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Lauren Korshak:
Hi, everyone, my name is Lauren Korshak. I am the translation lead and awareness lead for the Office of Health Equity, and I'm so glad you all are able to join us today. Just wanted to provide everybody's a little bit of background about the Office of Health Equity, we were created in 2012 to ensure that the Veterans Health Administration provides appropriate individualized healthcare to each Veteran in a way that eliminates disparate health outcomes and assures health equity. 


And we have five different goals, one around leadership awareness, and improving health outcomes, increasing the cultural, and linguistic competency, and diversity of the VHA workforce. And then, improving data and diffusion of research to achieve health equity. We really have a broad focus of populations that we work with, but we really are focused on Veterans who experience greater obstacles to health related to race, ethnicity, gender, age, where they live, socioeconomic status, sexual orientation, different disabilities, military era, and other characteristics.


I'm going to encourage you all to go ahead and visit our website. It is updated regularly with new information, new publications, information about events that we put on like the Cyberseminar, and information about our podcast series that we have which is also available on iTunes, Spotify, Amazon, all of the the major platforms that you can listen to podcasts on. But today's Cyberseminar, I am so excited about, it is titled Enhancing Primary Care Experience in Patients with Homeless Experience and Chronic Pain. 


And I want to first introduce our speakers. We have Dr. Stefan Kertesz of the Birmingham VA Health Care System, and Dr. Allyson Varley, also of Birmingham VA Health Care System. And I want to go ahead, and let our speakers go ahead, and take the time to present because I know we were all here to to hear what they have to say. So if I could go ahead, and let our speakers go ahead, and take the ball.

Stefan Kertesz:
Hello. I'm Stefan Kertesz. I will be speaking first and then as you see, Dr. Varley will jump in to discuss analyses related to pain. This topic is focused on the care of populations that experienced homelessness. We're looking at particularly Veterans here. I'm based in Birmingham, Alabama. And as you'll see, my career, and my inspiration in this area really originated working at the Boston Healthcare for the Homeless program, a non-VA program, and then developing a Homeless Patient Aligned Care Team in Birmingham. 


And there are profound issues of healthcare equity that are tied to how these programs are arranged, how they're measured. And how they are reinforced or discouraged, both of which can happen. So without further ado, we just want to acknowledge that this work is primarily funded by VA Health Services Research and Development. The primary grant behind it is that. And then, the, it's, toward the end, there will be a a pain focused analysis that was supported by the Pain/Opioid CORE, which is also within HSR&D. 


So our goals are that, as a result of hearing this, you attendees will be able to describe unique health, and social issues that do raise equity concerns for the primary, and pain care of homeless populations. And describe the pressures on healthcare systems that may cause these equity concerns to be set back; and identify evidence-based resources to measure the care experience for Veterans experiencing homelessness, and to detail the unique role of pain in affecting equity of primary care. 


So a little bit of background is necessary before we get going into the research. This, what I'm showing you here is a count of the people experiencing homelessness on a given night in January. Obviously, people go in, and out of homelessness, and obviously a count carried out by various cities around the country doesn't cover the full terrain, even of those cities, not to mention the surrounding areas.


So it's really, mostly useful for trend lines rather than totals. But as you can see, the total point-in-time count went down for a while from 2007 to 2015, or '16; and then, kind of, went back up, suggesting a reversal of a trend. The other numbers I wanted to point out are the red line, which is toward the bottom but it that shows that rise in unsheltered people experiencing homelessness. 


And finally, and that is heavily concentrated in areas that you often hear about in the news with a lot of upset, say on coastal cities, notably Portland, San Francisco, Los Angeles, San Diego; but not just those places, and certainly, Southern Communities, Florida communities as well. 


And then the point-in-time count for Veterans is the dark blue line near the bottom, and actually is, if we trust the point-in-time count, which I'm not entirely sure we should, it's a low-ish number now compared to 2009, when Secretary Shinseki initiated a range of programs. But there is a rise in unsheltered homelessness, and it is affecting Veterans as well. This is from the most up to date count we have where January of 2020 is the last number shown. 


This is looking just at Veterans. The green line is the total count, again, point-in-time. So more people over the course of a year experience homelessness than you would see in this count. But that unsheltered number is gray, and seems to be creeping up from 2016 to 2020. And, remember, I guess I just want to underscore that, as cities gentrify, and clear out the central part of the city for a variety of worthy causes, they also clear out people who could be counted, who then, kind of, scatter to areas that are often harder to find. So I do worry again about the counts. 


The population of people experiencing homelessness, Veterans or not, is a highly vulnerable one. Among Veterans who have experienced homelessness, and a 10-year follow-up study published by John Shinka, the hazard of death was escalated by a factor of three among young and middle-aged Veterans. 


Many non-VA studies show mortality rates that are three to eight times higher among people experiencing homelessness, so, and for a wide range of causes. It certainly does include drug overdose, and that's been a big factor, particularly among young, and middle-aged adults in the last several years; but also, an escalated rate of deaths from standard medical illnesses like heart disease, and cancer.


We took a look at the rate of death among Veterans with homeless experience who had been in our own survey study. This survey is the basis for a lot of the work we'll be talking about going forward. But we just looked at, okay, of the people we surveyed with VA support in 2018, how many were alive at the beginning of March 15, 2019? And then, how many died that year, which is the pre-COVID year? And then how many were alive at the beginning of March 2020? And how many died in that first COVID year? 


And the percentage who died was indeed higher. And even the percentage dying, three or 4% of a population of people dying is at an escalated rate of death. This population's median age is around 54. And they die at the rate of American 72-year-olds. But the lines shown on the right-hand side of this graph, that red line goes up faster than that blue line. Well, the red line is the rate of death in the first COVID year. 


