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Background: In 2012, select Veterans Health Administration (VHA) facilities implemented a
homeless-tailored medical home model (called H-PACT) to improve care processes and outcomes
for homeless Veterans.

Objective.—To determine whether H-PACT offers a better patient experience than standard
VHA primary care.

Research Design: We used multivariable logistic regressions to estimate differences in the
probability of reporting positive primary care experiences on a national survey.

Subjects: Homeless-experienced survey respondents enrolled in H-PACT (n=251) or standard
primary care in facilities with HPACT available (n=1,527) and facilities without H-PACT
(n=10,079).

Measures: Patient experiences in eight domains from the Consumer Assessment of Healthcare
Provider and Systems surveys. Domain scores were categorized as positive versus non-positive.

Results: H-PACT patients were less likely than standard primary care patients to be female, have
four-year college degrees, or to have served in recent military conflicts; they received more
primary care visits and social services. H-PACT patients were more likely than standard primary
care patients in the same facilities to report positive experiences with access (adjusted risk
difference[RD]=17.4), communication (RD=13.9), office staff (RD=13.1), provider ratings
(RD=11.0), and comprehensiveness (RD=9.3). Standard primary care patients in facilities with H-
PACT available were more likely than those from facilities without H-PACT to report positive
experiences with communication (RD=4.7) and self-management support (RD=4.6).

Conclusions: Patient-centered medical homes designed to address the social determinants of
health offer a better care experience for homeless patients, compared to standard primary care
approaches. The lessons learned from H-PACT can be applied throughout VHA and to other
healthcare settings.

Keywords

homelessness; patient experience; primary care; Veterans

Healthcare systems value patient experiences with care as a marker of qualityl2 because
patients who report positive experiences are more likely to use primary care services, follow
provider recommendations, continue medications as prescribed, and rate their health
favorably.3-° Positive healthcare encounters may be particularly important for persons with
homeless experiences (henceforth “homeless™) because these patients have suboptimal
health behaviors, difficulty accessing care, and poor outcomes due to these factors.6-11
Healthcare systems lack information to guide efforts to improve the experiences of homeless
patients.

More than 37,000 Veterans are homeless on a given night.12 The Veterans Health
Administration (VHA) has led primary care redesign efforts to optimize the healthcare
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experience of all Veterans, including those who are homeless.13 In 2010, VHA facilities
implemented a patient-centered medical home (PCMH) model of care that reorganized
providers and staff into interdisciplinary primary care teams. With a goal of improving care
efficiency, these teams are responsible for delivering comprehensive, well-coordinated,
patient-centered care for their empaneled patients.2#15 In addition to this national PCMH
model, 63 VHA facilities since 2012 have developed Homeless Patient Aligned Care Teams
(H-PACTS) — a PCMH model tailored to the unique needs of homeless Veterans.16

Similar to Health Care for the Homeless (HCH) programs in federally qualified health
centers, the H-PACT model is designed to enhance access to care, address the social
determinants of health, and facilitate housing placement for persons who are homeless or at
risk for homelessness.}” H-PACT is highly contextualized, in that the staffing, services, and
features are unique to each facility.18 While variations exist, an H-PACT typically differs
from other primary care teams in several regards. For example, H-PACTs focus explicitly on
the mission to reduce homelessness, provide access accommodations, train providers in
homeless healthcare delivery, and coordinate primary care with mental health, addiction, and
social services.18-20 This tailored PCMH model has evidence of benefit, in that some
homeless patients enrolled in H-PACT have increases in primary care visits?! and greater
reductions in acute services use than homeless patients managed by other primary care
teams in the same facilities.1”22 Patient experiences within H-PACT are, however, unknown.

