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Persons who are homeless, particularly those with mental health and/or substance use disorders (MH-
SUDs), often do not access or receive continuous primary care services. In addition, negative experiences
with primary care might contribute to homeless persons’ avoidance and early termination of MHSUD
treatment. The patient-centered medical home (PCMH) model aims to address care fragmentation and
improve patient experiences. How homeless persons with MHSUDs experience care within PCMHs is
unknown. This study compared the primary care experiences of homeless and nonhomeless veterans with
MHSUDs receiving care in the Veterans Health Administration’s medical home environment, called
Patient Aligned Care Teams. The sample included VHA outpatients who responded to the national 2013
PCMH-Survey of Health Care Experiences of Patients (PCMH-SHEP) and had a past-year MSHUD
diagnosis. Veterans with evidence of homelessness (henceforth “homeless”) were identified through
VHA administrative records. PCMH-SHEP survey respondents included 67,666 veterans with MHSUDs
(9.2% homeless). Compared with their nonhomeless counterparts, homeless veterans were younger, more
likely to be non-Hispanic Black and nonmarried, had less education, and were more likely to live in urban
areas. Homeless veterans had elevated rates of most MHSUDs assessed, indicating significant co-
occurrence. After controlling for these differences, homeless veterans reported more negative and fewer
positive experiences with communication; more negative provider ratings; and more negative experi-
ences with comprehensiveness, care coordination, medication decision-making, and self-management
support than nonhomeless veterans. Homeless persons with MHSUDs may need specific services that
mitigate negative care experiences and encourage their continuation in longitudinal primary care services.
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Persons who are homeless (i.e., those who lack a fixed, regular,
and adequate nighttime residence) have complex health care needs,
requiring comprehensive, well-coordinated primary care services.
Compared with their housed counterparts, homeless individuals
have elevated rates of chronic medical conditions, such as hyper-
tension and diabetes (Fazel, Geddes, & Kushel, 2014) that con-
tribute to significant medical morbidity and place them at risk for
premature mortality (Geddes & Fazel, 2011; Hwang, 2000; Hwang
et al., 1998). In addition, half (46%) of homeless adults residing in
U.S. shelters experience mental health and/or substance disorders
(MHSUDs; U.S. Department of Housing & Urban Development,
2011) that, when present, worsen the homeless condition and add
to poor health outcomes (Druss, Zhao, Von Esenwein, Morrato, &
Marcus, 2011; Kertesz et al., 2013; Whiteford et al., 2013). While
comprehensive, well-coordinated primary care services are
needed, nearly three quarters (73%) of homeless persons report
unmet health care needs (Baggett, O’Connell, Singer, & Rigotti,
2010; Desai & Rosenheck, 2005; Lebrun-Harris et al., 2013).

Several factors have been identified as contributing to homeless
veterans’ underutilization of primary care services, including lack
of transportation, insurance, and a usual source of care, and pres-
ences of competing priorities (Chwastiak, Tsai, & Rosenheck,
2012; Gelberg, Andersen, & Leake, 2000; Gelberg, Gallagher,
Andersen, & Koegel, 1997; Kushel, Vittinghoff, & Haas, 2001;
Steward et al., 2016). Another critical factor that affects homeless
persons’ primary care service use is negative perceptions of how
homeless persons were treated by health care providers and their
perceptions of the health care environment (Mason, Jensen, Bo-
land, Harrell, & Vredevoe, 1992; O’Toole, Johnson, Redihan,
Borgia, & Rose, 2015; Steward et al., 2016; Wen, Hudak, &
Hwang, 2007). For example, homeless persons participating in
qualitative interviews have reported feeling unwelcome (Wen et
al., 2007) and being treated with prejudice in health care settings
(Rae & Rees, 2015). In one survey of homeless persons with
MHSUDs participating in a Housing First intervention in Toronto,
30% of homeless persons reported experiences of health care
discrimination due to homelessness or poverty (Skosireva et al.,
2014). Perceptions of care, such as these, reduce patients’ satis-
faction with health services delivery (Ware & Davies, 1983) and
contribute to avoidance of the health care system (McCabe, Mac-
nee, & Anderson, 2001; O’Toole, Johnson, Borgia, & Rose, 2015;
Stringfellow et al., 2016; Wen et al., 2007), potentially leading to
health inequity and health service disparities (Geddes & Fazel,
2011; LePage, Bradshaw, Cipher, Crawford, & Hoosyhar, 2014).

