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In the United States, homelessness affects more
than 1.5 million persons per year and more
than 630 000 individuals nightly.1,2 A lack of
stable domiciles makes medical care much
more challenging, and is associated with in-
creased prevalence of medical and psychiatric
conditions3 and mortality.4 Accompanying
these challenges is a pattern of excess hospital
and emergency department utilization,5 lack
of a usual source of care,6 uninsured status,7

and inadequate access to care when needed.8

Health care programs to remediate homeless
persons’ challenges in accessing health care
began in 1985, when the Robert Wood
Johnson Foundation and the Pew Memorial
Trust initiated funding for specialized Health
Care for the Homeless Programs. In 1987, this
funding was assumed by the federal govern-
ment.9 Since that time, experts have advocated
tailoring service design and delivery to assure
that high quality care is provided to homeless
patients.10---12 However, it is helpful to view
tailored service design on a continuum because
modifications are diverse and may include
a combination of elements, such as outreach
workers to develop relationships outside of
traditional settings, primary care services in
shelters or on the streets, team-based care,
co-location of homeless-dedicated primary and
mental health providers, special education for
providers, capacity to assist with sustenance
needs such as food or hygiene items, and
a robust consumer role in organizational gov-
ernance.12---14 Some modified programs have
reported improved appointment attendance,15

reductions in hospital admissions, and im-
provements in disease outcomes.16 However,
such modifications are not required of publicly
funded homeless primary care providers, and
they are not the norm. For example, among
208 federally funded Health Care for the
Homeless Programs in 2010, only 15 had

designated outreach providers (National
Health Care for the Homeless Council, analysis
of health resources and services administration
uniform data set, unpublished data, 2012).
One policy analysis reported that primary care
for the homeless remains inadequate, even
when insurance is available.17 The Patient
Protection and Affordable Care Act (PPACA),
coupled with efforts to encourage the Patient-
Centered Medical Home model in public and
private settings18 lends impetus to efforts to
assure that vulnerable populations obtain care
that is truly patient-centered.7,19,20

To date, there has been no evaluation of
whether efforts to tailor service delivery for
homeless clients yield a superior patient expe-
rience. Homeless patients’ experiences in pri-
mary care are important for several reasons.
Patient ratings of their care correlate with
whether care relationships are sustained,21

recommendations are adhered to,22 and in

some reports, whether behavioral conditions
improve.23,24 Also, as emphasized by devel-
opers of other primary care rating tools,25,26

patients are the optimum reporters of whether
primary care delivery fulfills the desired attri-
butes described by the Institute of Medicine
and others,27,28 including accessibility, com-
prehensiveness, continuity, ease of communi-
cation, and sensitivity to context.29

Our study compares patients’ assessments of
their own care across 5 primary care settings
that varied in the degree of homeless-tailored
service design, from none (i.e., “mainstream
primary care”) to intensive tailoring. Given the
lack of a population-specific survey, we de-
veloped a new patient-reported instrument
specifically for homeless persons. We hypoth-
esized that ratings would be superior for care
obtained in settings that tailored services for
homeless clientele. Because homeless patients
have reported significant negative experiences
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in care,30,31 our secondary hypothesis was
that unfavorable experiences would be more
common in mainstream primary care com-
pared with tailored settings.

METHODS

This study entailed a survey-based compar-
ison of patient experiences of primary care at 5
federally funded sites (4 within the US De-
partment of Veterans Affairs [VA] and 1
funded through the Department of Health and
Human Services) that differed in the degree
to which primary care service delivery was
tailored for the homeless. The assessment of
patient-perceived primary care was adminis-
tered as part of a 40 to 60 minute survey
battery conducted face-to-face by research
associates at each site from January 2011
through March 2012. Participants received
a single payment of $20 for their time.

