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Abstract 

Background: Approximately one-third of women Veterans Health Administration (VHA) users have substance use 
disorders (SUD). Early identification of hazardous substance use in this population is critical for the prevention and 
treatment of SUD. We aimed to understand challenges to identifying women Veterans with hazardous substance use 
to improve future referral, evaluation, and treatment efforts.

Methods: Design: We conducted a secondary analysis of semi-structured interviews conducted with VHA interdis-
ciplinary women’s SUD providers at VA Greater Los Angeles Healthcare System. Participants: Using purposive and 
snowball sampling we interviewed 17 VHA providers from psychology, social work, women’s health, primary care, and 
psychiatry. Approach: Our analytic approach was content analysis of provider perceptions of identifying hazardous 
substance use in women Veterans.

Results: Providers noted limitations across an array of existing identification methodologies employed to identify 
women with hazardous substance use and believed these limitations were abated through trusting provider-patient 
communication. Providers emphasized the need to have a process in place to respond to hazardous use when identi-
fied. Provider level factors, including provider bias, and patient level factors such as how they self-identify, may impact 
identification of women Veterans with hazardous substance use. Tailoring language to be sensitive to patient identity 
may help with identification in women Veterans with hazardous substance use or SUD who are not getting care in 
VHA but are eligible as well as those who are not eligible for care in VHA.

Conclusions: To overcome limitations of existing screening tools and processes of identifying and referring women 
Veterans with hazardous substance use to appropriate care, future efforts should focus on minimizing provider bias, 
building trust in patient-provider relationships, and accommodating patient identities.
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Background
Historically, medical schools have not emphasized 
training in addiction-related medicine, resulting in a 
healthcare workforce largely under prepared and under 
qualified to identify patients with hazardous substance 
use or substance use disorder (SUD) [1–4]. Despite the 
United States experiencing the highest annual overdose 
death toll in the nation’s history in 2020, [5] the majority 
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of medical schools dedicate a mere handful of hours to 
teaching addiction medicine, which is marginal in com-
parison to the time spent educating students on other 
chronic conditions [3]. This, paired with the confusing 
and problematic diagnostic language that renders many 
providers unable to distinguish SUD from substance 
dependence from hazardous substance use, [3] may lead 
providers to mis- or under-identify substance use con-
cerns or disorders in their patient populations.

Identifying the target population for appropriate treat-
ment is a ubiquitous challenge healthcare systems face 
[6]. Across many conditions, providers and systems strive 
to capture at-risk individuals while minimizing incorrect 
identification (i.e., false positives). Identifying patients 
with specific conditions, however, can be particularly 
challenging when a diagnosis may also come with nega-
tive consequences, or perceived negative consequences 
for patients, as in the case of SUD, characterized by 
symptoms including the diminished ability to control 
the use of alcohol or other drugs regardless of associated 
harmful consequences [7]. Existing policies across the 
United States give women reason to fear criminal jus-
tice consequences of disclosing hazardous substance use, 
specifically around pregnancy and motherhood [8]. In 
many states, hazardous substance use during pregnancy 
is considered child abuse under the law and can result in 
legal consequences for women (i.e., civil commitment) 
[8]. For the purposes of this paper, hazardous substance 
use refers to repeatedly using substances in ways that 
increase the risk of causing harm and may lead to nega-
tive consequences, to a degree that necessitates provider 
attention [7].

SUD is a debilitating chronic health condition that neg-
atively impacts quality of life and health [9]. SUD is highly 
correlated with multiple comorbid physical and mental 
health conditions, with a strong association between the 
severity of SUD and the magnitude of comorbidity [10]. 
Women are disproportionately impacted by the negative 
consequences of hazardous substance use and SUD [11]. 
Annual diagnosis rates for SUD are increasing for both 
men and women [12]. Among Veterans, studies show a 
significantly higher rate of increase in SUD diagnoses for 
women than men [12]. Because women Veterans have a 
high prevalence of comorbid mental and physical health 
conditions, they comprise a high-risk, potentially high-
need population that may need and benefit from tailored 
specialty SUD services [12].