And we did check to see how many of these folks had bore any diagnosis related to COVID infection. It was very low. And I can vouch that for my own clinic, my H-PACT, there were a number of deaths, and they were not COVID deaths. It's just a, kind of, mixture of medical deaths, and overdoses that seemed to happen in an escalated rate. So this is a very vulnerable group. 


The challenges to the care of this population are legion. And obviously, that, my goal is to, our goal is to advocate for care that allows us to get people what they need, which would be a definition of equity. For unhoused people, there can be challenges with access to care. Establishing continuity of care can be difficult, if you have to get to other appointments, if you don't have transportation. 


There can then be discontinuities in care which interrupt workups, interrupt plans. People don't appear when you hoped that they would. There are barriers to care; logistics, payment barriers, and not always in the VA, but elsewhere. Outside of VA, immigration status can be a barrier to care depending on local rules, and who's allowed to receive free care in a given system. In my county people have to document residential status in the county. 


That's actually hard to do if maybe you're homeless, and come from one county over. Needs, complexity of medical problems, the severity of those medical problems is often worse. There are social, medical, and psychological challenges. And in the psychological challenges, I I don't just mean mental, mental conditions that we standard, typically diagnosis, but also distrust, a history of being mistreated in institutionalized settings. 


A history of mistreatment in the healthcare system itself, feeling unwelcome in health care, those influence people's disposition for engaging in care. And that prior health system trauma, and the stigma that the population feels influences both how the clinicians behave, how the front desk behaves, and how the patients react, and can lead to bad experiences quickly. Care experiences are often poor. 


There are many studies of this. But I want to highlight a qualitative paper which we interviewed people back in 2010 through '12. But this is published by Dr. Varley in 2020, interviews with patients and healthcare professionals about their aspirations in primary care. They talked a lot about access. They talked about the desire to walk in, and challenges getting appointments. They also talked about stigma and projections related to pain. 


This is a quote from 2009, I think, actually. And this is, this person apparently had a wreck, and has an addiction history. And I think they're talking about opioids, you'll decide for yourself. That the the patient responds, "The other side of that is having somebody that looks at your records and using them in a punitive way as not to treat you, but to cure you of something that you may not need to be cured of." 


In my case, I had already kicked my drug habit. And I was trying to deal with my problems that was part of the wreck as a result of my drug use. And rather than her address those needs, she took a different attack in dealing with me. And from the context, and from reading that quote closely, we think the patient has long-term pain related to a wreck that was tied to their drug use. 


And that the patient was hoping for pain care, maybe opioids. This is before the downturn in prescribing – but felt that they were really being approached as quote, an addict, not as somebody who had a need they were seeking care for. 


So with that introduction, I'd like to turn to the survey that we developed, and the main findings we found about tailored primary care programs. Because the tailoring of a primary care program is an investment. It may look disadvantageous at times because it costs extra. And yet, it is a core component of establishing healthcare equity.


So the real question that animated me, beginning and into this work, beginning with the Healthcare for the Homeless program that existed outside of the VA, was how to clinics, programs, and funders get it right? Do these Healthcare for the Homeless programs, or do the VA's Homeless Patient Aligned Care Teams – what are they doing that's unique? 


And the picture shown on the right is one of my mentors and inspirations, Dr. Jim O'Connell, currently the president, and the founding doctor of Boston Healthcare for the Homeless program. 


And I took that picture at around midnight, and in the middle of the Boston Crossing, which is, sort of, a shopping mall. And he's having a conversation with a patient. And she's actually got a wire rack of her possessions, actually a bouquet of flowers, as well as an umbrella over her. And she was sitting in an easy chair. You can probably see her hand and the ring on her finger. 


And she was homeless, out on the streets at midnight, kind of, relaxing. And Dr. O'Connell's having that visit out there on the street. What is that? That's a unique, kind of, healthcare encounter.


Another unique feature, this is the Homeless Patient Aligned Care Team in Birmingham where part of the job of running a primary care clinic is to have a closet full of goods that can address tangible needs that patients might, might have at the time that they see us. With lots of clothing, some of it donated, some of it purchased with funds that are donated to our VA; toiletry goods, food, that goods help meet practical needs. But, they also are a, kind of, reward at a binding tool in the relationship between our nurse, and the patients. 


That's a feature of primary care that you might not have in a standard clinic. This is a street team. A little bit like Dr. O'Connell, this is in Boston, it's probably a 20-year-old photo. But what you see here is a caseworker on the left. I think he was doing some information, tech work, actually, with the program; a psychiatrist paid by the Boston Department of Public Health on the right in the green jacket; and a patient in front of _____ [00:14:00]. If you live on the East Coast, you sometimes see these. 


This is a type of care that is responsive to human and contextual challenges. This is establishing trust, potentially orienting the patient to new care resources. It can take extra time. It may not be a very efficient way of delivering the volume of care. But it, and it's missed by almost every metric that we apply to assess whether a primary care is delivered well or poorly. 


And, we're going to come to what that means when you miss and don't measure the important things that you do. There are real risks to not measuring what matters that go to the very heart of what healthcare equity is all about. So in most healthcare systems, including the VA, visit volume, the access metrics, and disease control metrics are what we emphasize. And they actually favor serving people who are the easiest to serve, who you can bring in, and out, on time for their appointments. And to get out relatively quickly without too many complexities. That's what our standard metrics favor. 


And these measures may not actually match the needs, or align; they may even align against her relationship building with somebody who's coming late. Who can't come in, who we need to go out and find, and it takes 30 minutes to find them. And clinicians who take care of vulnerable populations can burn out if they're working against external incentives. Or if they're working, if they're being measured against things that are different from the on the ground necessities that they have to face in the care of their patients. 