Sites

To test the primary hypothesis, we selected
5 sites with (1) variation in service tailoring
characteristics (based both on investigator di-
rect knowledge supplemented by interviews
with staff), (2) adequately sized panels of
currently or recently homeless patients, and (3)
the presence of a local investigative team
capable of conducting a random sampling and
survey methodology. The sites differed in
service design and delivery in ways that the
literature and clinical experience suggested
could be important to homeless care (Figure 1
and Table 1).10,12 Notably, 3 were traditional
primary care operations (in Pennsylvania and
Alabama) within VA settings where most pri-
mary care occurred in standard clinics serving
homeless and housed patients alike without
unique staff or other resources (mainstream
VA A, mainstream VA B, and mainstream VA
C). Among these, mainstream VA A was
a multisite health system that included, for
some patients, primary care provided in shel-
ters and a VA domiciliary. Because of the
minimal provision of primary care services
outside standard clinics and the absence of
additional tailoring modifications, we classified
this site as mainstream. The remaining 2 sites
offered tailored services; one was a VA site
(CA), and the other was a non-VA site (MA).
The tailored non-VA site was a 26-year old

Health Care for the Homeless (HCH) Pro-
gram32 that provided care in streets, shelters,
and hospital-based clinics, with a specialized
electronic record system, homeless-focused
medical and nursing staff, as well as represen-
tation of homeless and formerly homeless
persons in governing and advisory bodies. The
tailored VA site, which began operations in
2002, was designed and funded specifically for
homeless patients, including co-located mental
health and primary care, with an emphasis on
access without scheduling delay.33a

Recruitment

Recruitment was designed to obtain a ran-
dom sample of homeless-experienced, English-
speaking persons who received primary care
from each site of care. An automated query of
records was used to identify persons with (1)

presumptive past or current homelessness and
(2) receipt of primary care at the site of care 2
or more times in the past 2 years. In the 4
VA sites, presumptive past or current home-
lessness was based on an International Classi-
fication of Diseases-9-CM code of V60.0 (i.e.,
homeless) diagnosis.33b In the tailored non-VA
site, past or current homelessness was based on
utilization of the site for care. A random subset
at each site was targeted for recruitment,
with the number targeted based on consider-
ation of (1) number of homeless served at the
site and (2) numbers necessary to identify
differences in satisfaction with sufficient power.
Entry was further restricted based on the
respondent verbally affirming receipt of pri-
mary care at the site of interest. Across all 5
sites, 6371 persons met the criteria from July 1,
2008, to June 30, 2010. After random
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Note. VA = US Department of Veterans Affairs. Unfavorable experience was defined based on the number of “frankly

unfavorable” responses falling into the highest tertile observed for that particular scale (i.e., agree or strongly agree with

a negatively worded item, or disagree or strongly disagree with a positively worded item). The highest tertile for unfavorable

responses was found to be 2 or more frankly unfavorable responses for the relationship, cooperation and access/

coordination scales, and 1 or more frankly unfavorable responses for the homeless-specific needs scale. Tailored non-VA

refers to a 26-year old Health Care for the Homeless Program. Mainstream VA sites are non-tailored primary care sites in

Pennsylvania (A), and Alabama (B and C). Tailored VA is a VA homeless-tailored primary care program (California).

*P < .05; **P < .01.

FIGURE 1—Unfavorable experiences in primary care, among persons receiving primary care

in 5 different primary care programs, January 2011–March 2012.
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selection, 2584 (41%) were subject to recruit-
ing, 870 (14%) were successfully contacted
and screened, 634 (10%) entered the study,
and 601 (9.4%) were included in analysis. Of
the 33 entrants excluded from analysis, 19 did
not receive care at the site, 1 had a mistaken
identity, 1 had prohibitive behavioral issues, 1
refused to sign a Health Insurance Portability
and Accountability Act consent, and 11 had
survey administration that was compromised
(e.g., stopped because of competing appointment;
data available as a supplement to the online
version of this article at http://www.ajph.org).

The Primary Care Quality-Homeless

Survey

Although patient-reported primary care as-
sessments exist,34,35 there is no standard sur-
vey instrument to assess primary care for
homeless populations. Because research has
shown that the concerns, priorities, and aspi-
rations of homeless patients can differ from
those in mainstream populations,36,37 we de-
veloped a new instrument, the Primary Care
Quality-Homeless (PCQ-H) Survey.