Whether homeless persons with MHSUDs encounter more neg-
ative experiences than housed persons is largely unknown. Na-
tional investigations of health care experiences among patients
with MHSUDs (e.g., patient perceptions of the accessibility of
needed services, provider communication skills, and office staff
helpfulness/courtesy) have not reported on findings for homeless
persons (Burnett-Zeigler, Zivin, Ilgen, Islam, & Bohnert, 2011;
Jones et al., 2015; Kilbourne et al., 2006). Studies focused on
homeless persons’ experiences have been restricted to a small
number of clinics (Chrystal et al., 2015; Zerger et al., 2014), have
lacked a nonhomeless comparison group (Kertesz et al., 2014), had
small samples (Steward et al., 2016), or did not assess patient
experiences with care in domains relevant to MHSUD care (e.g.,
comprehensiveness, care coordination, medication decision-mak-
ing; Lebrun-Harris et al., 2013). This is a notable gap in the

literature considering that homeless persons disproportionately
suffer from MHSUDs and patient experiences with care in general
outpatient settings affect MHSUD service use and clinical out-
comes (Bauer et al., 2014; Kim et al., 2007; True, Rigg, & Butler,
2015).

To fill these gaps in the literature, we examined the primary care
experiences of homeless and nonhomeless veterans with MHSUDs
receiving primary care in the Veterans Health Administration
(VHA). VHA has been at the forefront of primary care redesign
efforts that could improve homeless persons’ experiences with
care (Nelson et al., 2014; O’Toole et al., 2011; Rosland et al.,
2013). In 2010, VHA began reorganizing primary care providers
and staff into Patient-Aligned Care Teams (PACTs) in an effort to
deliver efficient, well-coordinated, comprehensive, patient-
centered care. Each PACT includes a primary care provider, reg-
istered nurse case manager, clinical staff assistant (i.e., licensed
practical nurse, licensed vocational nurse, or medical assistant),
and administrative clerk. Sharing responsibility for treating the
whole patient, PACT members are expected to meet regularly to
facilitate communication and care planning. In addition to the core
PACT members, an expanded team of pharmacists, social workers,
mental and behavioral health providers, dieticians, and other spe-
cialists provide consultation to PACTs and facilitate care transi-
tions into specialty services (e.g., medical, mental health, housing,
vocational) when needed. The PACT initiative, based on the
patient-centered medical home model, is thought to address the
drivers of health care disparities (e.g., poor access, fragmentation
of services, and low satisfaction with services) that cluster in
vulnerable populations, such as homeless persons with MHSUDs.

This study was designed to compare and contrast the experi-
ences of homeless and nonhomeless veterans with MHSUDs re-
ceiving primary care in VHA’s PACT environment. Specifically,
we compared patients’ positive and negative experiences with care
in domains relevant to PACT goals: access, communication, office
staff helpfulness/courtesy, overall provider rating, comprehensive-
ness, care coordination, medication decision-making, and self-
management support. We hypothesized that homeless veterans
with MHSUDs would report more negative and fewer positive
experiences with primary care than nonhomeless veterans. Be-
cause sociodemographic and clinical characteristics, such as age,
race/ethnicity, and MHSUDs are related to homelessness (Hermes
& Rosenheck, 2016; Lebrun-Harris et al., 2013; Tsai & Rosen-
heck, 2015) and patient experiences with primary care (Burnett-
Zeigler et al., 2011; Campbell, Ramsay, & Green, 2001), we
examined whether homeless differences in patient experiences
with care persisted after controlling for sociodemographic and
clinical characteristics.

Method

Procedures

We conducted a cross-sectional analysis to examine differences
in primary care experiences between homeless and nonhomeless
veterans with MHSUDs who received primary care in VHA be-
tween October 2012–September 2013 (henceforth 2013).
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Data Sources and Study Sample

We used data from the 2013 Patient-Centered Medical Home-
Survey of Health Care Experiences of Patients (PCMH-SHEP), an
ongoing survey of VHA primary care experiences conducted by
the VHA Office of Analytics and Business Intelligence (VHA
Office of Analytics & Business Intelligence, 2012). Veterans are
eligible for the PCMH-SHEP if they received VHA outpatient
services in the index month, had a primary care visit with an
assigned PACT provider in the 10 months prior to the index
month, and did not participate in the prior year’s survey. A
stratified, random sample of eligible veterans are mailed a letter
explaining the goals of the survey, followed by the survey the next
week, and a thank-you/reminder postcard the third week.

For the current study, patient responses from the 2013 PCMH-
SHEP were linked to past-year diagnoses and sociodemographic
characteristics from VHA administrative records. Inclusion crite-
ria: Veterans were eligible for this study if, in the year prior to the
survey, they experienced one inpatient visit or two outpatient visit
days with an International Classification of Diseases version 9
(ICD-9) diagnosis for common MHSUDs, including depression,
posttraumatic stress disorder, other anxiety disorders, bipolar dis-
order, any psychotic disorder, or substance use disorder (Frayne et
al., 2010). If a patient had diagnosis codes for a mental disorder in
remission (i.e., depression, bipolar disorder, or schizophrenia in
remission) that disorder was ignored. Exclusion criteria: We ex-
cluded patients who had missing data on one or more of the study
variables of interest (described below). All study procedures were
approved by the VA Pittsburgh Health Care System’s Institutional
Review Board.