And when the clinicians are doing that, and the mental health system, and the health system they work in measures things that are not related to their work, but are just mainstream measures, there's inevitably a tendency to say, "You know what? We're going to have to de-prioritize the resources for what you're doing." 


Because we're having trouble meeting our access metrics, or our visit volume metrics, or our hemoglobin A1C disease control metrics. Yours don't look very good. You make us look bad by doing that work for that population. And that leads to services being curtailed or not easily sustained. Staff may burn out because they can't handle it. Or the clinic is closed. Or the clinic is mainstreamed. And then the service for that group is diminished. 


So how do we measure the value of the image on the left? Now, I should tell you there is consent signed for the photos shown of the patient. This was taken by a professional photographer in Los Angeles working with Brett Feldman, a physician assistant at the Keck University of Southern California street team. But, he is administering the vaccine in the hills of Los Angeles. I bet you it took them a while to get there, and to find the people in that encampment, and get them their vaccines. 


It may not actually yield a very large number of vaccines compared to the picture on the right, which is from our Birmingham VA Vaccine Clinic, enter here, for Veteran vaccinations by appointment only. We got up to 900 vaccines in a single day. One thing is productive from a standard measure. 


The other thing is crucially important given the importance of addressing COVID risk in the homeless, but may not be very efficient. So I've really been struggling with how do we assess, how do we document, and how do we measure what matters when – in a standardized way, when some of the metrics that we use are not optimum? 


And I wound up, maybe in 2003, or 2004, coming to the view that it was our patients who could offer the best understanding of that. And I was really inspired by a patient I had taken care of in Boston in the 1990s, Ellen Dailey, who has passed away. She put me in a shelter when I advocated for her thyroid to be removed. She actually had healthcare. She had a number of specialists. 


And she was dizzy. She's told this story many times in front of medical school entry classes. This is not very private. But she was dizzy. Her pulse was going down to 40. She had a humongous thyroid. I deduced it was pressing on her carotid artery and triggering a barrow receptor response. And I got on the phone at 9:30 at night, and contacted her specialists, and said I think it's time to get that thyroid out.


She became a primary care patient in our program, and took to heart the advocacy that I did, and others did. And she became a founding member of the Boston Healthcare for the Homeless, and the National Health Care for the Homeless Consumer Advisory Board. In fact, she is referred to as the founding mother. 


And she became expert at holding programs to account. She was not afraid to walk into chief executives' offices, or to go to Washington, and to say our people are not being served right. And this is what you need to do. And it was uniquely compelling. Nobody could throw aside the things that Ellen said. So we – I wound up taking that up as a research endeavor. 


And we developed a survey with VA's support. It's a primary care experience survey. The validation study was published in 2014, reflecting about four years of work. It's called the PCQ-H. And it's a survey for patients with recent homeless experience. They don't have to be homeless the day they fill it out, who obtained primary care. Maybe adaptable, we've been talking with people about adapting it to mental healthcare, or specialty care.


 We started with, I should say a set of constructs, and ideas from the Institute of Medicine such as care should be accessible, it should be continuous. The patient is the locus of control. And we asked about those things in 60 interviews and four focus groups, mixed between VA, and non-VA respondents. We drafted about, well, probably 78 items, well a 1,000 items, then reduced to 78. 


And we took those 78 to 563 respondents in both VA, and non-VA settings, and we applied statistical tools to reduce to those items that were most informative, and to identify scales that we could use for scoring. The items are simple in design compared to, say, the Consumer Assessment of health plans or the SHEP. There are no skip patterns required. You – it's a seventh grade reading level, which is lower. The answer response options are always a statement, and you would strongly disagree agree to strongly agree.


There is no need to switch from yes, no, one to five, yesterday, today; agree some, a little, a lot. There's none of that, to keep it simple. And the surveys can be done face to face or written. We have not tried an electronic administration. And we have a 33 item version, which is what most of this work will be on as well a 12 item version in both English and Spanish. 


Of course, it's free since the U.S. taxpayers paid for it. And you really don't have to be homeless on the day that you fill it out because people's housing status changes. But it gets at concerns that matter to this population. If you're excited by this, and you know a graduate student, or you have a program which might want to use it, there's a QR code. 


You can download our resource pack. It includes the survey tools, survey explanations, scoring instruments. It's not hard to score, it's an average, and a mean of items responded to. But we have an Excel spreadsheet, et cetera.


It offers four scales. And, of course, we asked about many things, but in the statistical workup, we found four basic scales. One is the relationship to the clinician, perceptions of that relationship. That includes trust, stigma, the ability to talk about substance use. Cooperation, and that's perceptions of cooperation among the members of the care team. 


There's only three questions in that, but they are – I'll show examples; then accessibility and coordination; and finally, homeless specific needs. That's what our statistical analysis suggested we had gotten. As examples, for relationship with clinician, there's 15 items in the longer version of the survey. You people have to agree or disagree with something like this. If my provider and I were to disagree about something related to my care, we can work it out. 


And the reason that question is there is because we were inspired by an idea that, articulated by the Institute of Medicine, the patients should have control in their care. And when we asked patients about the idea of control in their care, they said, no, not exactly. That's not exactly what I want in my care. In fact, you shouldn't always trust me if you'd give me control. And they talked about this idea of a negotiated relationship. 


So we had to draft an item that approximated what they told us. This one: I can be honest with my primary care provider, if I used drugs or alcohol. Again, we can't assume people are using drugs or alcohol the day they fill it out. So we're asking, could you be honest about it? 


