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Abstract

Background: Primary care teams can facilitate access to care by helping patients determine
whether and when care is needed, and coordinating care across multiple clinicians and settings.
Appointment availability metrics may or may not capture these contributions, but patients’ own
ratings of their access to care provide an important alternative view of access that may be more
closely related to these key functions of care teams.

Procedures: We used a 2015 telephone survey of 1,395 women \eterans to examine
associations between key care team functions and patient-rated access to needed care. The care
team functions were: care coordination; in-person communication (between patient and care
team); and phone communication (timely answers to health questions). We controlled for
sociodemographics, health status, care settings, and other experience of care measures.

Key Findings: Overall, 74% of participants reported always/usually being able to see a provider
for routine care, and 68% for urgent care. In adjusted analyses, phone communication was
associated with better ratings of access to routine care (OR=4.31, 95%Cl:2.65-6.98) and urgent
care (OR=2.26, 95%CI:1.23-4.18). Care coordination was also associated with better ratings of
access to routine care (OR=1.66, 95%Cl:1.01-2.74) and urgent care (OR=2.26, 95%CI:1.23-
4.18). Associations with in-person communication were not statistically significant.

Corresponding Author: Julian Brunner, C.Phil, MPH, VA HSR&D Center for the Study of Healthcare Innovation, Implementation &
Policy, VA Greater Los Angeles Healthcare System, 11301 Wilshire Boulevard, Bldg. 206, Los Angeles, CA 90073, United States of
America, Office: (310) 478-3711 x49741; Mobile: (773) 505-6410; julian.brunner@va.gov.

Prior presentations: Related analyses were presented at the AcademyHealth Annual Research Meeting on June 25th, 2017.
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Conclusions: Access, communication, and care coordination are interrelated. Approaches to
improving access may prove counterproductive if they compromise the team’s ability to
coordinate care, or diminish the team’s role as a primary point of contact for patients.

Introduction

Improving access to care is one of the central goals of the patient-centered medical home
(PCMH) model. The model recommends access-related changes aimed at improving
appointment availability; accordingly, much research on access and PCMH has focused on
administrative indicators of the availability of appointments (Aysola, Rhodes, & Polsky,
2015; Leroux, Cote, Kum, Dabney, & Wells, 2017). However, the patient-centered care team
—a core part of PCMH — plays an important role in access to care beyond improving
appointment availability: the care team helps patients determine whether and when care is
needed, and manages the scheduling of different services, in some cases across several
clinicians and settings. Indeed, qualitative research has identified these care team functions
among patients’ top priorities for what PCMH should deliver (Van Berckelaer et al., 2012).

While administrative measures may be well-suited to evaluating appointment availability,
patients’ own ratings of their access to needed care provide an important alternative view
that better captures key functions of care teams in directing patients to care. Patients’ ratings
provide an important, patient-centered view of access, which is why a 2015 Institute of
Medicine report urged organizations to assess patient ratings of access as a vital part of
transforming access to care (IOM (Institute of Medicine), 2015). Patient ratings are
especially valuable in a PCMH context because the principle of patient-centeredness
encourages success to be defined in a way that is recognizable and meaningful to patients
(Aysola, Werner, Keddem, SoRelle, & Shea, 2015; Barksdale, Newhouse, & Miller, 2014).

In 2010, the Veterans Health Administration (VA) implemented a version of PCMH called
Patient-Aligned Care Teams (PACT) (Rosland et al., 2013). Recent implementation efforts
have focused on tailoring the PACT model to better meet the needs of special populations
within the VA (Yano et al., 2016; Yano, Haskell, & Hayes, 2014). Women Veterans are a
particularly fast-growing special population with unique needs that necessitate additional
attention to their access to needed care (D. L. Washington, Farmer, Mor, Canning, & Yano,
2015). Because women Veterans are a numerical minority in the VA, VA providers may lack
sufficient recent experience treating women, and may be unaccustomed or unable to provide
gender-specific services (Yano, Hayes, et al., 2010). Women Veterans are also exposed to
military sexual trauma at higher levels, which requires providers to be proficient and
comfortable in providing trauma-sensitive primary care, and demands particular attention to
the safety and security of clinic environments (deKleijn, Lagro-Janssen, Canelo, & Yano,
2015). The coordination of women Veterans’ care is also more complex: for example,
reproductive health needs often require additional visits within and outside of the VA (Yano,
Rose, Bean-Mayberry, Canelo, & Washington, 2010).