Prior investigations into homeless patient experiences of care in HCH settings were based on
small numbers of sites, and/or lacked comparison primary care settings dedicated to
homeless patients.®23 In VHA, two studies of patient experiences in tailored and non-
tailored primary care settings produced divergent results.17:24 A first study, conducted prior
to the H-PACT initiative, found that homeless patients reported superior healthcare
experiences in settings with greater tailoring of services towards homeless patient needs.24 A
second study, conducted in two VHA sites that offered H-PACT among their services, found
no differences in the experiences of homeless patients enrolled in H-PACT versus other
primary care teams at those sites.1’” A potential reason for the discrepant findings is that the
latter studyl’ focused on 266 Veterans who consented to enter a prospective study, and such
volunteers may have been prone to regard care favorably.

To answer the question of whether H-PACT offers a better patient experience than standard
VHA primary care on a broader scale, this study analyzes national data from VHA’s
validated survey of healthcare experiences to compare the experiences of homeless patients
in H-PACT to those of homeless patients receiving standard primary care in the same
facilities, and standard primary care in facilities without any H-PACT. We hypothesized that
homeless patients enrolled in H-PACT would be more likely to report positive healthcare
experiences than homeless patients receiving standard primary care.

We conducted a retrospective cohort study of primary care experiences in a large sample of
patients with homeless experiences who received primary care in urban VHA facilities.
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Data Sources and Study Sample

We accessed data from the fiscal year (FY) 2014-2015 Patient Centered Medical Home
Survey of Healthcare Experiences of Patients (PCMH-SHEP), a validated ongoing survey of
VHA primary care experiences conducted by the VHA Office of Reporting, Analytics,
Performance, Improvement and Deployment.2> Veterans are eligible for the PCMH-SHEP if
they received VHA outpatient services in the past month, had a primary care visit with the
lead provider of their assigned primary care team lead in past 10 months, and did not
participate in the prior year’s survey. Each month, a stratified, random sample of eligible
Veterans are mailed a letter explaining the survey goals, followed by the survey the second
week, and a thank-you/reminder postcard the third week.

This study includes eligible Veterans with recent administrative evidence of homelessness.
We linked records from the 2014-2015 PCMH-SHEP with sociodemographic and clinical
characteristics drawn from VHA administrative records in the year prior to the survey.
Veterans were coded as “homeless” if they had one inpatient or outpatient visit where lack of
housing, unstable housing, or other housing circumstances were documented (ICD-9 codes
V60.0, VV60.1, VV60.89, V60.9), or they received VHA homeless services.2® This definition
aligns with the H-PACT goal of managing care for persons at-risk of homelessness, and
could include patients with a domicile at the time of the survey. We excluded data from
participants not meeting the study classification of H-PACT enrollment (see below), and
those with missing data on study variables. All study procedures were approved by
institutional review boards at the University of Utah, VA Salt Lake City Health Care System,
and VA Pittsburgh Healthcare System.

Facilities with H-PACT

As described elsewhere,2” we identified VHA facilities that had an H-PACT functioning the
entire 12 months prior to the first PCMH-SHEP administration (as early as FY 2013) and
through FY 2015. Because all facilities with H-PACT in FY 2013-2015 were located in U.S.
urban areas, we chose urban VHA facilities with no known H-PACT for comparisons. To
identify urban sites, facility geocoded attributes were extracted from VHA Site Tacking
(VAST) records.28 We selected facilities classified in VAST as urban (versus rural, highly
rural, or insular), based on rural-urban commuting area (RUCA) definitions.

Enrollment in H-PACT versus Other Primary Care Teams

Regardless of housing circumstances, Veterans seeking VHA primary care services are
assigned to a primary care team based on provider workload, appointment availability, and
service needs. In facilities with H-PACT available, referrals occur through homeless
outreach, Veteran word-of-mouth, and close relationships between H-PACT and other
medical service lines. While specific enrollment criteria vary by site, H-PACT providers
seek to enroll high-risk, high-need patients who are unwilling or unable to access traditional
primary care services.20