A 2-year qualitative research process began
with review of 2 Institute of Medicine re-
ports27,38 to define major constructs relevant
to primary care quality. These constructs were
explored in semistructured interviews with 36

homeless-experienced patients and 22 experts
in homeless health care. Based on interview
coding, we developed a preliminary set of
78 items. After administration to all study
participants, items were submitted to factor
analysis to identify groups of items measuring
distinct domains, and then within domains,
item response theory (2 parameter graded
response analysis39) was applied to identify
a subset of these items that was optimally
discriminating for and adequately covered the
range of responses for each domain. Items that
were psychometrically equivalent and did not
address conceptually unique aspects of the
measured domains were dropped. The resulting
33-item PCQ-H Survey consisted of 4 scales:
(1) patient---clinician relationship (15 items), (2)
cooperation among clinicians (3 items), (3)
accessibility or coordination (11 items), and (4)
homeless-specific needs (4 items; data available
as a supplement to the online version of this
article at http://www.ajph.org).

Each item on the survey is a simple state-
ment regarding the primary care provider or
the site or program where the client obtained
primary care (e.g., “My primary care provider
makes sure health care decisions fit with the
other challenges in my life”), scored on a
4-point Likert scale with reverse-coding for
negatively worded items. Averaging the

responses generated a subscale score from 1
(least favorable) to 4 (most favorable).

Covariates

To more accurately compare ratings of
primary care across sites, our analysis con-
trolled for a range of patient characteristics.
These characteristics were selected on the basis
of existing empirical literature regarding
patient-level predictors of satisfaction40---42 and
characteristics identified by the Behavioral
Model for Vulnerable populations43 (which
predicts service use among the homeless8,44,45).

Items related to residential status were
drawn from previous work focused on resi-
dence in the past 2 weeks,46---48 homelessness
in the past 6 months,49 and questions to assess
whether the person had been “chronically
homeless” in the past 3 years (‡ 4 episodes in
3 years or a period longer than 1 year).50,51

Health status was measured by the single-item
general self-reported health question, which
was shown to strongly predict both mortality
and health care utilization.52,53 Psychiatric
symptoms were assessed with the 14-item
Colorado Symptom Index.54 In some models,
a binary indicator of “severe psychiatric
symptoms” was based on affirming any1of the
following experiences several times per week
or more: being told one acted suspicious or

TABLE 1—Variation in Degree of Primary Care Service Tailoring in Tailored vs Nontailored Care Programs: 5 Study Sites,

January 2011–March 2012

Primary Care Service Design Characteristics

Mainstream VA B

Mainstream VA C (Alabama)

Mainstream VA A

(Pennsylvania)

Tailored VA

(California)

Tailored Non-VA

(Massachusetts)

Explicit homeless mission X X

Primary care in shelters and streets X X

Team design assures continuity from streets/shelters to clinic X

Formal relationships to community shelters X X

Homeless-focused staff training X X

PC and mental health in same clinical space X X X

PC clinic equipped to directly meet tangible needsa

Linkage to national homeless organizations X

Formerly homeless persons in organizational governance X

> 10 y explicit homeless mission focus X

Note. PC = primary care; VA = Veterans Affairs. Tailored non-VA refers to a 26-year old Health Care for the Homeless Program. Mainstream VA sites are non-tailored primary care sites in Pennsylvania
(A), and Alabama (B and C). Tailored VA is a VA homeless-tailored primary care program (California). Characteristics pertain to the design of the primary care service utilized by study participants.
Survey questions defined primary care as the person or team seen for a check-up or for a general medical problem when it is not an emergency. By design, recruitment was initiated only with
persons who had recorded evidence of 2 or more primary care visits. An X indicates the characteristic pertains to the primary care service utilized. Thus “clinic equipped to directly meet tangible
needs” is designated only when the primary care site utilized by patients was specifically equipped to directly meet such needs, and not designated if such a service was available elsewhere in the
same hospital-based system of care.
aSuch as clothing and food.
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paranoid; hearing voices others could not hear,
feeling suspicious or paranoid, or feeling like
hurting or killing oneself or another (a safety
algorithm included clinical response to persons
affirming this item). Substance use measures
came from the World Health Organization
Alcohol, Smoking and Substance Involvement
Screening Test (ASSIST) 3.0.55