Measures

Outcome variables. We examined patient-reported experi-
ences with care in eight domains measured in the PCMH-SHEP
survey, which is based on the Consumer Assessment of Health
Care Providers and Systems (CAHPS) PCMH Survey (version 2.0;
Hays et al., 2014; Scholle et al., 2012; see Table 1 for survey items
and response options). Briefly, the access domain (six items, � �
.88) assesses how often patients got timely appointments, care, and
information. The communication domain (six items, � � .95)
assesses how well providers communicated with patients. The
office staff domain (two items, � � .85) assesses staff helpfulness,
courtesy, and respect. Comprehensiveness (three items, � � .79)
assesses whether providers pay attention to mental or emotional
health. Support for self-management (two items, � � .67) assesses
whether providers supported patients in taking care of their own
health. Medication shared decision-making (three items, � � .73)
assesses whether providers discussed medication decisions with
patients. One item assesses patients’ overall rating of providers
using a 0–10 scale. In addition, one item assesses care coordina-
tion “In the last 12 months, how often did the provider . . . seem
informed and up-to-date about the care you got from specialists?”

For domains assessed with multiple items, composite scores
were calculated as the average of nonmissing items for each
individual. Consistent with prior studies of health care experi-
ences, the composite distributions were negatively skewed, with
most veterans with MHSUDs reporting positive experiences
(Burnett-Zeigler et al., 2011; Jones et al., 2016). We therefore
sought to categorize each domain as negative, moderate, or posi-

tive (Hausmann, Gao, Mor, Schaefer, & Fine, 2013, 2014). As in
prior research, negative and positive cut-points were selected to
ensure a sufficient number of participants were included in each
category, and to minimize potential problems of extreme response
tendencies (Hausmann et al., 2013; Weech-Maldonado, Elliott,
Oluwole, Schiller, & Hays, 2008).

Independent variable. We identified homeless veterans us-
ing past-year ICD-9 codes in VHA administrative records (Peter-
son et al., 2015). Veterans were coded as “homeless” if, in the past
year, they had one inpatient or outpatient visit where lack of
housing (V60.0), unstable housing (V60.1), or other housing cir-
cumstances (V60.89, V60.9) were documented. Veterans without
past-year documentation of housing concerns (V60.0, V60.1,
V60.89, V60.9) were coded as “nonhomeless.” We chose this
definition based on results of a validation study for classifying
homelessness with VHA administrative data (Peterson et al.,
2015). Additionally, we conducted sensitivity analyses to explore
whether other definitions of homelessness (e.g., lack of housing
[V60.0] only; receipt of VHA homeless services only; lack of
housing or receipt of homeless services) might affect the study
findings. Results were consistent, regardless of how homelessness
was defined with administrative data. Therefore, we retained the
definition recommended in the validation study (Peterson et al.,
2015).

Covariates. We included control variables known to be asso-
ciated with homelessness and patient experiences with care
(Burnett-Zeigler et al., 2011; Campbell et al., 2001; Desai, Ste-
fanovics, & Rosenheck, 2005; Hausmann et al., 2013; Lebrun-
Harris et al., 2013). Specifically, we controlled for race/ethnicity,
education, and self-assessed general health ratings and mental
health ratings (categorized as fair/poor vs. excellent/very good/
good) from the PCMH-SHEP survey. From administrative data,
we selected age, sex, and marital status recorded closest to the
PCMH-SHEP survey date. We chose the Charlson Comorbidity
Index, a weighted index of chronic conditions predictive of 1-year
mortality, as a measure of medical morbidity (Deyo, Cherkin, &
Ciol, 1992). We calculated the Charlson Comorbidity Index using
administrative records in the 12 months prior to their PCMH-
SHEP survey. We also controlled for specific types of MHSUDs
(e.g., depression, anxiety, bipolar disorder, etc.), as well as pa-
tients’ U.S. urban versus rural geographic residence and insurance
status (Medicaid, Medicare, private insurance), available in the
administrative record in the year prior to the PCMH-SHEP survey.
Finally, we controlled for whether veterans’ received primary
care-mental health integration (PC-MHI) services, which could
affect patient experiences with primary care. Because PC-MHI
services were not required at all VHA facilities sampled in the
FY13 PCMH-SHEP, we created a categorical variable to indicate
(a) PC-MHI not required at facility; (b) PC-MHI required at
facility, but no receipt of PC-MHI services; and (c) PC-MHI
required at facility, and PC-MHI services received.