We used VHA administrative records of primary care team assignment to determine
enrollment in H-PACT versus other primary care teams in the year prior to the PCMH-
SHEP. A one-year window was selected because the PCMH-SHEP asks patients to report on
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experiences with their assigned primary care team in the past 12 months. We coded patients
as “enrolled in H-PACT” if they were assigned to an H-PACT for the full year prior to
PCMH-SHEP, and “standard primary care” if they were not assigned to H-PACT at any time
in the prior year. We excluded patients assigned to H-PACT for only part of the year to
isolate patient experiences within H-PACT versus other VHA primary care teams. To avoid
misclassification, we excluded data from a small number of patients (n=69) with H-PACT
enrollment data who primarily received care at VHA facilities without any H-PACT.

Primary Care Experiences

Covariates

We examined patient-reported experiences with primary care in eight domains.2> We
grouped PCMH-SHEP items into domains of access, communication, and office staff
helpfulness/courtesy based on the Consumer Assessment of Healthcare Provider and
Systems (CAHPS) Clinician and Group Survey 3.0,2 and domains of comprehensiveness,
shared decision-making, and self-management support based on the CAHPS PCMH
Supplement 2.0.3931 The access domain assesses how often patients received timely
appointments, care, and information. The communication domain assesses how well
providers communicated with patients. The office staff domain assesses staff helpfulness,
courtesy, and respect. Comprehensiveness assesses whether providers pay attention to
mental or emotional health. Shared decision-making assesses whether providers discussed
medication decisions with patients. Self-management support assesses whether providers
supported patients in taking care of their own health. One item assesses care coordination
(“In the last twelve months, how often did the provider seem informed and up-to-date about
the care you got from specialists?”’) and one assesses patients’ overall rating of providers.

For domains with multiple items, composite scores were calculated as the average of
applicable, non-missing items for that domain. The domain scores were highly skewed, with
a majority of homeless Veterans reporting positive experiences. Therefore, we categorized
experiences in each domain as negative, moderate, or positive using approaches published in
prior studies.32:33 Specifically, we reviewed the distribution of responses and selected
plausible cut-points for negative and positive experiences that ensured at least 10% of
respondents in each category (Supplemental Digital Content 1). This process also minimized
the potential impact of extreme response tendencies, which have been found among racial/
ethnic minority and lower education groups.34:35

We controlled for patient characteristics typically associated with patient experiences with
care.8:32:36-38 From the PCMH-SHEP, we controlled for race/ethnicity, education, general
health and mental health ratings (categorized as fair/poor vs. excellent/very good/good), and
number of past year visits to the assigned primary care team. From administrative data, we
selected prior year age, sex, marital status, and urban versus rural geographic residence. In
10% of cases, we used urban/rural residence recorded in 2017 because data were missing in
the year preceding the PCMH-SHEP. We used the Gagne Comorbidity Index, a weighted
index of chronic conditions predictive of one-year mortality, as a measure of medical
morbidity.3% We controlled for psychiatric disorder diagnoses, defined as one inpatient or
two outpatient visits with mental health or substance abuse ICD-9 diagnoses in the prior
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year.40 Types of psychiatric disorders (e.g., mood, anxiety, etc.) were based on the
Healthcare Cost and Utilization Project’s Clinical Classification Software for Mental Health
and Substance Abuse,*! modified in the current study to include post-traumatic stress
disorder. To account for exposures to other VHA social services, we controlled for whether
or not patients received: healthcare for homeless Veteran services, U.S. Housing and Urban
Development — Veterans Affairs Supportive Housing (HUD-VASH) vouchers, grant and per
diem services, community work therapy, justice-related services, or domiciliary care for
homeless Veterans.

Statistical Analyses

Results

Analyses were conducted using Stata version 15.0. We applied PCMH-SHEP survey design

and post-stratification weights to account for varying proportions of patients sampled across
VHA settings and differential response by age and sex. Standard errors were estimated using
a Taylor series approximation that accounted for the stratified sampling design.