Analysis

Analysis proceeded in 3 phases. First, re-
spondents participating at the 5 recruitment
sites were compared with respect to a range of
demographic, health, and health service utili-
zation measures using analysis of variance for
continuous variables and the v2 test for cate-
gorical variables. Second, continuous PCQ-H
scores were compared across sites, first without
covariate adjustment and then controlling for
case mix, including all covariates in a multiple
linear regression model. Because the recruit-
ment strategy risked enriching the sample with
“more stable” or “less vulnerable” homeless-
experienced persons, analyses included a priori
plans to assess for differences within stratified
groups: persons with a history of chronic
homelessness; persons with fair or poor general
health status; and persons with current severe
psychiatric symptoms. Last, in light of the in-
terest in reducing negative experiences in
homeless persons’ health care, we developed
a categorical “unfavorable experience” indicator
based on the number of unfavorable responses
in the top tertile (33%) for each subscale,
analogous to bottom-box scoring. An unfavor-
able response would be agree or strongly agree
with a negative item (e.g., “It is often difficult to
get health care at this place”) or disagree or
strongly disagree with a positive item (e.g. “My
primary care provider takes my health concerns
seriously”). We used the v2 test to compare the
prevalence of unfavorable experiences, adjust-
ing for case mix with multiple logistic regression.
All site comparison analyses were conducted
using SAS versions 9.2 and 9.3 (SAS Institute,
Cary, NC), whereas factor analyses were completed
with MPlus version 6.12,56 and item response
theory analyses utilized the R module ltm.57

RESULTS

Participants were mostly men (85%), with a
mean age of 53 years (68.3 years). Sixty-eight

percent reported it was hard to pay for basic
necessities like food and shelter (Table 2).
Overall, 70% had met temporal criteria for
chronic homelessness in the previous 3 years
(an episode > 1 year, or ‡ 4 times in 3 years).
As might be expected given the recruitment
approach (mail and telephone contact), literal
homelessness in the 6 months before study
participation (e.g., any nights on the streets or in
shelters) was less common (24% overall).

Nearly half the participants characterized
their general health as fair or poor (43.1%)
compared with 9.6% of Americans in the
general population.58 Severe psychiatric
symptoms several times per week were com-
mon (24.5%), especially among participants at
mainstream site VA C (42.1%).

For each of the 4 subscales assessed, PCQ-H
mean scores (rang = 1---4) were as low (un-
favorable) as 2.43 and as high (favorable) as
3.32, with standard deviations ranging from
0.35 (relationship) to 0.6 (cooperation).

Comparison of Primary Care

Quality-Homeless Continuous Scores

Comparisons of unadjusted mean PCQ-H
scores across the 5 sites showed that scores
differed on all 4 subscales (patient---clinician
relationship and cooperation, P< .001; acces-
sibility or coordination, P= .024; and
homeless-specific needs, P= .033). Specifically,
scores at the tailored non-VA site were higher
(reflecting more positive experience with care)
than those at the 3 mainstream VA sites. The
tailored VA site generally had scores that were
either similar to those of the 3 mainstream VA
sites or somewhat higher, depending on the
subscale of interest. The mainstream VA 3 had
consistently lower scores, often close to a full
SD below the tailored VA site, which was
a large effect size.

Adjusting for patient characteristics, differ-
ences remained significant for the relationship
(P< .001) and cooperation (P= .005) sub-
scales, whereas they fell short of statistical
significance in the case of access or coordi-
nation (P= .055) and homeless-specific needs
(P= .21).

As shown in Table 3, the magnitude of
difference favoring the tailored non-VA site
over mainstream VA B site was 0.25 to 0.50
SD for relationship and cooperation, which was
a small to moderate effect size. The magnitude

of difference was more modest in comparison
with the mainstream VA A site (because it
performed better) and more pronounced in
comparison with the mainstream VA C site
(which performed worse).