We considered controlling for number of MHSUD diagnoses
(1–7) experienced by homeless and nonhomeless veterans as a
proxy for MHSUD co-occurrence. However, number of MHSUD
diagnoses did not add any predictive value to the multivariable
models which controlled for specific types of MHSUDs. There-
fore, we chose to only control for types of MHSUDs.
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Table 1
Description of Patient Experience Domains, Response Options, and Classification of Negative, Moderate, and Positive Experiences

Domain Survey items Response options Negative Moderate Positive

Access In the last 12 months: Never, sometimes
usually, always
(1–4)

1.00–1.99 2.00–3.74 3.75–4.00
. . . when you phoned this provider’s office to get

an appointment for care you needed right away,
how often did you get an appointment as soon
as you needed?

. . . when you made an appointment for a check-
up or routine care with this provider, how often
did you get an appointment as soon as you
needed?

. . . how often were you able to get the care you
needed from this provider’s office during
evenings, weekends, or holidays?

. . . when you phoned this provider’s office
during regular office hours, how often did you
get an answer to your medical question that
same day?

. . . when you phoned this provider’s office after
regular office hours, how often did you get an
answer to your medical question as soon as
you needed?

. . . how often did you see this provider within 15
minutes of your appointment time?

Communication In the last 12 months, how often did this
provider:

Never, sometimes
usually, always
(1–4)

1.00–2.49 2.50–3.82 3.83–4.00

. . . explain things in a way that was easy to
understand?

. . . listen carefully to you?

. . . give you easy to understand information
about the health questions or concerns?

. . . seem to known the important information
about your medical history?

. . . show respect for what you had to say?

. . . spend enough time with you?
Office staff

helpfulness/courtesy
In the last 12 months, how often: Never, sometimes

usually, always
(1–4)

1.00–2.49 2.50–3.99 4.00
. . . were clerks and receptionists at this

provider’s office as helpful as you thought they
should be?

. . . did clerks and receptionists at this provider’s
office treat you with courtesy and respect?

Provider rating Using any number from 0 to 10, where 0 is the
worst provider possible and 10 is the best
provider possible, what number would you use
to rate this provider?

0–10 0–4 5–9 10

Comprehensiveness In the last 12 months, did anyone in this
provider’s office:

No, yes (0,1) 0 .01–.99 1.00

. . . ask you if there was a period of time when
you felt sad, empty, or depressed?

. . . talk about things in your life that worry you
or cause you stress?

. . . talk about a personal problem, family
problem, alcohol use, drug use, or a mental or
emotional illness?

Coordination In the last 12 months, how often did [provider]
seem informed and up-to-date about the care
you got from specialists?

Never, sometimes
usually, always
(1–4)

1 2–3 4

Medication
decision-making

When you talked about starting or stopping a
prescription medicine:

Never, sometimes
usually, always
(1–4)

1.00–2.00 2.01–3.67 3.68–4.00

. . . how much did this provider talk about the
reasons you might want to take the medicine?

. . . how much did this provider talk about the
reasons you might not want to take a
medicine?

No, yes (1,4)

. . . did this provider ask you what you thought
was best for you?

(table continues)
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Statistical Analyses

Analyses were conducted using Stata 13.0 (StataCorp, 2013).
We applied PCMH-SHEP survey weights to account for partici-
pant selection and survey nonresponse. Standard errors were esti-
mated using a Taylor series approximation that accounted for the
stratified sampling design. We selected Rao-Scott chi-square tests
to examine homeless versus nonhomeless differences in sociode-
mographic characteristics and clinical characteristics. We used
multinomial regression models to estimate differences in reporting
negative, moderate, or positive experiences with care for homeless
versus nonhomeless veterans. We then added covariates to the
model to examine differences in positive or negative primary care
experiences after adjusting for the measured sociodemographic
and clinical characteristics. In both the unadjusted and adjusted
models, we converted the multinomial regression estimates to risk
differences to aid in the interpretation of results. That is, we
estimated differences in the probability of a positive (and negative)
experience assuming everyone in the sample was homeless or
nonhomeless, while holding covariates at their observed values.

Results

The sampling frame included 198,390 veterans with an active
past-year MHSUD diagnosis, of whom 21,891 met the study
definition of homeless and 176,499 were classified as nonhome-
less. Of those sampled, 4,889 homeless veterans (22%) completed
the SHEP and 4,605 (21%) met all study criteria; while 66,865
nonhomeless veterans (38%) completed the SHEP and 63,061
(36%) met all study criteria. In the final weighted sample, 9.2% of
veteran respondents with MHSUDs were homeless.