We used cross-tabulations and design-adjusted chi-square tests to compare the distribution of
patient characteristics and PCMH-SHEP responses (categorized as negative, moderate, or
positive) for groups differing in H-PACT enrollment. Because only a small percentage of
participants enrolled in H-PACT reported negative care experiences (4-13% in any single
domain), we combined the negative and moderate response categories in subsequent
analyses.

We used multivariable logistic regressions to estimate group differences in reporting positive
(versus moderate/negative) experiences with care, controlling for sociodemographic and
clinical characteristics. We converted model estimates to predicted probabilities (0-100
percentage scale) and risk differences to aid interpretation.

We conducted a sensitivity analysis to determine if study results would change when
accounting for unmeasured variations in site and H-PACT implementation. Specifically, we
limited analyses to VHA facilities with H-PACT among their services, and added site-
specific dummy variables to the multivariable logistic regression models.

Of 63 facilities with a known H-PACT, 25 were open throughout FY 2013-2015; 485
facilities in urban areas had no H-PACT (Figure 1). From the study facilities, 57,517
homeless patients were eligible for the PCMH-SHEP, and 13,344 (23%) responded to the
survey. The response rates were similar for homeless Veterans enrolled in H-PACT (23%),
compared to homeless Veterans receiving standard primary care in VHA facilities with an
H-PACT available (22%) and in facilities without H-PACT (24%). Homeless survey
respondents were more likely than non-respondents to be male (91% vs 87%) and age 65 or
older (29% vs 15%); they were less likely to have served in the Gulf War and more recent
conflicts (16% vs 36%), to have psychiatric disorder diagnoses (64% vs 72%), and less
likely to have used VHA homeless services in the year prior to PCMH-SHEP (80% vs 85%).
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Among survey respondents, 864 (7%) were excluded due to missing data on study variables
of interest (i.e., education, health rating, mental health rating, race/ethnicity, marital status,
urban versus rural residence; < 3% missing on any single variable). Respondents with
missing data did not differ statistically from respondents with complete data on any of the
study variables (all p’s > 0.05). The final sample included 251 patients enrolled in H-PACT
for one year, 1,527 receiving standard primary care in facilities with H-PACT available, and
10,079 receiving standard primary care in facilities without H-PACT.

Differences in Sociodemographic and Clinical Characteristics among H-PACT Enroliment

Groups

H-PACT patients were less likely than homeless patients receiving standard primary care to
be female or non-Hispanic white, to have served in the recent military conflicts, to rate their
general health as fair or poor, or to have post-traumatic stress disorder diagnoses (Table 1).
H-PACT patients received more primary care visits and were more likely to receive social
services, such as health care for homeless Veterans, HUD-VASH vouchers, or grant and per
diem services.

Primary Care Experiences across H-PACT Enrollment Groups

H-PACT patients reported more positive healthcare experiences than homeless patients
receiving standard primary care in facilities with or without H-PACT available (Table 2; all
p’s <.001). Specifically, 54%-75% of H-PACT patients reported positive experiences in any
single domain, compared to 35%-58% of standard primary care patients. Only 4%-12% of
H-PACT patients reported negative experiences in any single domain.

Adjusted Differences in Primary Care Experiences by H-PACT Enrollment Groups

After controlling for potential confounders, primary care use, and exposure to other social
services, H-PACT enrollment was a significant predictor of primary care experiences (Table
3). H-PACT patients were more likely to report positive primary care experiences than
homeless patients receiving standard primary care in the same facilities in five domains:
access (adjusted risk difference[RD]=17.4), communication (RD=13.9), office staff
(RD=13.1), ratings of providers (RD=11.0), and comprehensiveness (RD=9.3). Standard
primary care patients from facilities with H-PACT available were more likely than patients
from facilities without H-PACT to report positive experiences in communication (RD=4.7)
and self-management support (RD=4.6).

As shown in Table 4, the patterns of more positive experiences associated with H-PACT
enrollment were largely unchanged when controlling for study site; differences in
experiences with comprehensiveness no longer reached statistical significance (p=0.11).