Women Veterans with hazardous substance use and 
SUD can have complex care needs. First, they are more 
likely to have a history of trauma than men Veterans as 
well as women non-Veterans [13]. For example, many 
women Veterans experience military sexual trauma 
which is associated with both mental health disorders 

and hazardous substance use [14]. Women Veterans with 
SUD may also be up to ten times more likely to suffer 
from post-traumatic stress disorder (PTSD) than their 
counterparts without SUD [15]. Second, women Veterans 
with SUD have higher mortality rates, and SUD increases 
the likelihood of suicide, particularly in the presence of 
comorbid mental health disorders [16].

How women self-identify around complex and sensitive 
issues such as hazardous substance use and Veteran sta-
tus may vary based on context and impact their ability to 
obtain or access referral to resources for SUD diagnosis 
and treatment through the VHA. As such, it is important 
to consider the ways in which identity and self-identifi-
cation impact how women Veterans with hazardous sub-
stance use or diagnosed SUD access and interact with the 
healthcare system [17].

Early identification that leads to early treatment may 
prevent more severe consequences of hazardous sub-
stance use and SUD for women [18]. Several factors indi-
cate early identification is especially critical for women 
with hazardous substance use including that: (a) by the 
time women reach SUD diagnosis and treatment, they 
have higher addiction severity than men as well as more 
health problems, both physical and psychological, [19] 
and (b) because women experience the well documented 
telescoping phenomenon, meaning they may progress 
from hazardous substance use to diagnosable SUD more 
rapidly than men, there is a significantly shorter time-
frame for early detection and intervention.[20].

Research has demonstrated a need for improvement 
in screening and referral techniques for women Veter-
ans with hazardous substance use for decades [21]. For 
example, widely used screening tools, including the Alco-
hol Use Disorders Identification Test (AUDIT-C) -- a 
questionnaire that is considered the standard to reliably 
diagnose alcohol in the general populations–suffer from 
low sensitivity if not tailored for women [22–24]. In order 
to improve case-finding, new screening tools are being 
developed and deployed [25]. However, currently, there 
is a gap in the literature with regard to a gold standard 
method to identify women Veterans with hazardous sub-
stance use, inside and outside of the VHA. We aimed to 
understand how women with hazardous substance use 
are currently identified by VHA providers, challenges to 
identifying women Veterans with hazardous substance 
use, and how to think about improving future identifica-
tion efforts.

Methods
Design
  All data managementand analysis were conducted 
using qualitative analytic software, ATLAS.ti (v. 7).We 
conducted a secondary analysis of semi-structured 
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interviews with keyinformants at three distinct VA 
Greater Los Angeles Healthcare System sites.These sites 
included one large medical center, one urban commu-
nity-based outpatientclinic, and one suburban commu-
nity-based outpatient clinic. We interviewedpurposively 
sampled interdisciplinary women’s health providers to 
understandhow they identify women Veterans with haz-
ardous substance use andidentification barriers. Oral 
consent was obtained from all participants andthe study 
was approved by the Greater Los Angeles institutional 
review board.

Interviews
Identification and recruitment of multidisciplinary pro-
vider key informants was done using a purposive snowball 
sampling approach [26, 27]. We recruited key inform-
ants from disciplines including psychology, social work, 
women’s health, primary care, and psychiatry. Providers 
had to currently work with women Veterans to be consid-
ered eligible. Seventeen interdisciplinary providers agreed 
to be interviewed in 2014. All interviews were completed 
in-person and were conducted by investigators educated 
in qualitative interviewing techniques (KG, ABH, AKH). 
Sixteen of the 17 interviews were digitally recorded, 
transcribed by professionals, and all identifying informa-
tion was removed. For the single case (1 out of 17) where 
the key informant requested to not be recorded, a sec-
ond investigator handwrote detailed notes while the first 
investigator conducted the interview.