Differences in Sociodemographic and Clinical
Characteristics Among Homeless and Nonhomeless
VHA Outpatients With MHSUD Diagnoses

Differences were observed on most sociodemographic and clin-
ical variables (see Table 2). Homeless veterans were strikingly
younger than nonhomeless veterans, and evidenced lower Charl-
son comorbidity scores. Compared with their nonhomeless coun-
terparts, homeless veterans were more often Black, nonmarried,
and had less than a 4-year college degree. Homeless veterans were
less likely to live in a rural U.S. area. They were also less likely to
have private insurance or Medicare coverage, but a small percent-
age had Medicaid coverage. Regarding specific MHSUD diagno-
ses, homeless veterans had higher rates of depression, bipolar
disorder, psychotic disorders, and alcohol and drug use disorders,
but lower rates of posttraumatic stress disorder. When number of
MHSUD diagnoses (1–7) was examined, homeless veterans were

less likely than nonhomeless veterans to only receive one diagno-
sis in the past year (34% vs. 55%), and more likely to receive three
or more psychiatric diagnoses in the past year (34% vs. 16%; not
shown in table). Homeless veterans were also more likely than
nonhomeless veterans to receive PC-MHI services in the year prior
to SHEP.

Unadjusted and Adjusted Differences in Primary
Care Experiences of Homeless Versus
Nonhomeless Veterans

In unadjusted models, significant differences in patient experi-
ences were observed in seven of eight domains of care, with
homeless veterans reporting more negative and/or fewer positive
experiences than nonhomeless veterans (see Table 3). Specifically,
homeless veterans reported more negative experiences with access
(risk difference [RD] � 4.21); more negative and fewer positive
experiences with communication (RDs � 4.13 and �7.55, respec-
tively); more negative and fewer positive experiences with office
staff helpfulness/courtesy (RDs � 2.34 and �2.19, respectively);
more negative and fewer positive provider ratings (RDs � 4.30
and �4.41, respectively); and more negative and fewer positive
experiences with care coordination (RDs � 3.02 and �3.56,
respectively). Homeless veterans also reported more negative ex-
periences with comprehensiveness (RD � 2.89), and medication
decision-making (RD � 3.49). No statistically significant differ-
ences were observed in self-management support.

After controlling for sociodemographic and clinical character-
istics known to be associated with patient experiences with care,
many of the homeless versus nonhomeless differences remained
statistically significant, especially in negative experiences (see
Table 2). In particular, Homeless veterans reported more negative
and fewer positive experiences with communication (RDs � 1.74
and �3.90, respectively). Homeless veterans also reported more
negative provider ratings (RD � 1.95), and more negative expe-
riences with comprehensiveness (RD � 2.84), care coordination
(RD � 2.35), and medication decision-making (RD � 2.08). After
adjusting for covariates, homeless veterans also reported more
negative experiences with self-management support (RD � 2.30).
However, no significant differences were observed in experiences
with access or office staff helpfulness/courtesy after adjusting for
covariates.

Discussion

In this national sample of homeless patients with MHSUDs
treated in VHA PACT primary care settings, homeless veterans

Table 1 (continued)

Domain Survey items Response options Negative Moderate Positive

Self-management
support

In the last 12 months, did anyone in this
provider’s office:

No, yes (0,1) 0 .01–.99 1.00

. . . talk with you about specific goals for your
health?

. . . ask you if there are things that make it hard
for you to take care of your health?
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reported more negative and fewer positive experiences than non-
homeless veterans with communication, and more negative expe-
riences with comprehensiveness, care coordination, provider rat-
ings, medication decision making, and self-management support.
Our findings are bolstered by our use of a validated instrument to
assess patient experiences with care among homeless and non-
homeless veterans drawn from a national, population-based sam-
ple. To our knowledge, this is the largest study of homeless
persons’ experiences with primary care to date. The VHA setting
provides a unique opportunity to examine patient experiences as
insurance and cost barriers to primary care and specialty care
services are removed.

Our results highlight specific domains where care could be
improved for homeless veterans with MHSUDs. First, homeless
veterans reported more negative experiences with comprehen-
siveness, which was defined as how often the provider inquired
about mental health, substance abuse, and emotional concerns.
The results are notable in light of VHA’s requirements for
universal mental health/substance abuse screening in primary
care, and implementation of PC-MHI services. Despite these
national initiatives, our finding suggests that homeless veterans
perceive PACT providers as less attentive to their mental health
and emotional concerns, as contrasted with the perceptions of
nonhomeless veterans. While this study was not designed to
investigate reasons for negative experiences with comprehen-
siveness, we offer a potential explanation. It is possible that
primary care providers are unable to sufficiently address home-
less veterans’ mental health and emotional concerns during
primary care visits because they are attending to competing
needs for medical care, housing, employment, or other social
services.

