMC Bronx VAMC  (Brooklyn) (Manhattan) System VAMC VAMC System
“Always” communication about BETTER NA BETTER NA BETTER BETTER SAME SAME BETTER
medicines
“Always” communication with SAME NA SAME NA BETTER BETTER SAME SAME SAME
doctors
“Always” communication with nurses SAME NA SAME NA BETTER BETTER SAME SAME SAME
“Always” receive response BETTER NA BETTER NA BETTER BETTER BETTER BETTER BETTER
9-10 overall rating BETTER NA BETTER NA BETTER BETTER SAME BETTER BETTER
Definitely recommend the hospital BETTER NA BETTER NA BETTER BETTER SAME BETTER BETTER
Hospital “always” clean BETTER NA SAME NA SAME BETTER SAME SAME SAME
Hospital “always” quiet SAME NA BETTER NA BETTER BETTER BETTER BETTER BETTER
Patient given discharge information SAME NA SAME NA SAME SAME SAME SAME SAME
Patients “strongly agree” understood BETTER NA BETTER NA BETTER BETTER SAME BETTER BETTER

their care when left hospital

SOURCE: Features FY 2025, quarter 2 data from VHA, 2025b, as of December 4, 2025.

NOTE: NA (not available) indicates that data for the quality measure were not available for the VA hospital system in VACS data. All comparisons are relative to the mean (or in some cases, median) values for
private-sector hospitals in the same Hospital Referral Region. Measure definitions and New York VA hospital and benchmark values are available in Volume II.
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TABLE 4.6
Timely Care Quality Measures: New York VA Performance Compared with Regional Private-Sector Benchmarks

VA New VA New
York Harbor York Harbor VA Hudson Upstate
Healthcare Healthcare Valley New York VA
System System Healthcare Northport  Syracuse Healthcare
Timeliness Measure Albany VAMC Bath VAMC Bronx VAMC (Brooklyn) (Manhattan) System VAMC VAMC System
ED—percentage patients left BETTER NA BETTER NA BETTER NA SAME BETTER BETTER
without being seen
Median time in ED before sent NA NA NA NA BETTER NA NA NA NA

home

SOURCE: Features FY 2025, quarter 2, data from VHA, 2025b, as of December 4, 2025.

NOTE: NA (not available) indicates that data for the quality measure were not available for the VA facility in VACS3 data. All comparisons are relative to the mean (or in some cases, median) values for
private-sector hospitals in the same Hospital Referral Region. Measure definitions and New York VA hospital and benchmark values are available in Volume II.
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How Will Expanding Eligibility for Community Care Affect Quality of Care
for New York Veterans?

Our analysis of the available data finds that New York VA hospitals generally perform as well as or better than
regional and national benchmarks on many measures of care quality, although there are mixed outcomes
for inpatient care. However, the benchmark comparisons in the data we analyzed are general regional and
national benchmark values, which may or may not represent the care available from CCN providers in New
York. Although quality data from only CCN providers were not publicly available, direct quality compari-
sons in published studies generally find that VA care quality is better than or similar to Community Care,
with some exceptions.

These findings suggest that expanding eligibility for Community Care may result in New York veterans
receiving a similar or lower quality of care in many cases, although there is wide variation across regions
and facilities. With respect to outpatient care, patient-centeredness, and ED timeliness, New York veterans
are very likely to receive the same or worse care from Community Care providers as they would from VA,
as New York VA facilities generally perform the same as or better than private-sector facilities. But given the
high levels of variation in inpatient care quality in New York VA facilities, with some VA facilities performing
better and some worse on some measures than private-sector hospitals, there are unclear implications for the
quality of inpatient care for New York veterans.

Limitations of Our Quality Measure Analyses

A few limitations may affect interpretation of our quality measure analyses:

» <«

o We categorize VA hospital system performance on quality metrics as being “better than,” “worse than,”
or “the same as” the given community benchmark average. These should be understood as rough com-
parisons and not interpreted with any statistical significance. Ideally, we would use information on the
distribution of each measure to determine which differences in performance are statistically significant,
but such information is unavailable in the VAC3 data. We biased comparisons toward null differences
by using a range of the average value plus or minus 10 percent for “sameness.” This threshold may not be
enough to accurately represent equivalence for measures with low average values or incidence.

o We report on only the quality measures, VA hospital systems in New York, and benchmarks for which
data on care quality are available. In all cases, we use the benchmark of greatest geographic granularity
available.