We used a semi-structured interview guide to elucidate 
provider experiences with screening, identifying, refer-
ring, and treating women Veterans with SUD and haz-
ardous substance use [28]. Probes relating to screening 
included: screening tools and methods used in VHA (e.g. 
AUDIT-C), limitations of the existing tools, challenges 
to identification method and processes, current referral 
pathways, and challenges moving patients from identifi-
cation to treatment.

Data Analysis
Analysis relied on both constant comparison and content 
analysis methods. Initially, two investigators (KG and 
AKH) independently free-coded two distinct provider 
interviews and each created a draft code list. The entire 
team of investigators combined the two draft code lists 
into one final code list using discussion and consensus. 
The team used an iterative process to develop definitions 
for the codes and then, by consensus, finalized the code 
list. Two investigators used the final code list to double-
code two interviews and then, together, compared their 
coding practices and reconciled distinctions between the 
two transcripts that had been double-coded. We split the 
remaining transcripts in half and divided them between 

the aforementioned two investigators. All transcripts 
were either double-coded or initially coded by the pri-
mary coder and then reviewed by a separate investiga-
tor. The codes from this initial list can be conceptualized 
as high level “top-codes,” only one of which was used for 
this analysis: Identification. Next, two investigators (KG 
and JH) used the text output from the identification code 
for the content analysis for this study.

Results
We found five key themes across the key informant inter-
views: 1) There are many limitations to the existing tools 
and methods currently employed to identify women 
Veterans with hazardous substance use; 2) Identification 
needs to be followed-up with referral to appropriate pro-
viders and resources; 3) Provider-level factors are associ-
ated with multiple challenges to identifying Veterans with 
hazardous substance use who would be eligible to receive 
care in the VHA; 4) Patient-level factors also pose chal-
lenges; 5)   Tailoring language to be sensitive to patient 
identity and to help avoid stigma may help with hazard-
ous substance use identification in women with military 
service histories and women with hazardous substance 
use who are not getting care in VHA but are eligible as 
well as those who are not eligible for care in VHA.

Theme 1: Providers Highlight Limitations of Current 
Identification Methodologies
Providers noted limitations across an array of existing 
identification methodologies including screening ques-
tionnaires (like the AUDIT-C) and patient-provider 
dialogue. Providers perceived strong patient-provider 
relationships as foundational to facilitating open and 
transparent communication and hypothesized that tools 
deployed outside of trusting patient-provider relation-
ships may not elicit truthful responses given the stigma 
associated with a SUD diagnosis. Lack of patient trust 
was raised as a barrier to identifying hazardous substance 
use. Providers believed that patients’ fear of negative 
repercussions and stigma associated with having a SUD 
diagnosis may disincentivize full transparency about 
the true extent of their substance use. Finally, provid-
ers conveyed that the implementation of the identifica-
tion methodologies (e.g., frequency of assessments and 
follow up) and the narrow focus of the tools themselves 
(e.g., focus on use of individual substances such as alco-
hol is not inclusive enough to identify hazardous use of 
prescriptions or illicit substances) present limitations to 
adequately identify the full range of hazardous substance 
use.

Providers expressed both empathy for their women 
patients and lack of clarity around who to refer for fur-
ther assessment of hazardous substance use and potential 
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SUD diagnosis. One provider demonstrated their own 
struggle of navigating defining the threshold between 
recreational substance use and hazardous substance use 
or diagnosable substance use disorder: “…it gets a little 
tricky like determining where’s the line of is this a really 
serious addiction that we’re dealing with?” “Self-referral” 
was emphasized as an important identification pathway.

Providers challenged some of the existing VHA poli-
cies and asserted that better identification will be difficult 
to achieve if there are any “negative repercussions that 
happen to Veterans if they do bring it [hazardous sub-
stance use] up to a provider.” They also highlighted that 
some women Veterans may still be reservists and there 
are many real potential negative consequences (e.g., pro-
bation or disqualification from certain positions) to such 
Veterans if they are honest about hazardous substance 
use: “…if women aren’t feeling like they can talk about it…
If they’re active duty or even like in the Reserves. I mean, 
yeah, there are those considerations.”