Adjusted differences among the sites were of
similar magnitude and statistically significant
after restriction to subgroups defined by his-
tory of chronic homelessness or fair or poor
general health status (data available as a sup-
plement to the online version of this article
at http://www.ajph.org). The tailored VA site
typically attained an intermediate position in
these comparisons.

Comparison of Categorical “Unfavorable

Experience” Indicator

Finally, an unfavorable experience was 1.5
to 2 times more common at the mainstream VA
sites compared with the tailored non-VA site
(all P < .01 in unadjusted v2 comparisons), and
these contrasts remained statistically significant
after adjusting for patient characteristics for
the relationship, cooperation, and access or
coordination scales. Analyses comparing the
tailored VA site with the tailored non-VA site
obtained an intermediate result. Specifically,
patients at the tailored VA site were more likely
than patients at the tailored non-VA site to
have an unfavorable experience on the access
or coordination subscale, but not with the other
3 subscales.

DISCUSSION

We tested the hypothesis that homeless-
experienced patients would rate their primary
care experience more highly when care was
obtained in settings that explicitly tailored
services for this population through variations
in service design (Table 1). This hypothesis
was supported by our results, both in compar-
ison of mean scores from the PCQ-H subscales,
and in the likelihood of a categorical outcome
indicating an unfavorable experience in pri-
mary care.

Patient experiences are typically influenced
by patient, provider, and environmental char-
acteristics.29 Despite the range of characteristics
that could dilute detection of an effect from
tailored service design, survey scores for
patient---clinician relationship and perceptions
of cooperation among providers were highest
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where homeless-tailoring was most pronounced.
The comparison of “unfavorable experiences”
produced a more striking contrast. For 3 sub-
scales (relationship, cooperation, and access or
coordination), such unfavorable experiences
were 1.5 to 2 times more frequent in the 3
mainstream settings. The tailored VA site
obtained results that were, on whole, interme-
diate, which often lined up with the 2 better
performing mainstream VA sites (in analyses of
mean scores), and were sometimes more like
the tailored non-VA site (e.g., for unfavorable
experience on items related to relationship,
cooperation, and homeless-specific needs).

A review of study sites (Table 1) under-
scored that service tailoring was not all-or-
none, but rather could be viewed on
a continuum. The tailored VA site had fewer
elements of tailoring than the tailored non-VA
site, and attained ratings that were, on the

whole, intermediate between the mainstream
VA sites and the tailored non-VA site. The
mainstream VA A site offered some shelter-
based and domiciliary-based primary care for
a subset of patients, which was also a potential
element of tailored service design.

Tradeoffs characterize the question of
whether to prioritize mean score comparisons
versus a categorical unfavorable experience.
We believe both are useful. As noted for the
widely used Consumer Assessment of Health
Plans,59 mean scores are more precise in
capturing performance relative to average, but
experience the downside that scores are com-
pressed in a small part of the available range
and could be hard for consumers to interpret.
Conversely, categorical results better illustrated
important outcomes to consumers, although
they sacrificed precision.59 In this study, both
sets of results aligned with the expectation that

high levels of tailoring were associated with
a better experience. Importantly, however, we
could make no claim to a correlation between
improved patient experiences with any medical
outcome, such as decreased morbidity or
mortality. Health improvements might only be
demonstrable through study of persons whose
poor experiences led to disengagement from
primary care, a group we were not positioned
to study.

Limitations and Strengths

This study had limitations. First, individuals
were not randomly assigned to clinics. Thus, it
was possible that some characteristics of the
patients or the 5 clinical settings, other than
service tailoring, could account for the results.
It could be speculated that VA facilities de-
livered a less patient-friendly experience than
non-VA organizations. However, the higher

TABLE 3—Comparison of Primary Care Quality-Homeless Scores by Site of Care in Tailored vs Nontailored Care Programs:

January 2011–March 2012

Tailored, Mean 6SD, Mean (SE), or OR (95% CI) Mainstream, Mean 6SD, Mean (SE), or OR (95% CI)

Scores No. Tailored Non-VA Tailored VA Mainstream VA A Mainstream VA B Mainstream VA C Pa