Cooperation is about what they see. I have been frustrated by lack of communication among my primary care and other healthcare providers; if patients agree with that, it's bad. Accessibility and coordination of services, this one is, is about actually, whether the clinic is accessible despite other challenges? This place helps me get care without missing meals, or a place to sleep. 


Another one, I have to wait too long to get the healthcare services my primary care provider thinks I need. Which is really about referral and efficiency of referral for other services, or X-rays even. Homeless specific needs; this place tries to help me with things I might need right away like food, shelter, clothing. 


And this looks a little bit more about the attitude of the staff. The people who work at this place seem to like working with people who've been homeless. So these are very different from what you see in the Consumer Assessment of health plans. 


In 2018, we were funded by HSR&D to do a larger study to compare VA's own homeless specialized clinics called H-PACTs. There are about 60 around the country, and mainstream primary care for Veterans who had all had homeless experience. And they were getting that that care in the same facility. So even at Birmingham VA where I am, we have patients in the H-PACT, but we have homeless experienced patients who are using the other primary care services. So it was to compare mainstream and H-PACT care. 


Surveys were mailed by a contractor with aggressive telephone follow-up to 14,340 target respondents at H-PACTS or in mainstream primary care clinics at 26 VA facilities, with some compensation for time, and a lot of work. Sometimes they were mailed to institutional addresses like shelters or VA Medical Centers where the patients were picking up their mail. There was a 40% response rate. 


And in this particular presentation, I'm not going to focus on the mean scores. But an unfavorable experience indicator, for each scale, we counted the number of unfavorable responses. And usually two or three unfavorable responses, we went ahead and set at a binary level that's unfavorable. And the analyses are controlled for age, sex, race, chronic homelessness, unsheltered homelessness, social support, count of medical conditions, by site. 


There's weighting of the responses to deal with non-response bias. And I'm going to show you the results of of those mean analyses. And then post hoc, we said, there is something interesting about some of the tougher customers. There are a few vulnerabilities which signal to us challenges. 


And we we chose four vulnerabilities post hoc: severe chronic pain, severe mental distress from an index, a history of a recent overdose, which would suggest a very severe alcohol, or drug issue. And this is by self-report, and not from the record system. And unsheltered homeless experience in the prior six months, so we said, "What happens if those vulnerabilities are present?" 


So the first thing is the main finding that we published last year. The Homeless Patient Aligned Care Teams had a lower percentage of patients who reached the unfavorable experience threshold that we defined for the study, which is answering, usually two, or three items unfavorably on a scale. That might be from three to 14 items. And it was for every domain that we looked at. And it was a substantial difference, 9% up to 10%. And so, there is something that patients are getting that is better in these clinics. 


Then in that post hoc analysis, we counted up the number of those vulnerabilities, things which often make me uncomfortable when I'm trying to deliver care, overdose, severe emotional distress, unsheltered time. And it turned out that the more of those vulnerabilities that were present, regardless of whether you're in a Homeless Patient Aligned Care Team, or in mainstream care, the more of those that were present, the more likely the patient survey response was going to cross that threshold of an unfavorable experience. 


Very much as we expected, so we know that we're talking about difficult customers. Not that they're difficult, but that we have a hard time establishing an experience that is reassuring for them. Finally, we found in interaction, which is to say that the H-PACTs made a bigger difference for those most vulnerable people. And the way this graph works. It is a little hard to read, but let's just look on the left-hand relationship scale. And if you're looking at green, you're looking at the performance of mainstream clinics. 


So the mainstream clinic with the very highly vulnerable patients has a tall, dark green bar. And that's a high percentage of high vulnerability patients in mainstream clinics reaching that threshold of an unfavorable experience. And this light green bar is saying, look, if they were less vulnerable, a lower percentage reach that threshold. There is still some association where high vulnerability patients in the H-PACTs, which are blue, also have unfavorable experiences that at a higher rate. But the increment is a smaller increment. 


Essentially, the green bars jump a lot, and the blue bars jump a little. And that's really a signal that while it's hard to establish a positive experiences with folks who have these vulnerabilities, the H-PACTs ameliorate or mitigate that effect compared to mainstream clinics. And we're gonna get into that a little further when we get to Allyson's presentation on people with pain. 


So, the conclusions that I want to offer before we proceed to Dr. Varley's presentation is that H-PACT clinics are less likely to report unfavorable patient care experiences than their mainstream primary care counterparts. And that's regardless of whether the patients are highly vulnerable or not. In fact, for two scales, the relationship to the provider and the perception of cooperation among the providers, the difference is more pronounced for patients with high vulnerability compared to low vulnerability. 


Now, there is a limitation to this kind of work. We're talking about patient experiences. I'm not – it's not exactly satisfaction. We don't just ask, were you satisfied? We're asking about their perceptions of specific aspects of care. But this is not a study of disease control. So if you said, what I really care about is whether diabetes is controlled? 


We haven't measured that. And I don't know for sure, if better A1C's are going to emerge. But the policy implication of this work is that specialized clinical services, especially in primary care, maybe elsewhere, do require investments, and protection. And those are, as I've emphasized, very much at risk when mainstream metrics, including visit volume, or standard access metrics, are applied to services. 


There are lots of incentives to not preserve specialized primary care services. And with that, I'd like to turn to Dr. Varley, and see if she could share with us the subsidiary analyses that we did to look just at pain issues in this population?

Allyson Varley:
So, Dr. Kertesz, and I think you have control of the slides.

Stefan Kertesz:
Yes, I do.