Second, homeless veterans reported less favorable experiences
with care coordination, defined as providers seeming informed and
up-to-date about care from specialists. In a prior study that in-
cluded a small sample (n � 26) of homeless individuals, research-
ers found that homeless persons gave high priority to service
accessibility, care coordination, and cooperation between patients
and providers in the context of their primary care settings (Steward
et al., 2016). VHA’s PACT initiative aims to facilitate care coor-
dination through frequent PACT team meetings, and by having
PACT members oversee care transitions to specialty care provid-
ers. Despite this team-based orientation, our findings suggest that
more work is needed to improve communication between core
PACT team members and consulting medical and mental health
specialists to enhance the coordination of services for homeless
veterans with MHSUDs.

Third, the PACT model aims to include veterans as core
members of health care teams, enabling patients to fully par-
ticipate in treatment decisions and health management. Despite
this goal, we found that homeless veterans reported less in-
volvement with medication decision-making, and less support
for self-management of chronic conditions than nonhomeless
veterans. Homeless patients’ lack of involvement in decision-
making and self-management support strategies could affect
their participation in primary care services and subsequent
health outcomes (O’Toole, Johnson, Redihan, et al., 2015).
Indeed, patient involvement with medication decision-making
has been shown to improve treatment adherence and outcomes
for chronic medical and mental health conditions (Bauer et al.,

Table 2
Sociodemographic Characteristics of Homeless and
Nonhomeless Veterans With Past-Year Mental Health and
Substance Use Disorder Diagnoses

Homeless Nonhomeless

Unweighted n: 4,605 63,061
Weighted percent: 9.2% 90.8%

% SE % SE p-value

Female sex 12.17 .73 10.85 .22 .08
Age �.001

Age 18–44 23.09 1.15 20.41 .34
Age 45–54 33.60 .95 16.24 .22
Age 55–64 34.83 .90 32.43 .25
Age 65� 8.47 .40 30.93 .23

Race/ethnicity �.001
Non-Hispanic White 47.15 1.03 66.71 .29
Non-Hispanic Black 38.17 1.02 17.79 .24
Hispanic 8.37 .64 10.36 .21
Other 6.31 .49 5.14 .14

General health rated fair/poor 51.99 1.04 50.97 .30 .35
Mental health rated fair/poor 62.13 1.00 60.49 .29 .12
Charlson comorbidity �.001

Zero 53.10 1.03 46.80 .30
One 26.01 .87 25.21 .24
Two or more 20.89 .78 27.99 .24

Marital status �.001
Married 16.92 .78 54.86 .30
Previously married 53.95 1.05 31.00 .27
Never married 29.14 1.01 14.14 .25

Education �.001
�12 years education 5.66 .38 6.29 .11
High school equivalent 33.08 .93 29.13 .25
Some college 50.27 1.04 45.28 .30
4-year college degree 10.99 .66 19.29 .24

Rural U.S. residence 16.41 .69 35.53 .26 �.001
Type(s) of insurance

Private 13.47 .71 33.78 .28 �.001
Medicaid 6.57 .45 1.62 �.01 �.001
Medicare 21.98 .76 47.84 .29 �.001

Psychiatric diagnoses
Depressive disorders 62.71 1.00 55.70 .29 �.001
Post-traumatic stress disorder 30.68 .99 45.62 .30 �.001
Other anxiety disorders 25.08 .92 24.74 .26 .72
Bipolar disorder 17.38 .78 9.53 .17 �.001
Psychotic disorders 11.87 .69 6.90 .16 �.001
Alcohol use disorder 36.73 1.01 11.60 .19 �.001
Drug use disorder 36.51 1.02 6.38 .16 �.001

Primary-care mental health
integration �.001

PC-MHI not required 11.47 .11 21.04 .44
Patient did not receive PC-

MHI services 65.76 .24 71.40 .95
Patient received PC-MHI

services 23.20 .23 17.14 .90

Note. p-values were obtained from Rao-Scott chi-square tests of differ-
ences. Types of insurance and types of psychiatric diagnoses were not
mutually exclusive. Therefore, the columns for insurance and psychiatric
diagnoses do not add to 100%. Because Primary Care-Mental Health
Integration (PC-MHI) services were not required at all VHA facilities
sampled in the FY13 PCMH-SHEP, we created a categorical variable to
indicate (a) PC-MHI not required at facility; (b) PC-MHI required at
facility, but no receipt of PC-MHI services; and (c) PC-MHI required at
facility, and PC-MHI services received.
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2014). In addition, homeless persons greatly value more infor-
mation provided about their care (Steward et al., 2016). In the
movement toward patient-centered care, our results indicate
that solutions are needed to help all veterans participate in
treatment decisions and health management.