Subscale scores, unadjusted

Relationship 600 3.32 60.41 3.28 60.46 3.28 60.55 3.13 60.49 2.95 60.49 < .001b

Cooperation 566 2.97 60.52 2.85 60.82 2.81 60.82 2.75 60.70 2.43 60.62 < .001b

Access/coordination 600 3.17 60.40 3.10 60.48 3.15 60.53 3.12 60.44 2.90 60.39 .024c

Homeless-specific needs 596 3.17 60.46 3.17 60.49 3.05 60.60 3.05 60.51 2.96 60.50 .033

Subscale scores, adjustedd

Relationship 551 3.45 (0.09) 3.38 (0.10) 3.37 (0.09) 3.26 (0.09) 3.07 (0.12) < .001

Cooperation 522 3.15 (0.13) 2.96 (0.15) 2.93 (0.14) 2.89 (0.14) 2.71 (0.18) .005

Access/coordination 551 3.29 (0.08) 3.19 (0.10) 3.24 (0.09) 3.24 (0.09) 3.03 (0.11) .055

Homeless-specific needs 547 3.38 (0.09) 3.38 (0.11) 3.25 (0.10) 3.31 (0.10) 3.26 (0.13) .209

Unfavorable experienced,e

Relationship 551 Ref 1.84 (0.96, 3.54) 2.60 (1.49, 4.56) 2.57 (1.48, 4.47) 2.38 (1.03, 5.48) .005

Cooperation 522 Ref 1.87 (0.88, 4.00) 2.73 (1.46, 5.09) 2.73 (1.45, 5.14) 2.70 (1.06, 6.84) .01

Access/coordination 551 Ref 2.36 (1.22, 4.57) 2.50 (1.42, 4.41) 1.96 (1.11, 3.46) 2.38 (1.02, 5.56) .018

Homeless-specific needs 547 Ref 0.96 (0.51, 1.81) 2.15 (1.27, 3.63) 1.45 (0.87, 2.44) 1.90 (0.85, 4.28) .021

Note. CI = confidence interval; OR = odds ratio; VA = Veterans Affairs. Tailored non-VA refers to a 26-year old Health Care for the Homeless Program. Mainstream VA sites are non-tailored primary
care sites in Pennsylvania (A), and Alabama (B and C). Tailored VA is a VA homeless-tailored primary care program (California).
aIn unadjusted comparisons, the P value is from an overall test for significant differences among the 5 included sites. In the 2 adjusted analysis, the P value reflects a test of whether the site (5
categories, degrees of freedom = 4) was significant after controlling for variables detailed under footnote b.
bPost hoc tests revealed significant pairwise differences between tailored non-VA and mainstream VA B; tailored non-VA and mainstream VA C; tailored VA and mainstream VA C; and mainstream VA A
and mainstream VA C.
cPost hoc tests revealed significant pairwise differences between tailored non-VA and mainstream VA C; and mainstream VA A and mainstream VA C.
dAdjusted analyses control for age, gender, Black race, having had one’s own domicile (apartment or house) in past 2 weeks, psychiatric symptoms (Colorado score), drug and alcohol risk scores on
the World Health Organization Alcohol, Smoking and Substance Involvement Screening Test (ASSIST), general self-reported health, and low income status.
eUnfavorable experience was defined based on the number of “frankly unfavorable” responses falling into the highest tertile observed for that particular scale (i.e., agree or strongly agree with
a negatively worded item, or disagree or strongly disagree with a positively worded item). The highest tertile for unfavorable responses was found to be 2 or more unfavorable responses for the
relationship, cooperation and access/coordination scales, and 1 or more unfavorable responses for the homeless-specific needs scale.
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quality reported from the VA in comparison
with the private sector settings,60 coupled
with VA satisfaction ratings similar to those
from commercial insurance,61 made this less
plausible. Similarly, although homeless vet-
erans differed from homeless nonveterans
in some samples, the differences were not
systematic and consistent across studies.62

Ultimately, more robust efforts to disentangle
potential VA-specific influences await research
from a wider range of VA and non-VA care
settings.