Studies have examined various aspects of women Veterans’ access to care, including the
geographic accessibility of care, (Friedman et al., 2015) availability of mental health care
(Kimerling et al., 2015), and extent of unmet healthcare need (D. Washington, Bean-
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Mayberry, Riopelle, & Yano, 2011). These studies identified ways that women Veterans’
access to care could be improved, for example, by offering broader services at community-
based facilities, by expanding telemedicine, by providing designated women’s mental health
treatment settings, and by providing more opportunities for care outside of regular clinic
hours. However, factors associated with women Veterans’ ratings of access to needed care
have been underexplored, and important questions remain: What aspects of PCMH might
contribute to ratings of access? And how do women Veterans perceive their access to needed
care? We sought to answer these questions by drawing on data from a multi-region
telephone survey of women Veterans to examine the association between key care team
functions and ratings of access to needed routine and urgent care. We examined the potential
role of three functions played by care teams, as rated by patients: care coordination, in-
person communication, and phone communication.

Study Design and Sample

Data in this study are drawn from a cross-sectional survey of women Veteran patients
(n=1,395) conducted between January and March 2015 at 12 VA medical centers
participating in a Practice-Based Research Network (PBRN) for women Veterans (Frayne et
al., 2013). We used data from the baseline wave of a survey conducted as part of a cluster-
randomized controlled trial, /mplementation of Women’s Health Primary Care Teams Study
(YYano et al., 2016). In order to study factors related to care team functions in a population of
active VA users, the survey sampled women Veterans with at least three primary care and/or
women’s health visits at a participating medical center in the last 12 months. Veterans who
were found to be deceased or with invalid or missing contact information were excluded.
The study was reviewed and approved by the Institutional Review Board at VA Greater Los
Angeles.

Analyses of access to routine care excluded 14 respondents who were unsure of their routine
access and 3 respondents who declined to answer the routine care access question. For
analyses of access to urgent care, of 852 respondents who indicated having a health problem
warranting immediate attention, we excluded 25 who were unsure of their urgent access.
Listwise deletion due to missing covariates reduced the final analytic samples to 1,333 for
routine care and 723 for urgent care. Participants in the analytic samples were younger and
more likely to have seen a specialist compared to those excluded because of missing data.
Participants in the routine access analytic sample had fewer comorbidities than those in the
full sample. The two groups did not differ on any of the other characteristics we tested
(ratings of care coordination, in-person communication, or phone communication; age, race/
ethnicity, marital status, employment status, insurance status, children in household,
education, overall rating of VA, mental/behavioral care, care outside VA, overall health,
anxiety/depression, posttraumatic stress disorder, or military sexual trauma).

Data Collection and Measures

We used survey recruitment best practices (Dillman, Smyth, & Christian, 2014), which
included sending potential participants an advance information packet with an introductory
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letter, leadership endorsements, a magnet, and a brochure with the elements of informed
consent. Interviewers made up to 12 attempts to contact each potential participant using a
Computer Assisted Telephone Interviewing system. The survey response rate was 46%.
Among eligible individuals, 30% could not be contacted within the survey period, 22%
declined participation, and 2% began but did not complete the interview. Survey respondents
were on average older than non-respondents, but did not differ significantly by the other
observable characteristics (marital status and geographic region).

The telephone survey was administered by an independent VVA-approved vendor and was
framed with the following introduction: “This survey asks about the experiences that women
Veterans have had with obtaining healthcare from the VA. It will be used to help the VA
learn about improvements that may be needed to provide comprehensive health care to
women.”

The measure definitions are shown in Appendix A and summarized below.

Dependent Variables: Our two dependent variables were access to routine and to urgent
care in the prior 12 months. Access to routine care was assessed based on the question: “In
the last 12 months, when you made an appointment for a checkup or routine care at VA, how
often did you get an appointment with a VA provider as soon as you needed? Always,
usually, sometimes, or never?” Among the respondents who reported having “a health
problem that was serious enough that [they] wanted an appointment at the VA right away,”
access to urgent care was assessed by the question: “In the last 12 months, when you needed
care right away from the VA, how often did you see a VA provider as soon as you needed?
Always, usually, sometimes, or never?” These questions are part of the Consumer
Assessment of Healthcare Providers & Systems (CAHPS) “access to care” measure adapted
for use in the VA (Hays et al., 2014). We pre-tested adapted items with women Veterans
before including them in the survey. Our primary analyses compare responses of “always” or
“usually” to “sometimes” or “never.” In this paper, we examine the proportion of
participants who report reliably timely access (“always” or “usually”) as an indicator of
access to care. The phrase “high ratings of access” is used as shorthand for “the proportion
of participants who report *always’ or ‘usually’ having timely access.”

Primary Independent Variables: Our primary independent variables are three key care
team functions: care coordination, in-person communication, and phone communication.