Finally, our findings of differences in provider ratings and
experiences with communication between homeless and non-
homeless veterans highlight potential deficiencies in the rela-
tionship between providers and homeless veterans. Although
we were unable in this study to assess stigma or provider
mistrust (Bhui, Shanahan, & Harding, 2006; O’Toole, Johnson,
Redihan, et al., 2015), our measure of communication did
assess provider skills in listening, showing respect for what the
patient had to say, and spending time with patients. Because
these skills contribute to the therapeutic alliance, provider train-
ing in patient-centered communication may be important for
building rapport with persons with MHSUDs. Additionally,
in-service curriculum focused specifically on health care for
homeless persons might improve providers’ communication
skills needed to develop rapport with homeless persons with
MHSUDs. For example, one study found curriculum focused on
health care for homeless persons increased providers’ under-
standing of challenges facing homeless persons, and improved
providers’ communication skills and self-efficacy in managing
care for homeless patients (Asgary, Naderi, Gaughran, & Sck-
ell, 2016).

Implications for Practice

Study findings highlight areas where behavioral health provid-
ers could be effective in improving care experiences of homeless
persons with MHSUDs. First, embedding psychologists within
primary care teams may be one strategy to improve attention to
mental health, substance abuse, and emotional concerns in primary
care. For example, embedded psychologists can assess homeless
persons’ needs for mental health care and facilitate referrals to
specialty mental health/addiction providers (Davis, Moore, Mey-
ers, Mathews, & Zerth, 2016). Once homeless persons have initi-
ated MHSUD treatment in specialty mental health/addiction treat-
ment settings, psychologists embedded in primary care clinics can
address patients’ barriers to MHSUD treatment adherence, and
offer follow-up care when treatment beyond behavioral services
available in primary care are no longer needed (Davis et al., 2016).
Second, behavioral providers embedded in primary care are par-
ticularly well-suited to lead health behavior change and self-
management support programs for homeless persons with MHSUDs
(Fisher & Dickinson, 2014). For example, behavioral health pro-
viders could deliver psychoeducation, motivational interviewing,
and brief interventions that address unhealthy behaviors (e.g.,
tobacco use, poor diet, sedentary lifestyle), treat somatic condi-
tions (e.g., pain, insomnia), and aid homeless persons in the
management of chronic diseases (Funderburk, Dobmeyer, Hunter,
Walsh, & Maisto, 2013; Nash, McKay, Vogel, & Masters, 2012).

Table 3
Unadjusted and Adjusted Differences in Negative and Positive Experiences of Homeless Versus Nonhomeless Veterans With Mental
Health and Substance Use Disorder Diagnoses

Unadjusted Adjusted

Homeless % Nonhomeless % Difference 95% CI Homeless % Nonhomeless % Difference 95% CI

Access
Negative 18.88 14.67 4.21��� 2.41, 6.00 15.98 14.84 1.15 �.65, 2.94
Positive 20.60 22.14 �1.54 �3.14, .05 22.72 22.11 .61 �1.31, 2.54

Communication
Negative 15.17 11.04 4.13��� 2.57, 5.68 13.00 11.26 1.74� .14, 3.33
Positive 53.43 60.98 �7.55��� �9.69, �5.40 56.81 60.70 �3.90�� �6.27, �1.53

Office staff helpfulness/courtesy
Negative 11.10 8.76 2.34�� .76, 3.71 10.10 8.88 1.22 �.30, 2.74
Positive 53.48 55.67 �2.19� �4.32, �.05 55.00 55.80 �.80 �3.17, 1.58

Overall provider rating
Negative 12.51 8.21 4.30��� 2.81, 5.79 10.42 8.47 1.95� .47, 3.43
Positive 42.47 46.88 �4.41��� �6.49, �2.32 45.56 46.55 �.98 �3.34, 1.37

Comprehensiveness
Negative 19.03 16.14 2.89�� 1.14, 4.65 18.80 15.97 2.84�� .83, 4.84
Positive 53.20 55.10 �1.90 �4.04, .23 53.11 55.16 �2.05 �4.48, .38

Care coordination
Negative 13.08 10.06 3.02�� 1.20, 4.84 12.59 10.25 2.35� .40, 4.29
Positive 51.69 55.25 �3.56�� �6.09, �1.03 53.32 54.95 �1.63 �4.40, 1.14

Medication decision making
Negative 13.32 9.84 3.48��� 1.60, 5.37 12.06 9.99 2.08� .12, 4.04
Positive 39.18 41.15 �1.97 �4.36, .43 41.27 40.88 �.40 �2.31, 3.11