Existing substance use and SUD screening tools may 
be insufficient: “The AUDIT-C is like two questions, so 
not very thorough.” The fact that healthcare intake ques-
tionnaires are not repeated limits opportunity to identify 
emergent hazardous substance use:

Well, actually, when I first meet the patient, I’ll ask 
them. “Do you drink? Do you do this?” I mean, do 
you have any history of any illicit drug use? How 
much do you…” So, I ask them specific questions… 
But if something has changed from the first time I’d 
met them, or I haven’t seen them in a while. I usually 
don’t re-ask some of those questions.

Screening tools outside the context of a trusting pro-
vider-patient relationship may prevent the possibility of 
identifying women Veterans with hazardous substance 
use given the associated stigma and potential negative 
consequences:

“Well, we’re supposed to do the clinical reminders. I 
do the clinical reminders. But, I don’t know whether 
they [woman Veterans] would be so honest. I think 
it’s about really having the connection with the pro-
vider…with women, it’s the relationship…the wom-
en’s clinic is better in that, and better able to iden-
tify….But that’s really about the only way, unless 
somebody is really just that down and out and pre-
sents [their hazardous substance use].“

Theme 2: Providers emphasize the need to have a process 
in place to respond to hazardous use when identified
In response to questions regarding how to improve 
screening and identification, providers emphasized that 
it is critical to have processes and resources in place 

to meet identified needs. Referral pathways must be 
established before increased cases are identified with 
increased volume of screening:

If we then start asking the questions [substance use 
screening], then, we’d better pull together the list of 
resources, right? In some ways I think that it could 
be just as simple as that. Let’s pull together a list of 
the existing resources, be sure that all the providers 
have those literally at their fingertips.

Improving identification is not just about the measures 
themselves, it is about having an easy method to bridge 
from identification of hazardous substance use to referral 
for potential SUD diagnosis and treatment. One provider 
suggested what if:

...they just have to do one little click and up that list 
comes for them and then they could print that out 
and hand it to the Veteran or maybe it’s internally 
and they would then know which one [clinic] they 
wanted to make the referral to. However we actu-
ally construct the technology of it, I think sometimes 
it’s as simple as being sure that they’ve [primary 
care providers] got the list of resources, internal and 
external resources [e.g. places to refer patients with 
hazardous substance use].

Providers further emphasized that primary care based 
screening, while helpful for starting the process, needs to 
be followed by much more comprehensive assessment. A 
specialty SUD psychiatrist explained the value of screen-
ing as less about getting to a diagnosis, and more about 
having a prompt to link patients with escalating hazard-
ous substance use from primary care to specialty provid-
ers with the capacity to evaluate, diagnose and treat a 
substance use disorder if needed.

“through our standard intake assessment process, a 
lot of times it’s stated in the referral that they have 
substance use issues or we can see their audit score, 
that sort of thing. So a lot of times the primary care 
providers say, here in this clinic, if they refer them to 
us we’ll give them the heads-up about that, but then 
we definitely do a more thorough assessment …for 
substance use, including current use, past use, any 
treatment history.”

Theme 3: How provider perceptions and biases mayimpact 
identification of women Veterans with hazardous 
substance use
Providers highlighted many factors impairing their abil-
ity to adequately screen and identify indicators of haz-
ardous substance use and SUD in women Veterans. Low 
prevalence of SUD and low exposure to patients with 
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hazardous substance use or SUD was consistently noted 
by providers; as one provider stated, “To be honest, I have 
not really, especially in recent months, have that many 
women Veterans come in, referrals where substance use is 
the primary issue.” Another provider believed low preva-
lence of SUD among women Veterans to be implausi-
ble, considering the prevalence of trauma in this patient 
population and the comorbidity of trauma and hazardous 
substance use:

"That substance abuse has not been more at the 
forefront of care for women Veterans considering the 
trauma and that some VAs, some providers said, 
‘Well, first of all, we don’t see that much substance 
abuse among women,’ which I still have a really hard 
time reconciling…."