Care coordination and in-person communication were each measured using multi-item
scales adapted from CAHPS, each standardized to a 10-point scale for analysis (Hays et al.,
2014). “High” ratings were defined as scores of at least 8 out of 10 on these scales. The third
independent variable, phone communication, was measured using a categorical variable
indicating: a) whether the respondent had telephoned their care team to ask about their
healthcare, and b) how often the respondent got an answer as soon as they needed. We
combined these items to create three mutually-exclusive response categories: 1) did not call
care team to ask about care; 2) team “always” or “usually” answered question by phone as
soon as needed; and 3) team “sometimes” or “never” answered question by phone as soon as
needed.

Womens Health Issues. Author manuscript; available in PMC 2019 October 09.
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As with the dependent variables, we pre-tested adapted items with women Veterans before
including them in the survey.

Covariates:

Sociodemogr aphics:. We adjusted for sociodemographic factors that have been associated
with access in other contexts (Carrillo et al., 2011). We included self-reported measures of
age, race/ethnicity, marital status, education, employment status, and insurance status. We
also included a measure indicating the presence of children in the participant’s household as
a proxy for potential caretaking responsibilities that could complicate access to care
(Kullgren, McLaughlin, Mitra, & Armstrong, 2012)

Health status. Because access to care is a function of each patient’s need for care, we also
adjusted for measures of participants’ health status, including overall self-reported health,
(DeSalvo, Fan, McDonell, & Fihn, 2005) the Seattle Index of Comorbidity,(Fan et al., 2002)
and an anxiety/depression scale (PHQ-4) (L6we et al., 2010). In addition, we included
screeners for post-traumatic stress disorder (PTSD) (Lang & Stein, 2005) and military
sexual trauma (MST) (Kimerling, Gima, Smith, Street, & Frayne, 2007) because of their
high prevalence in the VA and their impact on care delivery and access.

Overall rating: Overall rating of VA care was measured with a 10-point scale adapted from
CAHPS (D. L. Washington, Bean-Mayberry, Hamilton, Cordasco, & Yano, 2013). We
dichotomized the rating to 8-or-higher (which we defined as a high overall rating) versus 7-
or-lower. The inclusion of this measure helps limit the degree to which an overall tendency
to give positive ratings, or an overall positive impression of the VA, might confound the
relationship between care team functions and ratings of access to care.

Settings and Types of Care: We also accounted for the overall mix of services received
because these services may determine the types of care coordination needed. We included
measures identifying: use of any care from outside the VA (in addition to the care received at
the VA), use of any mental or behavioral care, and use of any specialty care.

Statistical Analysis

To identify factors associated with routine and urgent access, we conducted multivariate
logistic regression analyses for the odds of reporting access “usually or always,” and the
resulting odds ratios were interpreted as measures of the association between each care team
function and ratings of access. We examined the correlations among care team functions to
address the potential for multicollinearity. For example: care coordination and telephone
access, while conceptually related, appear to be empirically distinct in this sample: their
correlation coefficient is 0.27. We also conducted sensitivity analyses using a different cut-
point for the routine and urgent care access outcomes (“always” vs “usually/sometimes/
never”) and analyses that specified dichotomized measures as continuous (ratings of access
to needed care, care coordination, in-person communication, and overall rating of VA). We
used weights created using variables from the sampling frame to account for the non-
proportional sample design and for non-response. The application of these survey weights
also accounts for clustering of participants within clinics. We also calculated the average
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increase in the marginal probability of access to routine and urgent care associated with each
of the key care team functions, calculated at the observed values of other factors in the
model.

As shown in Table 1, 73.5% of respondents indicated that they always or usually got an
appointment for routine care as soon as they needed, while 66.5% reported that they always
or usually saw a VA provider as soon as they needed for urgent care. 62.4% of patients gave
high ratings of care coordination, and 76% gave high ratings of in-person communication.
Among those who called their provider’s office with a health care question, 63% always or
usually got an answer as soon as needed.

Multivariate models provided estimates of the association between each care team function
and the odds of reporting access “usually or always.” Below, we present these odds ratios as
indicators of the association between each care team function and ratings of access.

Two of the three care team functions examined were positively associated with high ratings
of each type of access (Table 2). Phone communication had the largest associations with
high ratings of access to routine and urgent care — specifically, respondents’ reports that their
care team answered questions by phone as soon as needed were highly associated with
ratings of access to needed routine care (OR = 4.31, ClI 2.66-6.98) and urgent care (OR =
6.28, Cl 3.79-10.38). Care coordination was also associated with high ratings of access to
both routine care (OR=1.66, Cl 1.01-2.74) and urgent care (OR=2.26, Cl 1.23-4.18). The
associations between in-person communication and high ratings of access to routine and
urgent care were not statistically significant. These associations are further illustrated in
Figure 1, which shows the absolute average increase in the marginal probability of high
ratings of access to routine and urgent care associated with each of the key care team
functions.