Discussion

This evaluation of national healthcare experience data sought to determine whether VHA’s
homeless-tailored PCMH model of care offers a better healthcare experience for homeless
patients, compared to VHA’s non-tailored PCMH approach. VHA is an ideal laboratory to
test such primary care innovations due to its national reach, mission of caring for the most
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vulnerable Veterans, and standardized collection of patient experience surveys for health
systems redesign efforts. In this large sample of patients with evidence of homelessness,
patients enrolled in an H-PACT were much more likely to report positive experiences with
care than patients receiving standard primary care in the same facilities. Our results build
upon those from a prior study which found that VHA facilities with tailored PCMH
approaches offer a better experience for homeless Veterans than other VHA facilities,2” and
suggest that actual enrollment in H-PACT is a key factor in patient experiences with care.

Prior studies have documented negative healthcare encounters, such as perceptions of
discrimination and feelings of being unwelcome, that contribute to homeless persons’
suboptimal engagement with healthcare services.#243 That very few H-PACT patients in the
current study reported negative healthcare experiences is an important finding. The
percentage of H-PACT patients who reported negative experiences (3.7%-13.0% across
domains) were considerably lower than percentages reported in the literature for non-
homeless VHA outpatients (9.6%-28.3%).27 The patterns of results offer a hint that H-PACT
may mitigate negative healthcare encounters that are thought to prevent homeless persons
from seeking care.

Our finding of large differences in positive healthcare experiences in H-PACT versus
standard primary care could be due to specific H-PACT services design features. For
instance, some H-PACTSs have expanded clinic hours, walk-in appointment capabilities, and
small panel sizes to accommodate longer appointments; some use warm hand-offs to
connect patients with other VHA services, conduct outreach to highly vulnerable patients
who may not otherwise utilize VHA services, and offer staff training on homelessness. It is
possible that features such as these could account for our observation of large difference
between patients enrolled in an H-PACT versus standard primary care in the domains of
access, office staff helpfulness/courtesy, and comprehensiveness. Notably, in the same
domains, we observed no differences for patients receiving standard primary care in
facilities with H-PACT available compared to facilities without H-PACT. Our findings imply
that service design elements geared toward access, staff training, and services integration
may be particularly important for enhancing homeless patient experiences with care.

Experience and interest in serving highly vulnerable populations is likely also important.
VHA facilities to first implement H-PACT programs had existing homeless services and
relatively large numbers of homeless Veterans.2” Therefore, it is possible that our finding of
differences in experiences with communication and self-management support between
standard primary care patients in facilities with H-PACT available compared to facilities
without any H-PACT could be due to provider experience in and commitment to caring for
homeless Veterans. Provider training in communication skills and homeless healthcare
curriculum® are potential strategies to strengthen patient-provider relationships and enhance
healthcare experiences for homeless patients in facilities lacking homeless-specific services.

The study findings have implication for practice and future research. Our observation of
positive care experiences builds upon evidence from other studies focused on service

utilization outcomes, and provides a strong rationale for more VHA facilities to invest in
tailored PCMH approaches. In facilities with an existing H-PACT, it will be important to
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expand the benefits of H-PACT to other patients with housing needs. In facilities with H-
PACT available, only 25% of homeless patients had any H-PACT assignment; 12% were H-
PACT-enrolled for a full year prior to PCMH-SHEP. Some patients with less acute clinical
and social needs may not be targeted for enroliment, while others are transferred out of H-
PACT when they become clinically and socially stable.20 To increase H-PACT enrollment,
VHA facilities may consider hiring more providers to expand capacity, identifying H-PACT
champions, and/or increasing outreach activities. To avoid disrupting existing primary care
relationships for homeless patients enrolled in standard primary care, facilities might
consider adapting effective H-PACT features to other primary care teams in the same
facilities. To identify those service design features that matter most, one ongoing study is
surveying H-PACT providers and several thousand Veteran outpatients to determine which
service features (e.g., team composition, access accommodations, services integration) relate
to patient experiences with care. Future research is needed to determine clinical and social
benefits of H-PACT relative to standard primary care, and to identify which patients are
most likely to benefit from such approaches.