Allyson Varley:
So, will you – if you don't mind advancing them for me? I'll let you know when to do that. So as Dr. Kertesz discussed earlier, care can become complicated when addict, addiction and pain are involved. So we sought to explore this in a sub-analysis of the PCQ-Host study that Dr. Kertesz just described. And we did a four-group comparison. Next slide. 


So the primary objective of this project was to explore unfavorable experiences of patients that get their care in H-PACTs that have self-reported substance use problems, or chronic pain, both, or neither. And then the second objective was to explore service utilization, and see if there were any relationships between service receipt, and primary care experience using that indicator of unfavorable experience Dr. Kertesz just described. The next slide.


So for chronic pain, we wanted to capture people with moderate to severe chronic pain. And so that was defined as reporting both bodily pain that lasted more than three months, and an average PEG score of four or greater over the past week. And that we define substance use, a substance use problem as someone responding 'yes' to either one of these two questions related to using more substances than intended in the past 12 months. The next slide.


So first, we looked at the prevalence of substance use problems, chronic pain, both, or neither in H-PACT clients. And then we looked at unfavorable experiences among these groups. We then used multivariable logistic regression to model the likelihood of having an unfavorable experience in patients reporting either a substance use problem, or moderate to severe chronic pain. And then we modelled the likelihood of having an overall unfavorable experience in patients with self-reported moderate to – moderate to severe chronic pain that received different types of pain related treatments. The next slide.


So of the 3,281 H-PACT survey respondents with complete data on pain and substance use problems, 12% reported a substance use problem only; 37% reported chronic pain only; 24% reported both chronic pain and a substance use problem; and then 28% reported neither. So in bivariate analyses, the prevalence of an unfavorable experience was higher on all four scales for patients reporting chronic pain, or, but not for substance use problems alone compared to Veterans that reported either. 


And then in models adjusting for patient characteristics for overall unfavorable experience, Veterans with chronic pain alone had nearly identical odds ratios to those with combined chronic pain, and substance use problems relative to having neither of those. And because we didn't find an interaction between pain and substance use problems, we focused further analyses on patients reporting moderate to severe chronic pain. The next slide. 


So we explored the relationship between service and treatment receipt within the year before the survey was mailed out, and overall unfavorable experience. We found two treatments that reduced the odds of reporting an unfavorable experience. We found that patients on long-term opioid therapy which was defined as four quarters in the last year with at least 56 days of opioid coverage were less likely to report and unfavorable experience. And then we found that same relationship with Veterans that had any visit to occupational therapy. 


There were no significant relationships found between unfavorable primary care experience and the evidence of a visit to other, the other services that we explored, which included visiting a pain clinic or physical therapy. The next slide. 


And as part of this project, we presented to the Pain/Opioid CORE Veteran engagement panel. And they really helped us digest these results. And I wanted to just present some of the feedback that they gave us. So we heard a lot about how obtaining pain care can be tricky. And a lot of people discuss that go into these, going into these appointments. They have a lot of anxiety and fear already that they aren't going to get adequate pain relief. 


Some of the panel had experience with both pain, and addiction, and noted that getting care for addiction is easier to access. Whereas diagnosing pain and finding the best pain treatments can take years to do. They also shared with us some components of their positive experiences, and some of the services that they had tried, or had been offered that they were accessing, and that we're helping. 


And something really interesting was when Dr. Kertesz asked everyone what primary care physicians could do to improve the experience of Veterans with pain? The overall message we got from everyone was that listening is so important. And patients feel much better about their care when they feel heard. Next slide. 


So to summarize, tailored primary care clinics are important in providing the equitable care to Veterans with homeless experience. Measuring what matters is key when we're trying to assess the quality of that care. In sub-analyses, we found that substance use problems alone do not correlate with poor primary care experiences. But chronic pain, with or without a substance use problem does. 


In patients that get their care in H-PACTs we also found that long-term opioid receipt, and any use of occupational therapy decreased the likelihood of reporting an unfavorable experience, which certainly requires more inquiry into those findings. 


And based on some of our previous work, we think that some of this may be because of the size of H-PACTs, and their use of the constellation of VA sponsored pain, and addiction programs. And perhaps patients that H-PACT serve may not find it easy to use, or benefit from those interventions, or services, and future research, research, and explore how the services are provided, or referred within H-PACTs. 


The next slide, yes. So that concludes the presentation. Thank you so much to our funders, and all of our collaborators, and Dr. Kertesz.

Stefan Kertesz:
Thank you, Allyson. I think.

Lauren Korshak:
Wow.

Stefan Kertesz:
Yes.

Lauren Korshak:
We have lots of questions. I'm so excited. We have so much time for questions. I know, one person had asked to have a copy of the slides. So before we dive into the the meaty questions, Heidi, could you just remind everyone how, how to get those copies? The slides can go on loading.

Heidi Schlueter:
I just, yep, I I just sent that link out. So that would work for everyone – 

Lauren Korshak:
Perfect.

Heidi Schlueter:
– To get the slides right there.

Lauren Korshak:
Perfect. Okay. So one person has, has asked, interesting data regarding less, less unfavorable perceptions of Veterans with homelessness, if the Veteran had more challenges. So the question, should H-PACTs then be focused on Veterans with more than one or two challenges? It seems easier for the CFO to be willing to invest in that kind of focused care. And I look forward to your thoughts.

Stefan Kertesz:
Well, it's a matter of opinion. And I should acknowledge that the way these challenges were assessed are via survey. So the survey questions related to pain. recency of overdose, which of course involved a strong confidentiality protection in the survey. Unsheltered time and recent unsheltered time, and severe psychological distress, which was a six question validated screener. 