The direction, approximate magnitude, and statistical significance of the observed
associations were consistent across sensitivity analyses (Appendices B and C), with a few
exceptions: in the models using a different cutoff for both outcomes (comparing a response
of “always” to “usually/sometimes/never” regarding access), in-person communication
became a significant predictor of high access ratings.

Discussion

We identified substantial associations between key care team functions and patient ratings of
access to needed care. In particular, phone communication was strongly associated with
ratings of access: among patients who called their care team with a health question, those
who reported a timely response were on average 25 percentage points more likely to report
good access (i.e. “always” or “usually” timely) to routine care, and 33 percentage points
more likely to report good access to urgent care, after adjusting for the other variables in
model. We found a smaller but nonetheless consistent association with care coordination:
patients who gave high ratings for care coordination were 8 percentage points more likely to
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report good access to routine care, and 13 percentage points more likely to report good
access to urgent care.

A potential explanation of the association with phone communication is that a timely answer
to a health question via phone may obviate the need for an in-person visit, or it may help
patients better identify which situations require a visit — i.e. it may allow patients to “self-
triage.” This explanation would be consistent with a key premise of PCMH - that many care
needs can be addressed without a provider visit. And indeed, the finding is consistent with
studies suggesting that a substantial amount of primary care needs could be adequately
addressed without an in-person encounter, e.g. via phone by the provider or by another
member of the care team (Pelak, Pettit, Terwiesch, Gutierrez, & Marcus, 2015). This finding
is particularly pertinent to women Veterans, many of whom have childcare or eldercare
responsibilities that make convenient and multi-channel access to care even more important
(Washington et al,, 2011).

The association between care coordination and access might be related to the process of
scheduling follow-up visits. When care is well coordinated, follow-up visits with specialists
or members of the extended primary care team (e.g. mental health professionals,
pharmacists) might be scheduled immediately, or facilitated with an in-person warm hand-
off from the primary care team, instead of patients having a general notion that they need to
schedule an appointment with someone, but uncertainty about who to contact or what to
request. Care coordination is particularly pertinent for women Veterans, who are frequently
referred to providers outside the VA for services such as mammaography or reproductive
health (Frayne et al., 2014).

Although our primary analyses did not identify a statistically significant relationship
between in-person communication and access, the study was inconclusive regarding these
relationships. The results differ depending on the model specification — i.e. when we use a
higher cutoff for access (“always” instead of “always or usually™), in-person communication
becomes a significant predictor of ratings of access to both routine and urgent care.
Therefore, we caution against drawing conclusions based on this result.

In interpreting the results of this study, it is important to consider its limitations. Our
measures of care team functions (phone communication, in-person communication, and care
coordination) do not represent the entirety of important care team functions. Successful care
teams must also achieve good internal communication and trust among team members, must
have a clear and shared understanding of individual roles and responsibilities, and must do
other important work as a team that may be less visible to patients (Nembhard, Yuan,
Shabanova, & Cleary, 2015; True et al., 2013). Future research could address how these and
other care team functions not measured in this study influence ratings of access to care. Our
study is also subject to the limitations inherent in cross-sectional research: it cannot identify
a causal link between care team functions and access to needed care. The telephone-based
administration of the survey is also a potential limitation in that verbally-administered
surveys may be more vulnerable to social desirability response bias. The use of an
independent survey vender may help minimize this bias, but does not eliminate it. The
study’s patient population should also be considered in its interpretation. Women Veterans
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face substantial challenges to access, and it is therefore particularly important to understand
the factors associated with their access to needed care. Future research should address the
impact of specific characteristics of this population, for example, the high prevalence of
PTSD and MST observed in this sample. In addition, our findings using a sample of women
with 3 or more visits in the last year may not be generalizable to women who are less
engaged in care at VA. While the overall levels of access that we observed in this sample are
lower than have been reported in surveys of US women outside the VA (Agency for
Healthcare Research & Quality, 2017), a direct comparison is beyond the scope of this study.

Implications for Policy and Practice:

This study characterizes the synergistic relationship between improvements to care team
functions and improvements to access. Improvements in these domains are both goals of
PCMH and are important on their own. However, it is all too easy to reduce PCMH to a
collection of separate objectives, with separate strategies used to achieve each objective. Our
study helps demonstrate the degree to which these seemingly separate PCMH objectives
depend on one another.