» Some outpatient facilities in New York also reported additional measures of veteran-centered care, but
most only have data on veteran experiences of timeliness of appointments. This was covered by the
previous wait-time analyses, and these measures do not have a private-sector comparator (regional or
national), only the VA national benchmark.

 Veterans who use Community Care in New York may differ with respect to medical complexity from
veterans who use VA or from the general patient population on which the quality measure benchmarks
are based. Similarly, CCN providers may not be representative of private-sector health care providers.
Variance in performance between these groups may reflect these underlying differences.
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CHAPTER 5

The Future of VA Care and Community Care in
New York

In this report, we use publicly available data to describe the state of VA care and Community Care for New
York veterans, as of November 2025, in terms of geographic access, timeliness, and quality. We contribute
state-specific insights into the state of VA care and Community Care in New York:

o Geographic access. In New York, veterans’ geographic access to VA health services is generally strong if
the CCN is included. Although we estimate that only 47 percent of veterans live within a 30-minute drive
of a VAMC or outpatient clinic providing primary care services, 83 percent live within 30 minutes of a
VA or CCN primary care provider. Similarly, for mental health care, 46 percent live within 30 minutes of
a VA provider, and 81 percent live within 30 minutes of a VA or CCN provider. Patterns are roughly simi-
lar for specialty care. The most-significant access gaps are found in New York’s northern, rural counties.

o Timeliness. Wait times for established patients at New York VA facilities are generally short, but new
patients often experience lengthy delays, particularly for specialty services. Established patients wait an
average of 4.3 days for a primary care appointment and 4.8 days for an individual mental health care
appointment, whereas new patients wait an average of 20.0 days and 26.4 days, respectively. Specialty
care appointments tend to have even longer wait times. There is high variance in wait times in New
York VA facilities, and specialty care appointments for new patients have particularly long wait times.
Recent comparable data for CCN providers in New York are not publicly available, and existing studies
comparing VA wait times show inconsistent findings.

 Quality. In comparisons of hospital quality metrics, New York VAMCs generally perform as well as or
better than community facilities on measures of outpatient care quality, patient-centeredness, and ED
efficiency. Inpatient care quality shows more variability—some VAMCs outperform community facili-
ties, while others lag behind—without a clear overall pattern. These comparisons are for community
comparator facilities generally, which may or may not be part of the CCN. Previously published studies
generally find that VA care quality is similar to or better than Community Care.

Implications for New York Veterans of Expanding Eligibility for
Community Care

The results of our descriptive analysis are useful for considering the potential implications of expanding eli-
gibility for Community Care by relaxing existing eligibility criteria or removing them entirely. Expanding

eligibility for Community Care will likely lead to increased demand for Community Care and has unclear
implications for demand for VA care. Potential implications include the following:

o Geographic access. We expect that expanding veterans’ eligibility for Community Care under the pro-
posed policy changes may modestly improve geographic access to health services. Removing or alter-
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ing drive time-based eligibility requirements could shorten travel times for veterans located within 30
minutes of a VA facility for primary or mental health care and within 60 minutes for specialty care, if
veterans can find a CCN provider closer to home. Increased demand for Community Care could poten-
tially increase the supply of Community Care if more providers join the CCN.

o Timeliness. The potential effects of the proposed eligibility expansion on appointment timeliness remain
uncertain, as recent data on wait times for CCN providers are unavailable. Across many specialties, new
patients can experience lengthy waits for care both in VA facilities and in the private sector, but this
can vary wildly by geography and specialty. Increased demand for CCN care could potentially increase
wait times for CCN care if more veterans are competing for the same number of appointment slots. If
additional providers are motivated to join the CCN, this increase in wait times could potentially be
mitigated.

 Quality. The anticipated impact on care quality is mixed. Because VA facilities in New York gener-
ally perform as well as or better than private-sector providers on outpatient quality indicators, patient-
centered care, and ED efficiency, expanding Community Care eligibility could lead to veterans receiv-
ing lower-quality care on these measures. However, because inpatient care quality among New York VA
hospitals varies—some outperforming and others underperforming community hospitals—the over-
all effect on care quality is uncertain and will differ by facility. Increased demand for CCN care and
increased participation in the CCN by private-sector providers have unclear implications for the quality
of care that veterans receive. Policy proposals focused on oversight or monitoring may be best suited to
ensure that veterans receive high-quality care.