So in, whether, our analysis shows the interaction with those measured vulnerabilities, which you may, or may not be able to approximate with administrative tools that are easily pulled from VA's existing records. So is a matter of feasibility? I'm not sure it's feasible. I can say as a front-line clinician, I have some H-PACT patients who seem very much like not super challenging, and some who feel very challenging. 


And as a front-line clinician, my moralef is good, partly because I'm switching between the two. And sometimes it falls a little bit when I'm only seeing the toughest customers. So it still could be a good idea. But at a human level, I'd want to know the experiences of the front-line clinicians, too.

Lauren Korshak:
Thank you. Someone else has asked if nutrition was considered in any of your studies?

Stefan Kertesz:
To date, no. It's a perfectly important question. We have, there are other studies of nutrition in people who have had homeless experience. In the United States, obesity is actually a major vulnerability among people with lower economic and social resources. And that's true among homeless populations. 


Although, of course, there are nutritional deficiency diseases that sometimes emerge. I – we don't have a study measure currently that exists, that addresses it food intake, food insecurity, or nutrition. And that seems like a really ripe subject for exploration.

Lauren Korshak:
And have you all been able to publish these results yet?

Stefan Kertesz:
Yes so the main analyses comparing the H-PACTs, and also showing that there was a substantial interaction between the number of those vulnerabilities, and the, and the patient's self-report of an unfavorable experience was published in a special issue of Medical Care in 2021, with me as the lead author, called Comparison of Patient Experiences. And there are, of course, a body of other papers that have, kind of, come out looking at that. 


And that particular paper is now public access. You don't need to even get into – I'll just put a link in the chat, but you don't need to get into your library to get the paper. So and then the qualitative results were published by Dr. Varley. I think that's also now public access, which is in Qualitative Health Research. And it is based on interviews we did for the first study back in 2010, but it took Dr. Varley to help us through the results. 


There's also a good body of primary care work by Audrey Jones from University of Utah in Salt Lake City VA, which is really linked. And she's a partner to us in the research. I'll put the Qualitative Health Research link in the chat as well. I think it's very striking that in that qualitative paper we never once asked about pain, and yet pain was mentioned almost 200 times spontaneously by the people who were asking entirely different questions. 


But that's what they brought up to us repeatedly. And I think that that's, kind of, telling. So when I get a link to that, I'll throw that in the chat as well. I just found it. It went on public access yesterday, I think.

Lauren Korshak:
Well, that's absolutely perfect timing. I do want to remind the audience members that you can go ahead and type in your questions to the, the Q&A box. We have another question. If Veterans say that provider listening, and shared decision making are critical for satisfactory therapy for pain, and and other things, how might H-PACTs, and mutual PACT providers be supported by a system to be able to listen? 

Stefan Kertesz:
So I think if one is in the health care management setting, but that's – I mean, to just, I'm speculating a little bit. But what can get in the way of listening are a wide range of things. Some of those are internal, and come to us as clinicians from our professional training, and challenges in our professional training, which often emphasize a kind of cookbook task completion rather than a truly engaged, a human relationship. 


And the healthcare systems could try to support, at least it asked people what would help with doing that? I think it's easy to say; and I will say the easy thing, which is, if there's one, a hundred quality metrics, and reminders in the CPRS, and I'm feeling that I'm only being measured on whether I got people 18 vaccines, and 14 lab tests, and a colonoscopy, those pressures may get in the way of listening. 


And yes I feel that way. But I also really think that the health systems need to be collaborating with healthcare training systems to adjust the, the way we think about what we're doing when we do healthcare. And I think that a lot of what healthcare systems represent to us is what we learned in medical school, or a PA school, or a nursing school should be healthcare. A great deal of forming effective clinical relationships where you actually hear what people are saying can lead to better results. 


There is a good body of work by my friend and VA investigator, Saul Weiner, on that exact issue of listening for what matters, and forming productive clinical relationships. It shows monetary savings, and better disease outcomes with that. So, but that requires a collaboration between your healthcare systems and the professional training.

Lauren Korshak:
Thank you, someone else commented. Chaperone run service or peer support can also be a mediator.

Stefan Kertesz:
That's a great question. So I heard peer support as a potential mediator. What was the other one?

Lauren Korshak:
Chaperone run service – 

Stefan Kertesz:
Chaperone?

Lauren Korshak:
– Or peer support can be a mediator.

Stefan Kertesz:
Yeah. I think that's a really – I mean, I haven't studied it formally. I think that to the extent that the relationships, and are set up to buffer, and show fundamental respect for the client even if they're having a difficult moment, they can be extremely helpful. I have had patients who are with family members who are chewing them out while they're seeing me. 


And I've wanted to get those family members out of the room because I, I I don't want to see my patient humiliated by somebody else in their life. But a chaperone is a little different, actually. They're usually provided by the healthcare system.

Lauren Korshak:
And someone suggested reading the 15-minute hour, the BATHE, B-A-T-H-E, technique is a good model for interviewing.

Stefan Kertesz:
If somebody could put it into the chat? I had written 15-minute hour, that sounds really interesting. And the other, I mean, in a shameless act of self-promotion, I'll mention that my friend, and co-host on these relationship issues, not a homeless scholar, but is Saul Wiener. And we have a podcast called On Becoming a Healer, and it does focus on the relationship aspect. 


But I do want to emphasize that this, the other side of this is what management decides to prioritize in a healthcare system, which is, of course, part of why I've been doing this research. But I put a link to the podcast on the healing relationships and the listening. And we have episodes literally on, including my failure to listen – we have an episode, literally, on that.

Lauren Korshak:
And then somebody's commented, "Good point on just too many measures. Have you seen the, quote-unquote, 'What matters,' i.e., Whole Health, three-item questionnaire that some VA facilities are using to improve Veteran-centric care?"