In addition to overarching implications for PCMH, this study’s findings have especially
compelling implications for the VA. Improving access to care has been a top VA priority and
has motivated the development of a mobile app for scheduling visits and changes to the
staffing and structure of primary care (Yano, Bair, Carrasquillo, Krein, & Rubenstein, 2014).
However, of the changes within the VA intended to improve access, the most substantial
change may be the Veterans Choice Act, which increases reliance on providers outside the
VA (Gellad, 2016). Research on this program to date has identified profound challenges in
the coordination of care with providers outside VA (Mattocks, Mengeling, Sadler, Baldor, &
Bastian, 2017). Our results suggest that approaches to improving access that compromise the
care team’s ability to coordinate care, or that diminish the care team’s role as a primary
point of contact for patients, may prove ineffective or counterproductive — particularly for
women Veterans, who already face disproportionate challenges to coordinated care
(Mattocks et al., 2010). This interpretation is consistent with other research emphasizing the
important functions that care teams play (Nelson et al., 2014; Solimeo et al., 2016), but our
findings elucidate these functions’ connection to access.

Conclusions:

In this sample of women Veterans, our analysis identified both phone communication and
care coordination as positively associated with patient ratings of access to routine and urgent
care. The relationship between in-person communication and access was not statistically
significant. Recognizing the degree to which ratings of access are intertwined with these key
care team functions should inform the strategies used to improve access to needed care.
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Appendix A:

Primary constructs and definitions

Construct

Definition

Accessto needed care

Routine

Urgent

Careteam functions

Coordination (a=.75)

In-Person Communication
(a=.90)

Phone Communication

In the last 12 months, when you made an appointment for a checkup or routine care at
VA, how often did you get an appointment with a VA provider as soon as you needed?
Always, usually, sometimes, or never?

In the last 12 months, when you needed care right away from the VA, how often did you
see a VA provider as soon as you needed? Always, usually, sometimes, or never?

In general, how easy or difficult has it been to coordinate your care between VA and
non-VA providers of any kind over the last 12 months? Has it been very easy, somewhat
easy, somewhat difficult, or very difficult?

Thinking about the care you got from [VA or non-VA] specialists in the last 12 months,
how often did your VA provider seem informed and up-to-date about the care you got
from those specialists? Always, usually, sometimes or never?

In the last 12 months, did you get all, some or none of the help you needed from your
VA providers office to manage your care among different providers and health services?

In the last 12 months (response options: never, sometimes, usually, or always):

How often did your VA provider seem to know the important information about your
medical history?

How often did your VA provider explain things in a way that was easy to understand?
How often did your VA provider show respect for what you had to say?

How often did your VA provider spend enough time with you?

How often did your VA provider listen carefully to you?

How often did your VA provider or member of your care team give you easy to
understand information about your health questions or concerns?

In the last 12 months:

Did you ever telephone your VA provider or someone who works with your provider
during regular office hours to talk about your healthcare, or ask a health-related
question? [yes, no]

[If yes]: When you phoned to talk about your healthcare or get an answer to your
health-related question during regular office hours, how often did you get an answer as
soon as you needed? [never, sometimes, usually, or always]

(Combined to form mutually exclusive categories)
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Full Primary
Model

OR[95% ClI]

Alternative
Specification of
Predictors

OR [95% ClI]

Alternative
Specification of
Outcom

OR[95% ClI]

Care Team Functions
High rating of care coordination
Care coordination score (0-10)
High rating of in-person communication
In-person communication score (0-10)
Phone Communication $

Did not call care team

Timely answer “always/usually”

Sociodemographics

Age (Ref: 18-44)
45-64
65+

Race/ethnicity (Ref: white)
Black
Other race/ethnicity

Marital status
Divorced/Separated/Widowed
Never Married

Employment (Ref: Employed)
Unemployed

Not in the labor force / not seeking
work

Insurance status (Ref: VA only)
Private
Other

Any children in household

College graduate

Overall Rating
High Overall Rating of VA=1
Rating of VA (0-10)

Settings and Types of Care
Any care outside VA
Mental/behavioral care

Used any specialist

Physical and Mental Health
Overall Health (1-5, 1=poor, 5=excellent)

1.66 [1.01,2.74]
N/A
1.44[0.94,2.21]
N/A

3.40*[2.13,5.42]
4.317[2.65,6.98]

1.73[1.03,2.90]
2.777[1.26,6.09]

0.73[0.48,1.10]
0.93[0.64,1.36]

1.46 [0.98,2.20]
1.71[0.83,3.54]

1.05 [0.49,2.27]
1.21[0.82,1.79]

1.47 [0.87,2.51]
1.11[0.65,1.89]
0.95[0.53,1.72]
1.19[0.80,1.75]

3.04***[1.87,4.95]

N/A

1.01 [0.54,1.87]
1.01[0.71,1.43]
0.63 [0.36,1.09]

0.96 [0.72,1.27]

N/A
1.117[1.02,1.19]
N/A
1.03 [0.96,1.10]

3.36 ¥ [2.14,5.26]
4,03 [2.46,6.62]

1.75[1.09,2.83]
253%[1.11,5.77]