Providers may also underestimate the impact of haz-
ardous substance use on the patient: “They [Providers]…
think that the women who are using are not abusers.” 
Finally, it was evident that providers may not consider 
high functioning patients with hazardous substance use 
to qualify for SUD referrals. Providers may overempha-
size substance use as a possibly legitimate coping strategy 
for women Veterans instead of viewing their substance 
use as hazardous.

"…at least about alcohol use, okay, so they [Provid-
ers] pick up some of that. But…they’re a little bit co-
dependent, and maybe this Veteran is otherwise…a 
fairly high-functioning Veteran, maybe someone that 
they really like and they[‘re] kind of like, ‘Well, you 
know you should stop. We can help you when you’re 
ready’ or they just basically kind of ignore it and 
slide it under the carpet…"

One provider pointed to avoidance of the issue in pri-
mary care.

"And I think a lot of the primary care providers tend 
to sort of see that whole area [hazardous substance 
use and SUD] as just a big pain in the you know 
what. Just a big headache. So would rather not ask 
Veterans [about their substance use]."

Another provider talked about the power of active list-
ing saying: “My big skill in the world is listening.”

"When you listen… you can start reading between 
the lines and knowing for a fact that there’s a tight 
association between trauma and substance abuse or 
at least alcoholism and even more so in the Veteran 
population, where you’re literally taught to drink 
in the military, taught to smoke… That’s just one of 
the things that I would listen for and then start ask-
ing some questions about and eventually the truth 

would reveal itself."

Theme 4: Patient factors and how they self‑identify may 
impact identification of women Veterans with hazardous 
substance use
Providers reported substantial variation in the way Vet-
erans perceive themselves and assign themselves an iden-
tity of Veteran or non-Veteran. This self-perception is 
separate from technical Veteran status/VHA eligibility. 
For example, some eligible women Veterans with SUD 
(i.e., have served in the military, have Veteran status, and 
SUD) may qualify to receive SUD care through the VHA, 
but do not self-identify as Veterans.

"…even women [Veterans with SUD] who had suc-
cessful military careers and so on and so forth, as 
we all know that we’ve been researching these issues 
for so many decades now, thank you, is that a lot of 
women won’t say yes to that question [are you a Vet-
eran] anyway."

Further, many eligible women Veterans face life cir-
cumstances or environmental barriers that prevent them 
from being identified for and/or receiving SUD care in 
the VHA, for example, homelessness or at-risk living 
situations:

"Now we know that homeless women Veterans are 
not necessarily homeless in that sort of like stereo-
typical under the bridge, under the freeway bridge 
with a cart kind of circumstance, but they’re out 
there somewhere in these really at-risk living situa-
tions and a lot of times I think that those environ-
mental factors prevent them from ever getting into 
us for [SUD] care."

Providers advocated a need for an identification 
approach for women Veterans that is inclusive of women 
Veterans with hazardous substance use and SUD who 
may not currently be receiving their care in VHA.

Theme 5: VHA eligibility and implications for hazardous 
substance use identification
Some women with SUD who have served in the military 
may not be eligible for Veteran benefits because they 
do not meet various requirements (e.g., have a less than 
honorable discharge). It was noted that to assess military 
history, providers at touchpoints outside of the VHA are 
reframing their lines of questioning:

"A lot of them end up getting sort of sucked up into 
the legal system and may in fact be in jails. One of 
the things that everybody that’s doing the jail work 
and the prison work is really learning is we’re not 
asking the women, “Are you Veterans?” We’re asking, 
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“Did you ever serve in the military,” right? Because 
they know they’re not Veterans."

Other providers noticed that women with military ser-
vice often do not self-identify as Veterans because they 
see benefits status as the criteria for being a Veteran.

"...women who have attempted to get their VHA ben-
efits and have been told ‘you’re ineligible [for VHA 
benefits],’ they don’t think of themselves as Veterans 
at all, but if you ask them ‘did you serve in the mili-
tary,’ you get a whole different set of replies and you 
start identifying a number of women [with hazard-
ous substance use who need care] that way."