Stefan Kertesz:
I'd be very interested in seeing it. No I haven't, so please, if somebody could direct us to it? I'd, I'd be very thankful.

Lauren Korshak:
Okay because they were asking; and then, apologies, the chat, and all of the boxes were getting in the same place. I couldn't read. Could these measures be used to support H-PACT investment for care? So, I guess it's, it's something to, to be investigated further.


I have a question since it looks like the the audience is taking a breath. What do you think it is about H-PACT care that leads to lower, unfavorable outcomes?

Stefan Kertesz:
That is very hard. 

Lauren Korshak:
Yeah. 

Stefan Kertesz:
So we have a paper we're writing now. And we, when we proposed this proposal, we literally promised to the funder that we were going to find the magic ingredients. And the word magic means that I'm feeling a little chagrined at the strength of the promise we made in the proposal. And we measured the H-PACTs. 


That is, we developed a standardized survey of H-PACTs called the homeless organizational evaluation tool, also known as the Hoge. And it is named after April Hoge, who is the study coordinator, and on this call. And we interviewed two staff from every H-PACT. There were actually 29 H-PACTs of those 26 facilities. And we assess things that ranged from team spirit, teamness, how they relate to each other, to leadership support for the H-PACT, to ways in which they combinate services – and several dozen questions about aspects of the service. 


And then with what turned out to be 80 variables and 3,500 respondents, we realized it's going to be tough to analyze this. And we went to a statistician, and they threw it all into a statistical machine, sort of, a form of machine learning, which tries to partition out which features really made the biggest difference. And there is some evidence that the teamness of the group made a difference. There is some evidence that leadership support made a difference, at least on some of these indices. 


We don't, we didn't have a measure for volume or, sort of, patient load, even though I think it's a very important issue. We didn't include a variable for that. So whether they're a large, a PACT, H-PACT, or a small one, I should tell you, they're all, kind of, small compared to regular primary care. We don't have a measure for that. But the results certainly weren't absolutely clean. 


The paper that we are midway through drafting now is going to say, look, we have some hints of things that make a difference, and also some hints of counterintuitive findings. For instance, we're sure that walk-in availability is a great thing for H-PACTs. It seems intuitive, we heard it in our interviews. But walk-in availability was associated in some of our indices with worse ratings of care by the patients. 


And in – we don't have a formal answer for that, but our current speculation is that clinics that do a ton of walk-in business actually wind up delaying, and inserting the long wait times for patients who have shown up for their scheduled appointment. And if you only have one clinician, or half a clinician as most of these clinics do, that's not an expansile permissive situation for walk-in availability. 


So I think that a small number of patients makes a difference. I think having people who self-selected to work with this group makes a real difference because they're less afraid. They're more comfortable with the group. I think that knowing that you're your facility and your leadership respect and value what you do makes a difference. I think having those tangible needs makes a difference. Having, like, the the toothbrushes, and the, and the, and the socks; I think having your own mental health provider inside the clinic makes a difference. 


And we had some indicators of those things. But, I don't think my data – I don't think our data is proof positive of that. And I think that it's going to be tough to offer a completely solid case that we know it makes the difference. We could just say that this thing looks like it's different.

Lauren Korshak: 
Thank you. So as a first-line provider, and someone who's sitting in clinic, and seeing patients, how are you using all of your data, and all your results that you're collecting when you put on your research hat in your practice?

Stefan Kertesz:
That's great. 

Lauren Korshak:
Because it sounds like you're really, you're obviously passionate about making the world a better place, and providing better, and better care.

Stefan Kertesz:
Yeah so within the context of clinical work, and I am the program lead for H-PACT. I'm not really the manager of how primary care operates, but I'm the program lead for our H-PACT. So I do attempt to both represent to all members of the team, that the work that we are doing is special, and important, and it makes a difference. 


I try to make sure that they know I have their back, and going up to leadership, and advocating to our leaders whenever there's a risk to the H-PACT operations, or to the staff, they need to know that I am escalating things, and representing us in a good way, up to, if if necessary, facility leadership. I, I've been very aware that patients' responses on the question of cooperation, they they often perceive a lack of cooperation among members of the team. 


And so I've worked to mitigate that by telling patients very explicitly who I will speak to about the care that we carry out. I, within the H-PACT itself, I often bring in another member of the team such as our LPN or our RN, and I ask the patient, and the nurse to discuss with me whether the plan that we are developing makes sense? And what, who's going to do what next? 


And when I pick up the phone, I'll sometimes have the patient listen to me as I call additional people. Or I show them the message I just sent their psychiatrist, and say, look, I'm now in contact with your psychiatrist. We're going to work this out. So that perception of lack of cooperation is something I'm very, trying, working to, to mitigate. 


The the other thing that – 14 of the items are under that relationship scale, and have to do with trust, and listening. And so both in my own behavior, and in how I speak with my colleagues, I try to offer the idea that we are going to convey that our posture is one of respect, of openness, of wanting to be reached, and no judgment. 


And I, I say that a lot, "Hey, I'm asking you about something. I I know it's a little sensitive. I just want you to know, I'm not judgmental here. I'm really, just genuinely curious about how you're handling, I don't know, where you lived last night?"


Or, there's gonna be a urine drug test. I'm actually required to get it. I want you to know, I'm not gonna judge about the results. I just need to know. I may not even change your care, but I need to understand what's going on. Let's talk about what's going on with you. 


So it's, it's attitudinal. But it also involves tangible forms of of, of buffering fears about communication, both for the team members, and for the patients.