0.68 [0.44,1.04]
0.89 [0.57,1.38]

1.53[0.96,2.43]
1.80 [0.88,3.69]

1.16 [0.51,2.64]
1.18[0.78,1.78]

1.49 [0.86,2.61]
1.09 [0.65,1.83]
0.93 [0.51,1.69]
1.180.79,1.77]

N/A

1.37[1.18,1.59]

1.12[0.60,2.10]
0.97 [0.67,1.39]
0.71[0.43,1.19]

0.93 [0.70,1.25]
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1.69 7[1.33,2.14]
N/A
1.817[1.08,3.03]
N/A

3.80 " [2.46,5.85]
3.92***[2.74,5.61]

1.36 [0.95,1.93]
1.29 [0.83,2.02]

1.12[0.72,1.76]
0.80 [0.51,1.24]

1.44[1.05,1.96]
1.07 [0.67,1.71]

1.211[0.61,2.41]
1.53*7[1.20,1.95]

1.23[0.90,1.69]
0.94 [0.59,1.50]
0.99 [0.56,1.77]
0.90[0.70,1.17]

2.2177%[1.69,2.89]
N/A

1.10 [0.84,1.45]
0.84 [0.55,1.27]
0.60 **[0.46,0.79]

1.00 [0.78,1.30]
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Full Primary
Model

OR[95% Cl]

Alternative
Specification, of
Predictors

OR[95% Cl]

Alternative
Specification of
Outcom

OR[95% Cl]

Comorbidity score (SIC)

Anxiety/Depression (1-4, 1=none,
4=severe)

PTSD (screened positive)
MST (screened positive)

Observations

0.98 [0.89,1.07]
0.94[0.74,1.21]

0.67[0.39,1.14]
1.04 [0.63,1.73]
1133

0.97 [0.88,1.08]
0.96 [0.74,1.25]

0.66 [0.39,1.11]
1.03 [0.64,1.66]
1133

1.02 [0.96,1.09]
1.06 [0.93,1.21]

0.84 [0.54,1.29]
0.82 [0.55,1.21]
1133

*
p <0.05,
Hok

p <0.01,

HokAh

p <0.001
#

fModeI of “always” access to routine care (as opposed to “always/usually” in primary model)

s

Ref = Team answered question: never/sometimes

Appendix C:

Full Regression Models and Sensitivity Analyses (Urgent Care)

Model with numeric rating (overall rating of VA) and scales (care coordination, in-person communication) specified as
continuous variables instead of dichotomized.

Full Primary Model

OR [95% Cl]

Alternative
Specification, of
Predictors

OR [95% ClI]

Alternative
Specification of
Outcome

OR [95% ClI]

Care Team Functions
High rating of care coordination
Care coordination score (0-10)
High rating of in-person communication
In-person communication score (0-10)
Phone communication §

Did not call care team

Timely answer “always/usually”

Sociodemographics

Age (Ref: 18-44)
45-64
65+

Race/Ethnicity (Ref: White)
Black
Other race/ethnicity

Marital status (Ref: Married)
Divorced/Separated/Widowed
Never Married

Employment (Ref: Employed)

2.267[1.23,4.18]
N/A

1.56 [0.77,3.16]
N/A

2.7577"[1.87,4.04]
6.287[3.79,10.38]

1.43[0.75,2.73]
2.80*[1.09,7.19]

0.95 [0.49,1.86]
0.89 [0.48,1.67]

1.48 [0.93,2.36]
2.127[1.11,4.03]

N/A
1.187[1.10,1.27]
N/A
1.01 [0.88,1.16]

2.7377%[1.87,3.99]
5.82777[3.76,9.00]

1.47 [0.81,2.67]
2.50[0.97,6.42]

0.86 [0.46,1.62]
0.88 [0.47,1.65]

1.54™[1.00,2.39]
2.177[1.12,4.24]
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2.4977[1.68,3.69]
N/A
1.78[1.08,2.92]
N/A

3.95 " [2.85,5.49]
4.68™77[3.26,6.71]

1.17[0.68,1.99]
1.72[0.95,3.12]

0.84 [0.53,1.35]
0.63 [0.40,1.01]

1.1410.72,1.82]
1.21[0.76,1.94]
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Full Primary Model Alternative Alternative
Specification, of Specification of
Predictors Outcome
OR [95% ClI] OR[95% ClI] OR [95% ClI]
Unemployed 1.02 [0.43,2.42] 1.08 [0.52,2.24] 1.07 [0.37,3.11]
Not in the labor force / not seeking 1.13[0.73,1.77] 1.12[0.70,1.78] 1.01 [0.66,1.53]
work
Insurance status (Ref: VA only)
Private 1.11 [0.45,2.74] 1.05 [0.46,2.41] 1.11 [0.56,2.20]
Other 0.78[0.36,1.72] 0.75 [0.34,1.64] 0.75[0.48,1.19]
Any children in household 1.04 [0.63,1.73] 1.05 [0.65,1.69] 0.90 [0.50,1.63]
College Graduate 1.19[0.78,1.82] 1.16 [0.75,1.79] 0.90 [0.58,1.39]
Overall Rating
High Overall Rating of VA 2.77 % [1.66,4.60] N/A 1.847[1.04,3.23]
Rating of VA (0-10) N/A 1.34°*[1.18,1.53] N/A