This study has limitations. First, the study definition of H-PACT enrollment required a one-
year threshold in VHA facilities with an H-PACT established by FY 2013. While this was
necessary for internal validity, study findings may not generalize to all H-PACTSs open today,
to patients transferred out of H-PACT, or to patients not yet enrolled a full year. Second,
generalizability is limited by modest survey response rates for all homeless patients.
Veterans with homeless experiences could receive mailed surveys at their current residence
(including shelters) or at addresses of a friend or family member, post office box or general
delivery, or business. The study estimates of positive care experiences for all homeless
Veterans may be optimistic if respondents included formerly homeless Veterans or those
with less acute housing needs at the time of the mailing, and if current (as opposed to prior)
homelessness is associated with worse primary care experience reporting; ongoing VHA
research is examining this question.

Third, the study measure of patient experience does not assess homeless-specific concerns
and service needs, such as stigma related to homelessness and assistance in obtaining food,
shelter, or clothing.#2 Future research that employs patient experience measures tailored to
the study population, such as the Primary Care Quality-Homeless instrument,*> may provide
further insights into the unique benefits of H-PACT for persons who are homeless. Finally,
lack of random assignment limits causal conclusions. It is possible that unmeasured
differences across groups in patient preference or motivation could account for our
observation of more positive experiences within H-PACT versus other primary care teams.

This is a first national study to document positive healthcare experiences within a PCMH
model tailored to the clinical and social service needs of homeless Veterans. The
significance of these findings is underscored by prior literature documenting substantial
patient and health system benefits associated with positive care experiences.46:47 The pro-
active and compassionate philosophy of caring for vulnerable populations that is fostered by
VHA through the H-PACT initiative is likely a factor leading to positive healthcare
experiences of homeless Veterans. This philosophy, and the lessons learned from H-PACT,
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can be scaled throughout VHA and form the basis for caring for vulnerable patients in other
healthcare settings.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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2014-2015 PCMH-SHEP

548 US urban fadlities sampled in

38 facilities excluded

Y

37 opened H-PACT after October 2012
1 closed H-PACT prior to October 2013

¥

510 VHA facilities

57.517 Homeless patients sampled

45.660 Homeless patients excluded
44,173 did not return survey

310 survey items not applicable
864 missing data on study variables

A\

Y

244 enrolledin H-PACT <1 year
69 had H-PACT enrollment data, received
care at facility without H-PACT

Analvtic sample
Homeless primary Homeless PC patient Homeless PC patient
care (PC) patient enrolled in standard PC  enrolled in standard
enrolled in H-PACT  in facility with H-PACT  PC in facility without
> 1 year available H-PACT
n=251 n=1,527 n=10,079
Figure.

Inclusion and exclusion criteria applied to create an analytic sample of homeless patients
who received care at Veterans Healthcare Administration (VHA) facilities with or without an
Homeless Patient Aligned Care Team (H-PACT) among their services, and who completed
the 2014-2015 Patient Centered Medical Home Survey of Healthcare Experiences of
Patients (PCMH-SHEP). Exclusion criteria were applied sequentially.
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Sociodemographic and Clinical Characteristics of Homeless Primary Care Patients in the Veterans Health

Administration, by H-PACT Enrollment Groups.