Lauren Korshak:
Thank you. One of the audience members asks, regarding teaming, from your experience as a clinician within an H-PACT, what lessons have you learned about creating, and supporting stronger teams? We visited a number of primary care clinics in the process of developing the Hogue instrument, we visited primary care clinics that serve homeless individuals, both in, and outside of the VA. 


Some of their strengths, which we've tried to adopt, and I haven't always done as well as I'd like; but at social events that occur outside of work at a time that people find convenient, and not a burden to their family life is important. I think when we visited one of the H-PACTs, I remember hearing, and we resonated with the idea that there was some grieving together, and some laughing together among the members of the team. 


That, and that they were, they had fostered something where they felt they could convey, not to say intimate secrets, but that they could share. And that they could – and, and so what is it that allows that to happen in healthcare environments? Probably it's when we don't fly off the handle, and when we apologize for what we do wrong.


So those are, those are ways to foster teams. What can healthcare managers do? Clearly, the people who are in charge of the primary care service line, or in charge of the hospital set the tone and accountability is a double-edged sword in setting the tone. Because on the one hand, you absolutely have to have it. 


And on the other hand, you can convey accountability measures in a way that implies a blame culture. Or a we're going to roll over on new culture to protect ourselves. This is a biggie of a non-VA case involving a nurse at the Vanderbilt. So the leadership has to set a tone that says we're all fallible. I hope you'll tell me when I do something wrong. And I, I also want to be helpful, and I'm a human being.

Lauren Korshak:
Fantastic. We have an, an audience member who's an occupational therapist. She's a HUD, she's a – they're a HUD-VASH OT, and they would love to see OT embedded in all of the primary care clinics, but especially H-PACT. These results seem to support it, and would love to assist if they could.

Stefan Kertesz:
So first of all, please send a, a a e-mail. I'll put my VA e-mail on, university one, for all attendees to us so we at least know who you are. We have, do not yet have an OT project. I think I should comment on the the finding that emerged in Allyson's analysis that there were two services that had, seemed to be associated with somewhat better experience. 


So this is, remember, a cross sectional survey. One was OT and the other was receipt of long-term opioids. And in cross sectional data, you can't draw a formal cause and effect. People who know my life as an advocate would be aware that I have made the case that involuntary taper could be harmful. But our data are not about that. And I think it's very possible that in both cases, we're looking at situations of reverse causality. That is maybe the long-term opioids don't cause better experiences. And maybe occupational therapy doesn't either. 


Why do I say that? Well, first of all, I'm a researcher. It's cross sectional data, it doesn't prove cause and effect. But also if I think about in the era that we collected our data, which patients are sent to OT? Well, they're very often people who are beginning to engage in occupational work. And they have arm issues, and usually upper extremity issues. And, they're, like, trying to move forward on something else. 


And so these are, these are people whose lives are coming together sometimes. And this is now the next step. Which patients do my colleagues and I sometimes feel a bit more comfortable initiating, or continuing long-term opioids are? Well, they're often the ones who have not blown up in our clinic. So in in one of our, and in those machine learning analyses that we did to try to look at what organizational elements make a difference, which we haven't presented here today, patient characteristics were always important factors in driving their rating of care. 


And those patient characteristics, the more indicators of poor health, and life instability, the more likely they were to rate care poorly. I'm not saying the care was bad. I'm just saying that if you have been unsheltered recently, and have severe emotional distress, and no social support, guess what? That's how it feels also on primary care through some process that we can't fully name. 


But maybe you just, you walk in that way. So I look at those services that emerged Allyson's analysis, and I think, well, it could be that the long-term is helpful, or that the occupational therapy is helpful in in affirming a primary care relationship. But it could also be that we're offering those things to people who are in a fundamentally better place at the time that we see them. So I would not assume we know the cause, effect there.

Lauren Korshak:
And we have one question and two minutes left. Are you interested in the study of improved health of recently housed Veterans from unsheltered Veterans, and follow-up one year to measure the differences in arms?

Stefan Kertesz:
Yeah. Our, our study, so remember what the methods – yes, we're very interested. And a bulk of our population was not homeless at the day they answered the survey. I didn't say this, but there is a question in the survey. It says, "Are you homeless now?" Thirteen percent said yes. Now, the way we selected the population is that in the last two and a half years, they had evidence of homelessness in the VA record. 


And I think almost 100% affirmed that they had some homeless experiences in the last six months. Unshelteredness was a smaller percentage, probably around seven or 8%, who are unsheltered in the last six months. So we're very interested in that. There's some data to suggest that – so there's no strong data that suggests that housing makes people healthy. I I wish it did because I I actually have a face mask that says "Housing is healthcare," but we don't have data that actually proves that. 


So I'm I'm very interested in the difference between people who get housed, and their health remains terrible, and their life remains a mess, except it's good that they're housed. And people where the housing becomes the plank upon which they build a better health, and a better life. And those two, that differences really unexplored, and really unclear right now. I'm totally interested in that.

Lauren Korshak:
Yes _____ [00:59:00] thank you. I really want to thank our audience. I want to thank our speakers for a really wonderfully engaging presentation. Heidi, I want to thank you, and your colleagues, and CIDER for making this happen. And I wanted to go ahead, and pass the ball back to you for our closing comments. 

Heidi Schlueter:
I just want to echo what Lauren said. I want to thank our presenters for their time that they put into this today. We really do appreciate all the work that you put into this. For the audience, when I close the meeting out here in a moment, you will be prompted with a feedback form. We would appreciate if you took a few moments to fill, to fill that out. 


Thank you, everyone for joining us for today's HSR&D's Cyberseminar. We will look forward to seeing you at a future session. Thanks, everyone. 

[END OF TAPE] 
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