Settings and Types of Care

Any care outside VA 0.95[0.52,1.73] 1.05 [0.60,1.85] 1.06 [0.71,1.58]
Mental/behavioral care 1.27[0.79,2.07] 1.18[0.73,1.91] 1.16 [0.75,1.78]
Used any specialist 0.77[0.49,1.19] 0.90 [0.60,1.37] 0.56 [0.30,1.06]
Physical and Mental Health
Overall Health (1-5, 1=poor, 5=excellent) 0.98 [0.67,1.42] 0.96 [0.67,1.37] 1.20 *[1.00,1.42]
Comorbidity score (SIC) 1.00[0.85,1.17] 0.99 [0.85,1.14] 1.08[0.98,1.19]
Anxiety/Depression (1-4, 1=none, 0.97 [0.75,1.24] 0.99[0.77,1.29] 1.01[0.86,1.18]
4=severe)
PTSD (screened positive) 0.62 [0.34,1.12] 0.60 [0.34,1.06] 0.85[0.54,1.32]
MST (screened positive) 1.43[0.99,2.07] 1.35[0.91,1.99] 1.16 [0.76,1.78]
Observations 723 723 723

*
p <0.05,

Ak

p<0.01,
Ak
p <0.001

TModeI with numeric rating (overall rating of VA) and scales (care coordination, in-person communication) specified as

continuous variables instead of dichotomized.

iModeI of “always” access to urgent care (as opposed to “always/usually” in primary model)

§

Ref = Team answered question: never/sometimes

References

Agency for Healthcare Research & Quality. (2015) CAHPS Database Online Reporting System.

1duosnue Joyiny

Available: https://www.cahpsdatabase.ahrg.gov/CAHPSIDB/Public/CG/CG_Freq.aspx. Accessed
Sept 7, 2017.

Aysola J, Rhodes KV, & Polsky D (2015). Patient-centered medical homes and access to services for
new primary care patients. Medical Care. 10.1097/MLR.0000000000000412

Aysola J, Werner RM, Keddem S, SoRelle R, & Shea JA (2015). Asking the Patient About Patient-
Centered Medical Homes: A Qualitative Analysis. Journal of General Internal Medicine, 30(10),
1461-1467. 10.1007/s11606-015-3312-8 [PubMed: 25876739]

Womens Health Issues. Author manuscript; available in PMC 2019 October 09.


https://www.cahpsdatabase.ahrq.gov/CAHPSIDB/Public/CG/CG_Freq.aspx

1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Brunner et al.

Page 13

Barksdale DJ, Newhouse R, & Miller JA (2014). The patient-centered outcomes research institute
(PCORI): Information for academic nursing. Nursing Outlook, 62(3), 192-200. 10.1016/j.outlook.
2014.03.001 [PubMed: 24731919]

Carrillo JE, Carrillo VA, Perez HR, Salas-Lopez D, Natale-Pereira A, & Byron AT (2011). Defining
and targeting health care access barriers. J Health Care Poor Underserved, 22(2), 562-575. 10.1353/
hpu.2011.0037 [PubMed: 21551934]

deKleijn M, Lagro-Janssen ALM, Canelo I, & Yano EM (2015). Creating a roadmap for delivering
gender-sensitive comprehensive care for women Veterans: results of a national expert panel.
Medical Care, 53(4 Suppl 1), S156-64. 10.1097/MLR.0000000000000307 [PubMed: 25767971]

DeSalvo KB, Fan VS, McDonell MB, & Fihn SD (2005). Predicting mortality and healthcare
utilization with a single question. Health Services Research, 40(4), 1234-1246. 10.1111/j.
1475-6773.2005.00404.x [PubMed: 16033502]

Dillman DA, Smyth JD, & Christian LM (2014). Internet, phone, mail, and mixed mode surveys: The
tailored design method (4th ed.). Wiley Publishing 10.4037/ajcc2016979

Fan VS, Au D, Heagerty P, Deyo RA, McDonell MB, & Fihn SD (2002). Validation of case-mix
measures derived from self-reports of diagnoses and health. Journal of Clinical Epidemiology,
55(4), 371-380. 10.1016/S0895-4356(01)00493-0 [PubMed: 11927205]