Self-management support
Negative 30.78 29.37 1.41 �.66, 3.48 31.44 29.13 2.30� .03, 4.58
Positive 44.98 46.01 �1.03 �3.19, 1.06 45.71 46.04 �.33 �2.68, 2.03

Note. Predicted probabilities (reported as percentages) and differences were estimated from multinomial logistic regression models predicting negative,
moderate, and positive experiences with care. The adjusted differences are those obtained from multivariable models controlling for age, gender,
race/ethnicity, education, general health and mental health ratings, Charlson comorbidity index scores, marital status, U.S. urban vs. rural residence,
insurance, mental health and substance use disorder diagnoses, and receipt of primary care-mental health integration services.
� p � .05. �� p � .01. ��� p � .001.
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Because psychologists have strong methodological training, they
could also lead quality improvement initiatives and program eval-
uation efforts to improve homeless persons’ involvement in med-
ication decisions and self-management strategies in integrated care
settings (Nash et al., 2012). Finally, psychologists could offer
trainings to primary care providers and office staff in effective
patient-centered communication strategies to improve trust and
rapport between providers and homeless persons with MHSUDs.

A more tailored approach to homeless veteran care delivery
(e.g., specialized PACT teams or primary care clinical environ-
ments) might also be warranted for homeless veterans with
MHSUDs (Gabrielian, Yuan, Andersen, Rubenstein, & Gelberg,
2014; Kertesz et al., 2013; O’Toole, Johnson, Borgia, et al., 2015;
O’Toole et al., 2011; Steward et al., 2016; Tsai & Rosenheck,
2015). For example, VHA initiated homeless-tailored PACTs in
2012 to reduce impediments to care processes (e.g., transportation,
insurance, clinic hours) and facilitate care (e.g., provide outreach
services, hygiene products) for homeless veterans. Tailored pri-
mary care approaches, such as these, may serve as nurturing
environments where providers can build rapport, respect, and trust
with homeless persons with MHSUDs. Indeed, Kertesz et al.
(2013) examined tailored and nontailored homeless primary care
clinical environments and found that tailored primary care services
designed for homeless individuals were perceived to provide su-
perior services among those patients. VHA’s homeless tailored
PACTs were not fully developed at the time of analysis for this
study and we were unable to identify those veterans enrolled in
homeless tailored PACTs. However, our results, in combination
with those from prior research, indicate the need for future re-
search to determine whether negative primary care experiences
that contribute to differences for homeless versus nonhomeless
veterans with MHSUDs are reduced when homeless-tailored ser-
vices are available. It may be the case that further tailoring of
services is needed for homeless veterans with MHSUDs (Chrystal
et al., 2015).

Limitations

Study findings should be considered in light of several limita-
tions. First, using ICD-9 diagnoses to identify homeless PCMH-
SHEP respondents may result in underidentification of those with
undocumented lack of housing and misclassification of persons
who were no longer homeless at the time of the survey. However,
sensitivity analyses in which we identified homeless veterans from
their receipt of homeless services rather than ICD-9 diagnoses did
not change the study results or conclusions.

Second, the PCMH-SHEP employs a mailed survey design,
excluding patients residing in inpatient or residential care settings
(including domiciliary care). While homeless veterans could be
reached if they collect mail from a family member, friend, post
office box, or business, our finding of lower survey response
among homeless veterans indicate that homeless persons may have
been missed due to nonviable mailing addresses. Our findings of
negative primary care experiences underscore the need for addi-
tional methods of reaching homeless veterans in evaluations of
PACT services. One possibility is to administer the PCMH-SHEP
at the point of care. Additionally, VHA could add a telephone-
based follow-up to the mailed PCMH-SHEP to reach those who do

not respond to the mailed survey (Drake, Hargraves, Lloyd, Gal-
lagher, & Cleary, 2014; Martino et al., 2015).

Third, our sample only includes veterans with MHSUDs who
received care in VHA. Therefore, the findings do not generalize to
civilians, to homeless veterans without MHSUDs, or to homeless
veterans with MHSUDs receiving services in other integrated care
settings. We were also unable to link patients’ survey responses to
particular PACT teams, whose staffing levels, team composition,
and tailoring of services could affect patient experiences with care.

Conclusions

Despite these potential limitations, in a large, national sample of
veterans with MHSUDs, we identified differences in patient ex-
periences with care for homeless versus nonhomeless veterans in
the domains of comprehensiveness, care coordination, mediation
decision-making, self-management support, communication, and
overall provider ratings. Homeless veterans consistently reported
more negative experiences than nonhomeless veterans, suggesting
that strategies are needed to mitigate negative care experiences
faced by homeless veterans with MHSUDs. Tailoring primary care
services for homeless veterans with MHSUDs may be one solution
to reduce negative experiences with care and improve homeless
persons’ health service use and clinical outcomes.
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