Overall, policy proposals to expand eligibility for Community Care have unclear implications for veterans
in New York. Veterans deserve geographically accessible, timely, and high-quality health care, but, depend-
ing on how policy changes are implemented and how the CCN evolves, expanding eligibility for Commu-
nity Care may or may not achieve these aims. However, evaluation of the consequences of proposed policy
changes is constrained by limited data availability and limitations in available data sources.

Data Sources for Understanding VA Care and Community Care

We identified numerous publicly available data sources that can be used to understand VA care and Com-
munity Care and used many of these sources to generate the descriptive analyses in this report (Table 5.1).
However, our analyses and assessments of policy implications were limited by access to VA data, which are
often available inside but not outside VA (O’Hanlon et al., 2024).
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TABLE 5.1

Publicly Available Data for Understanding VA Care and Community Care

Data

Time Frames Available

Spatial Granularity

Source

Data analyzed in this report

Veteran population estimates

and projections

VA facility locations

CCN provider locations

Zip code population-weighted

centroids

VA appointment wait times

VA care quality

FY 2023 through FY 2058. In this report, we use estimates
from September 30, 2025.

Updated when information changes. Historical information
is not retained or posted. Data in this report are from
October 22, 2025.

Updated when information changes. Historical information
is not retained or posted. Data in this report are from
November 10, 2025.

FY 2020 through FY 2024. Data in this report are from
December 9, 2024.

Updated daily. Historical information is not retained or
posted. Data in this report are from October 2, 2025.

FY 2017 through FY 2025

Other available data not analyzed in this report

Care utilization

Medical care expenditures

VA procedure counts (CPT
codes)

VA unique patients, by
procedure (CPT codes)

VA and Community Care
appointment wait times

FY 2017

FY 1996 through FY 2024

FY 2024 through FY 2025

FY 2024 through FY 2025

FY 2015 through FY 2022 (January 1, 2014, through
December 31, 2022)

County
Congressional
district

Facility level

Facility level

Zip code

Facility

Facility

VISN market

County
Congressional
district

VA Healthcare
System level

VA Healthcare
System level

Referral
3-digit zip code
Facility

VetPop2023 from National Center for Veterans Analysis
and Statistics (VA, undated-c)

VA, undated-b?

VA, undated-b?

U.S. Department of Housing and Urban Development,
undated

VA, undated-a

VA Open Data Portal (VHA, 2025b)

Asset and Infrastructure Review (AIR) Commission,
VISN 2 Market Recommendations (VA, 2025a)

VA Expenditures (GDX) Report (National Center for
Veterans Analysis and Statistics, 2025c)

VA Open Data Portal: ProcedureCounts_FY25 (VHA,
2025¢)

VA Open Data Portal: UniquePatientsByProcedure_FY25
(VHA, 2025d)

Mendeley Data: Appointment Wait Times for Primary and
Specialty Care in VHA Facilities vs. Community Medical
Centers (Feyman, Legler, and Griffith, 2021)

@ Data on VA and CCN providers are available on the VA website but are not in a downloadable format. We obtained these data through a FOIA request. CPT = Current Procedural Terminology.
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Data Limitations Hinder Assessment of Changes to Community Care

To be able to estimate the outcomes for veterans of the changes to Community Care, more-complex analyses,
possibly using a simulation model, are necessary. To build a simulation model, more and better data are
required. We make the following specific recommendations to VA to improve the availability and quality of
data that would help to estimate the implications of changes to Community Care:

o Provide CCN data on the VA Open Data Portal (VHA, undated). Data on VA and CCN locations
are available on VA’s website but are not in easily downloadable formats. To obtain publicly available
information on CCN providers in an easily analyzable format, we submitted a FOIA request to VA for
these data. Now that the data have been compiled, VA should provide them on the VA Open Data Portal
annually to promote broader understanding of the size, composition, and adequacy of the CCN.