We measured and adjusted for several pa-
tient characteristics, but it can be assumed that
other environmental factors influenced results.
For example, the 38 participants at the main-
stream VA C site offered considerably lower
ratings. Because that facility included a regional
psychiatric and rehabilitative facility, it was
conceivable that aspects of its referral pattern
differed in ways not captured by our measures
or by the homeless-tailoring concept.

Second, by studying 4 VA sites and a health
center in Massachusetts, few in the sample
lacked financial coverage for care, and ques-
tions concerning financial access might have
been less informative. Because financial bar-
riers arise elsewhere,63 we believed these items
might prove helpful in other settings.

Lastly, recruitment utilized a random record
query, with initial contact often via telephone
or mail. Although reducing a bias toward
“happy customers” obtained with waiting
room samples, our sample was dominated by
persons who were homeless-experienced
rather than homeless at the time of the survey.
Because results favoring tailored care were
more pronounced among vulnerable sub-
groups (i.e., persons who met the federal
chronic homeless definition, or persons in fair
or poor health), we believed this was not
a severe limitation.

Alongside limitations, our study had
strengths in the breadth of characteristics
assessed and statistically adjusted, and in ran-
domly sampling a population that could be
challenging to recruit. Finally, our might be the
first to utilize homeless patients in every aspect
of questionnaire design. The resulting 33-
item instrument might be useful with homeless
and potentially other vulnerable populations
facing challenges to obtaining high-quality
primary care.30,36,64

Implications for Primary Care Settings

Understanding how specific organizational
characteristics affect patients’ primary care
experiences will require further research.
However, some speculation could be offered
regarding the relationship and cooperation
subscales, in which differences were most pro-
nounced. Patient perceptions of cooperation
among caregivers might be influenced by
actual co-location of services (e.g., primary
medical, mental, social work) as well as dem-
onstration that team members actually com-
municated with each other in ways that went
beyond the medical record. Communication
might become evident to patients when they
see providers speaking with each other, when
providers mention each other by name, or
when they describe conversations with other
team members. Such events might occur more
readily and be most apparent to patients when
care is delivered in distinct mission-driven
teams, as in the 2 tailored settings. Items that
scaled together as the “relationship” subscale
encompassed aspects of communication and
trust. In mainstream settings, homeless patients
might feel either mistrusted or unwelcome.30

Tailored clinics might remediate these chal-
lenges in part by recruiting providers who wish
to work with the homeless population. Mutual
support and mentorship might be more readily
fostered among like-minded professionals, so
that challenges to the clinical relationship (e.g.,
a lost prescription, a missed appointment) are
handled constructively.

Implications for Health Care Policy

A recent policy analysis found that the dom-
inant mainstream model for delivering primary
care to homeless individuals is not adequate,
but little empirical evidence exists to guide
selection of a superior approach.17 Both the US
Department of Veterans Affairs and the US
Department of Health and Human Services
support some tailored programs focused on the
primary care of homeless individuals, and they
have the wherewithal to encourage tailored
approaches to care, to the degree that evidence
in their favor is persuasive. Patient reports of
their own experiences offer important evidence
in favor of expanding these tailored approaches.

More broadly, these findings have impli-
cations for how health care system changes
may affect homeless patients, many of whom

will become eligible for Medicaid under the
PPACA. The Act funds payment and delivery
arrangements across insurers, and implements
demonstration projects that seek to improve
quality and accountability. However, identify-
ing the optimum mechanism to assure good
care experiences for vulnerable patient popu-
lations remains a key challenge. Federally
Qualified Health Centers, which PPACA ex-
pands, have in recent years been encouraged to
seek recognition as Patient-Centered Medical
Homes according to national criteria.65 A
number of criteria embody principles of prac-
tice adopted by homeless-tailored programs,
including an emphasis on coordination, acces-
sibility, and individualizing care to patient
needs and circumstances.12---14,66 In this regard,
the experience of successful homeless primary
care programs could inform policymakers
dedicated to vulnerable patient populations.
The present study suggests that tailored service
delivery matters to patients in ways that are
readily measurable. Future work will be needed
to learn which aspects of service tailoring matter
most, and whether they are easily translated
across service environments for both homeless
and nonhomeless patient populations. j
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