Facility with H-PACT

Enroledin  Enrolledin %iﬂﬂ‘ﬁ.ﬁ%&?
a standard PC H-PACT
(n=251) (n=1,527) (n=10,079)
Characteristic % s % s % SE X2 povalue
Female sex 33 14 145 15 115 0.5 6.99 <.001
Age 2.03 .08
18-44 176 41 200 1.9 22.7 0.9
45-54 233 37 24.4 15 257 0.7
55-64 486 42 385 1.6 354 0.7
65+ 104 21 17.0 1.0 16.7 0.4
Race/ethnicity 28.86  <.001
Non-Hispanic white 273 36 319 1.6 48.9 0.8
Non-Hispanic black 577 41 517 1.8 36.5 0.8
Other 151 2.8 16.4 14 14.6 0.6
Education 1.47 .18
< 12 years education 9.3 25 5.9 0.7 5.7 0.3
High school equivalent 342 38 301 1.6 324 0.7
Some college 49.1 43 498 1.8 48.7 0.8
4 year college degree 7.4 19 141 1.2 13.2 0.5
Marital status 8.41 <.001
Married 126 3.2 17.9 1.4 22.5 0.6
Previously married 449 42 482 1.8 50.9 0.8
Never married 425 42 339 1.7 26.6 0.7
Rural residence 21 1.0 5.0 0.7 15.6 0.5 60.67  <.001
Service era(s)
Pre-Vietnam 0.2 0.2 4.7 0.5 4.4 0.2 7.43 .002
Vietnam 405 40 362 15 33.0 0.6 3.53 .03
Post-Vietnam 388 41 307 1.6 30.1 0.7 2.18 A1
Gulf war or more recent 198 42 269 1.9 31.8 0.9 5.24 .006
General health fair/poor 36.9 40 470 1.8 49.9 0.8 4.93 .01
Mental health fair/poor 459 43 533 17 53.3 0.7 1.25 .29
Gagne comorbidity (mean, sd) 125 013 110 0.05 1.13 0.02 0.58 .56
Psychiatric Diagnoses
Mood disorder 413 42 488 1.8 48.6 0.8 1.23 .29
Post-traumatic stress disorder 120 25 252 1.6 255 0.8 55 .005
Other anxiety disorders 203 35 170 1.4 19.1 0.6 1.07 .34
Psychotic disorder 132 3.0 106 11 8.1 0.5 4.14 .02
Alcohol use disorder 328 39 262 15 26.6 0.7 121 .29
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Facility with H-PACT
Enroledin  Enrolledin %ﬁﬂﬁf&?
a standard PC H-PACT
(n=251) (n=1,527) (n=10,079)

Characteristic % s % s % SE X2 p-alue
Drug use disorder 278 36 252 15 25.2 0.7 0.22 .80

VHA primary care visits 1092 <.001
lor2 26.7 3.8 37.8 1.7 459 0.8
3or4 385 42 366 1.8 34.5 0.8
5 or more 348 4.1 25.6 15 19.6 0.6

Other VHA services
Healthcare for homeless Veterans  66.6 3.9  54.8 1.7 54.1 0.8 3.71 .03
HUD-VASH 622 43 480 1.8 39.7 0.8 20.41 <.001
Grant and per diem 261 35 177 1.4 12.9 0.6 1421 <001
Community employment services 0.6 0.4 0.3 0.1 0.8 0.1 2.69 .07
Justice related programs 5.8 2.1 4.2 0.8 6.7 0.4 3.50 .03
Domiciliary 1.7 0.7 1.6 0.5 2.1 0.2 0.66 .48

Abbreviations: Homeless = at least 1 past year diagnosis related to homelessness or receipt of VHA homeless services; H-PACT = Homeless
Patient Aligned Care Team; HUD-VASH = U.S. Department of Housing and Urban Development-Veterans Affairs supported housing voucher; PC

= primary care.

a . . . . .
n = number of respondents to the Patient-Centered Medical Home Survey of Healthcare Experiences of Patients (PCMH-SHEP), administered
nationally to Veterans Health Administration (VHA) primary care patients.

bAII estimates use PCMH-SHEP survey weights. % = Survey weighted percent. SE = standard errors account for clustering by design strata (VHA

facility, survey month). The table p-values are from survey weighted tests of differences. X2 tested for group differences in binary or categorical

sociodemographic characteristics. ANOVA tested for group differences in Gagne comorbidity index.
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Table 2.