 Release VA and CCN wait-time data on the VA Open Data Portal. Wait times for appointments are a
critical component of access. VA facilities must report wait times but are not required to provide past
information on wait times, which makes it difficult to determine how facility or policy changes affect
wait times. Additionally, VA does not report comparison wait time data for comparable CCN providers
for that facility. The most recent tranche of wait-time data that is publicly available is from 2022. VA
should provide wait-time data for both VA and Community Care facilities on the VA Open Data Portal
annually.

 Release analogous utilization and expenditure data for Community Care where available. VA posts
and releases some utilization and expenditure data publicly at the VISN, facility, or other sub-national
levels, but information for Community Care is often not included, or, if it is included, it is not broken
out and thus cannot be analyzed separately. VA should enable comparisons of VA and Community Care
utilization and expenditures at more-granular levels.

We also make the following recommendation to New York State lawmakers and/or the New York State
Department of Health:

« Wait-time reporting requirements generally do not exist for the private sector, but some states, such as
California, require public reporting of wait times at the health plan level to ensure compliance with net-
work adequacy standards (California Department of Managed Health Care, undated). Requiring health
plans in New York to measure and publicly report wait times could also enable better understanding of
how increasing eligibility for Community Care might affect timely access for veterans across the state
and wait times more broadly.

Finally, as we note in this report, we have very limited data on whether the availability of Community
Care translates into meaningful access for veterans. For example, we lack information on whether providers
in the CCN are accepting new patients, how many veterans they treat, and whether they provide care that
is veteran-centered. A 2018 report found that, among all health care providers in New York (not limited to
those in the CCN), only 2 percent were “ready” to provide high-quality care for veterans (Tanielian et al.,
2018); whether providers who are part of the CCN are more prepared to treat veterans is unknown. To inform
assessments of how expansions in Community Care eligibility might affect New York veterans, additional
research is needed to examine the quality, availability, and types of care delivered by New York CCN provid-
ers and veterans’ experiences with that care.
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The Future of Changes to Community Care

Community Care and veteran health benefits more broadly are an active area of public debate and legisla-
tion, and the policy environment is constantly in flux. As we were writing this report in November 2025, the
House Committee on Veterans’ Affairs majority, the ranking member of the Senate Committee on Veterans’
Affairs, and the VA Secretary all introduced proposals that would significantly reform elements of VA health
care that may have a direct impact on New York veterans (see Volume II for a summary of recently intro-
duced legislative proposals, recommendations from government reports, and recently enacted laws). These
changes would potentially significantly consolidate and reorganize VA care and facilities, increase oversight
and monitoring of CCN providers, and alter the entire structure of Community Care.

As we observe how these proposed changes play out over the coming months and years, it will be worth-
while to see how these changes affect New York. New York has a large veteran population and contains both
highly urbanized areas with many options for VA and Community Care and extremely rural areas with low
access to VA facilities and few CCN providers or health care providers generally. It will be an excellent micro-
cosm for understanding how changes to VA care and Community Care may affect access to and the quality
of care for veterans nationwide.
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CCN
COVID-19
CRH

ED

FOIA

FY

HAI
MISSION
PSI

PTSD

SD

VA

VAC3
VAMC
VetPop2023
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VISN
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Community Care Network

coronavirus disease 2019

Clinical Research Hub

emergency department

Freedom of Information Act

fiscal year
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posttraumatic stress disorder

standard deviation

U.S. Department of Veterans Affairs

VA Community Care Comparison
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he U.S. Department of Veterans Affairs (VA) provides health
care to approximately 9 million veterans annually, including
over 300,000 in New York. While VA traditionally delivers
care through its own facilities, the VA Community Care
program allows eligible veterans to receive VA-funded care
from private-sector providers. Proposed policy changes seek to expand
eligibility for Community Care by relaxing or removing current standards
related to drive time, wait time, and service availability. This analysis
examines how such changes could affect access to and the quality

of care for veterans in New York.

Overall, expanding Community Care eligibility may modestly improve
geographic access but has uncertain effects on timeliness and
mixed implications for care quality. Further data and modeling are
needed to assess the full impact of these proposed policy changes

on New York veterans.

$29.00

ISBN-10 1-9774-1600-4
ISBN-13 978-1-9774-

Www.rand.org 9 Mm“ H“H“HHH“

RR-A4524-1


http://www.rand.org