One provider expressed concern that when screen-
ing for hazardous substance use and SUD outside of the 
VHA, some women may self-identify as Veterans but not 
actually be eligible for care in the VHA.

"A lot of those women [women with hazardous sub-
stance use or SUD who self-identify as a Veteran due 
to their history of military service] were not able to 
complete a full tour of duty in the military and so 
they’re not eligible [for Veteran benefits]…"

Discussion
Hazardous substance use has been linked with many 
negative health outcomes, [29] and SUD is a chronic and 
life-threatening health condition [7, 30]. Because hazard-
ous substance use indicates risk of harm and symptoms 
can present as “red flags,” [7] providers who identify haz-
ardous substance use may provide their women Veteran 
patients with early intervention by way of referral and 
appropriate treatment. Although there are evidence-
based treatments for SUD, patients lack access to these 
treatments when their hazardous substance use goes 
unrecognized and potential SUD goes undiagnosed [31]. 
A history of punitive policies, provider bias, and stigma 
have hampered case-finding in the past, which creates 
a perfect storm scenario whereby screening and proper 
identification have the real potential to improve access to 
specialty SUD care for those patients most likely to ben-
efit from it.

However, implementation of a screening program, even 
when referral to specialty care is a feasible care path-
way is likely not adequate. Providers in our study noted 
that use of screening tools to identify hazardous sub-
stance use or SUD outside of trusting provider-patient 
relationships may not elicit the true extent of a patient’s 
hazardous substance use. This is particularly true for 
women Veterans given the heightened stigma and poten-
tial consequences they may face, particularly during 
pregnancy, [8] if they divulge hazardous substance use. 

Stigma around substance use and use disorders impacts 
women more than men with the same diagnosis [32]. In 
the absence of trust, a patient may be less likely to self-
report hazardous substance use if they see no pathway 
to a benefit (e.g., treatment without stigma or perceived 
negative consequences). Providers indicated that screen-
ing for hazardous substance use must take place within a 
trusting patient-provider relationship given patients’ fear 
of negative consequences.

In this secondary analysis to understand the different 
ways women Veterans with hazardous substance use 
are identified, providers mentioned that screening tools, 
including screening questionnaires like the AUDIT-C, 
are some of the primary means by which identifications 
and referrals are made. Providers believed that identi-
fying women Veterans with hazardous substance use 
is currently hindered by limitations of current screen-
ing methodologies; and screening tools are not typically 
repeated at frequent enough intervals to capture critical 
changes in status as a response to related care or inter-
vention. Our results and the supporting literature high-
light the need to tailor hazardous substance use and SUD 
identification methodologies, particularly for groups 
such as women who face increased stigma related to their 
hazardous substance use [33–35]. More patient-centered 
screening practices can foster the candid conversations 
between patients and providers that ultimately yield criti-
cal information to guide appropriate referral, treatment 
planning, and intervention. However, tailoring screening 
tools alone is not sufficient: If patients fear repercussions 
from being honest about the extent of their hazardous 
substance use, the screening and identification process 
will still fall short. Fundamentally, screening via question-
naire or interpersonal patient-provider dialogue relies on 
the patient feeling safe enough to self-report hazardous 
substance use.

Providers also noted several factors hindering their 
own ability to identify hazardous substance use in their 
women Veteran patients, including their perceived infre-
quent exposure to this population, providers’ stated 
inclination to dismiss hazardous substance use in high 
functioning patients, and their reluctance to address 
hazardous substance use questions with patients. These 
findings may be critically important to understand-
ing provider’s self-identified reluctance to identify their 
women Veteran patients as having hazardous substance 
use, which would require referral for further evalua-
tion and result potential SUD diagnosis, when viewed 
in the context of a seminal systematic review looking at 
provider stigma toward patients with SUD [4]. The van 
Boekel article found that providers generally displayed 
negative attitudes toward patients with SUD and viewed 
them as being “difficult to treat” because providers 
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perceived these patients as more violent, manipulative, 
and unmotivated than patients without SUD [4]. This 
aligns with our finding in Theme 3 that some providers 
consider dealing with hazardous substance use a burden 
they would rather avoid, leading them to not ask ques-
tions about use altogether. Interestingly, it may also 
explain why providers who expressed empathy for their 
women Veteran patients who they may perceive as high 
functioning and/or acknowledged their higher likelihood 
of trauma and dismissed/normalized potentially hazard-
ous use.