Percent of VHA Homeless Primary Care Patients who Reported Positive, Moderate, and Negative Primary
Care Experiences, by H-PACT Enroliment Groups

Facility with H-PACT

Standard PC in
Enrolledin  Enrolledin  facility without
H-PACT standard PC H-PACT
(n=251) (n=1,527) (n=10,079)
Domain % SE % SE % SE X2 p-value
Access 441 .002
Positive 55.7 45 350 1.8 34.7 0.8
Moderate 379 43 514 19 511 0.8
Negative 6.4 27 136 15 14.3 0.6
Communication
Positive 751 39 582 1.8 52.0 0.8 793 <001
Moderate 192 34 256 15 27.9 0.7
Negative 5.7 24  16.2 15 20.1 0.6
Office staff helpfulness/courtesy 293 .02
Positive 66.8 4.2 50.8 1.8 53.8 0.8
Moderate 209 36 331 1.7 29.7 0.7
Negative 123 31 16.1 13 16.5 0.7
Provider rating 8.01 <001
Positive 65.1 42 504 1.8 43.3 0.8
Moderate 298 39 35 17 394 0.8
Negative 51 24 141 1.4 17.3 0.6
Comprehensiveness 3.28 .01
Positive 656 40 540 18 52.0 0.8
Moderate 244 37 289 1.7 28.6 0.7
Negative 100 22 170 13 19.5 0.6
Coordination 3.07 .02
Positive 679 53 56.9 2.1 52.2 0.9
Moderate 283 49 340 2.0 35.0 0.9
Negative 3.7 3.2 9.1 14 12.9 0.7
Self-management support 740 <.001
Positive 648 42 528 1.8 46.3 0.8
Moderate 221 37 212 14 23.8 0.7
Negative 13.0 30 255 1.6 29.9 0.7
Shared decision-making 6.53  <.001
Positive 536 52 415 21 36.9 0.9
Moderate 396 51 471 2.1 44.7 1.0
Negative 6.8 32 115 13 18.4 0.8

Abbreviations: H-PACT = Homeless Patient Aligned Care Team; PC = primary care; VHA = Veterans Health Administration.
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Domains were drawn from the 2014-2015 Patient-Centered Medical Home Survey of Healthcare Experiences of Patients (PCMH-SHEP). Positive
experiences include optimal experiences (e.g., provider “Always” listens); while the negative experience include suboptimal experiences (e.g.,
provider “Never” or only “Sometimes” listens).
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Risk Differences in Positive Care Experiences Associated with H-PACT Enrollment, Controlling for Site and

Patient Covariates.

Enrolled in
Enrolled standard
inH-PACT primary care

(n=251) (n=1,527) Risk difference (RD)
Primary care domain % % RD 95% ClI
Access 56.2 35.0 21177 112,310
Communication 718 58.7 131 45217
Office staff helpfulness/courtesy 63.6 51.3 1237 3.5,21.0
Provider rating 62.6 50.7 11.97 2.4,21.4
Comprehensiveness 62.0 54.5 75 -1.6, 16.6
Care coordination 65.8 57.2 8.6 -2.9,20.1
Self-management support 60.3 53.4 6.9 -2.7,16.6
Shared decision-making 51.8 41.7 10.2 -2.0,22.3

*
p<.05

*:

p<.01

Hook:

*
'p<.001

Study sites included 25 VHA facilities with an H-PACT implemented by October 2013. % = Predicted probability of reporting positive healthcare
experiences, calculated separately by primary care enrollment groups (H-PACT or standard primary care). Probabilities were estimated from
logistic regression models predicting positive versus moderate/negative experiences with care. Models, run separately for each domain of care,
controlled for patient sex, age, race/ethnicity, education, marital status, rural versus urban residence, period of service, physical and mental health

ratings, clinical diagnoses, number of primary care visits, receipt of other VHA homeless services; and study site.
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