Our findings are also consistent with literature indicat-
ing that provider biases against women with hazardous 
substance use and SUD leads to under identification and 
avoidance of discussing hazardous substance use with 
women patients. Individual provider biases may contrib-
ute to a system-level inability to identify women Veterans 
with hazardous substance use. Addressing this system 
shortfall may require education and training at the pro-
vider level [11]. Gender biases impact the patient-pro-
vider relationship, which can affect access to appropriate 
healthcare as well as health outcomes [36]. Interventions 
at a system level, including provider training about gen-
der sensitivity in healthcare delivery, [36] are a tool to 
improve care access by ensuring women Veterans with 
hazardous substance use are appropriately identified and 
referred for SUD evaluation, diagnosis, and treatment.

How patients self-identify their Veteran status plays a 
role in the ability to identify women Veterans with haz-
ardous substance use Hazardous substance use has more 
significant consequences for women, including higher 
rates of untreated mental health issues as well as higher 
risk of incarceration, domestic violence, and homeless-
ness [11]. Additionally, women Veterans are more likely 
to have trauma histories than non-Veterans, [13] and are 
at a higher risk of experiencing military sexual trauma 
(MST) than their men counterparts.[37] Women Veter-
ans who have survived MST are less likely to seek treat-
ment through the VHA, despite their eligibility, partly 
due to feelings of institutional betrayal – i.e., poor insti-
tutional response to MST may lead survivors to seek 
healthcare in civilian settings as opposed to identify-
ing as a Veteran for the purposes of receiving health-
care through the VHA [37]. This may contribute to our 
findings that some providers believe they encounter few 
women Veterans with hazardous substance use. This 
is surprising considering the high prevalence of trauma 
history, a risk factor for hazardous substance use and 
SUD, among women Veteran patients. Patients are mul-
tifaceted with self-assigned identities; to succeed, haz-
ardous substance use screening and identification efforts 
must consider and accommodate how patients view 
themselves.

A major implication for Veteran health is that there is a 
need to designate solutions and responsibility for vulner-
able persons that are identified as having hazardous sub-
stance use issues, but who are not diagnosed with SUD 
or receiving care in VHA (e.g., due to issues such as lack 
of VHA benefits). In the absence of VHA access, it is an 
open question whether and where they can receive sup-
port and services whose responsibility is it to connect 
them with such resources.

Limitations:
We conducted the qualitative interviews for this study in 
2014 and providers’ perceptions may have changed in the 
subsequent years. However, given the critical gap in the 
current literature, these findings can nonetheless help us 
advance the conceptual thinking around screening and 
hazardous substance use identification. Although we 
strategically targeted providers since screening and iden-
tification are systems-level issues, expanding this work 
to include more of the patient voice is warranted [37]. 
Future work to improve hazardous substance use screen-
ing and identification should further consider Veteran 
perspectives.

Conclusions
The process of identifying and referring women Veterans 
with hazardous substance use to appropriate care should 
focus on building trust in patient-provider relationships, 
creating system-level solutions for provider biases relat-
ing to gender and SUD, and accommodating patient 
identities. There are women Veterans who would be eli-
gible for SUD treatment and other care through VHA, 
but who are currently not in the VHA system. To fully 
address the challenges of identifying women Veterans 
with hazardous substance use, screening and identifica-
tion efforts will need to extend beyond the VHA walls. 
Through coordinating efforts with social services and 
justice systems, facilitating referrals may help capture 
women who are eligible for care in VHA but who have, 
for various reasons, not identified as Veterans.
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