Frayne SM, Carney DV, Bastian L, Bean-Mayberry B, Sadler A, Klap R, ... Yano EM (2013). The VA
women’s health practice-based research network: Amplifying women veterans’ voices in VA
research. Journal of General Internal Medicine, 28(SUPPL.2), 504-509. 10.1007/
511606-013-2476-3 [PubMed: 23070656]

Frayne SM, Phibbs CS, Saechao F, Maisel N, Friedman SA, Finlay A, ... Haskell S (2014).
Sourcebook: Women Veterans in the Veterans Health Administration. Volume 3:
Sociodemographics, Utilization, Costs of Care, and Health Profile. Women’s Health Services,
Veterans Health Administration, Department of Veterans Affairs, Washington, DC.

Friedman SA, Frayne SM, Berg E, Hamilton AB, Washington DL, Saechao F, ... Phibbs CS (2015).
Travel time and attrition from VHA care among women veterans: how far is too far? Medical Care,
53(4 Suppl 1), S15-22. 10.1097/MLR.0000000000000296 [PubMed: 25767970]

Gellad WF (2016). The Veterans Choice Act and Dual Health System Use. Journal of General Internal
Medicine, 31(2), 153-154. 10.1007/s11606-015-3492-2 [PubMed: 26289922]

Hays RD, Berman LJ, Kanter MH, Hugh M, Oglesby RR, Kim CY, ... Brown J (2014). Evaluating the
psychometric properties of the CAHPS patient-centered medical home survey. Clinical
Therapeutics, 36(5). 10.1016/j.clinthera.2014.04.004

I0OM (Institute of Medicine). (2015). Transforming Health Care Scheduling and Access. Washington,
DC: The National Academies Press.

Kimerling R, Gima K, Smith MW, Street A, & Frayne S (2007). The Veterans Health Administration
and military sexual trauma. American Journal of Public Health, 97(12), 2160-2166. 10.2105/
AJPH.2006.092999 [PubMed: 17971558]

Kimerling R, Pavao J, Greene L, Karpenko J, Rodriguez A, Saweikis M, & Washington DL (2015).
Access to mental health care among women Veterans: is VA meeting women’s needs? Medical
Care, 53(4 Suppl 1), S97-S104. 10.1097/MLR.0000000000000272 [PubMed: 25767985]

Kullgren JT, McLaughlin CG, Mitra N, & Armstrong K (2012). Nonfinancial barriers and access to
care for U.S. adults. Health Services Research, 47(lIssue 1; Part 2), 462—485. 10.1111/j.
1475-6773.2011.01308.x [PubMed: 22092449]

Lang AJ, & Stein MB (2005). An abbreviated PTSD checklist for use as a screening instrument in
primary care. Behaviour Research and Therapy, 43(5), 585-594. 10.1016/j.brat.2004.04.005
[PubMed: 15865914]

Leroux TC, Cote MJ, Kum H-C, Dabney A, & Wells R (2017). Transitioning to Patient-Centered
Medical Homes: Associations With Appointment Availability. Military Medicine, 182(3), e1741-
e1746. 10.7205/MILMED-D-16-00180 [PubMed: 28290952]

Léwe B, Wahl I, Rose M, Spitzer C, Glaesmer H, Wingenfeld K, ... Brahler E (2010). A 4-item
measure of depression and anxiety: Validation and standardization of the Patient Health
Questionnaire-4 (PHQ-4) in the general population. Journal of Affective Disorders, 122(1-2), 86—
95. 10.1016/j.jad.2009.06.019 [PubMed: 19616305]

Womens Health Issues. Author manuscript; available in PMC 2019 October 09.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Brunner et al.

Page 14

Mattocks KM, Mengeling M, Sadler A, Baldor R, & Bastian L (2017). The Veterans Choice Act: A
Qualitative Examination of Rapid Policy Implementation in the Department of Veterans Affairs.
Medical Care, 0(0), 1 10.1097/MLR.0000000000000667

Mattocks KM, Skanderson M, Goulet JL, Brandt C, Womack J, Krebs E, ... Haskell S (2010).
Pregnancy and mental health among women veterans returning from lIraq and Afghanistan. Journal
of Women’s Health (2002), 19(12), 2159-66. 10.1089/jwh.2009.1892

Nelson K, Sun H, Dolan E, Maynard C, Beste L, Bryson C, ... Fihn SD (2014). Elements of the
patient-centered medical home associated with health outcomes among veterans: the role of
primary care continuity, expanded access, and care coordination. The Journal of Ambulatory Care
Management, 37(4), 331-8. 10.1097/JAC.0000000000000032 [PubMed: 25180648]

Nembhard IM, Yuan CT, Shabanova V, & Cleary PD (2015). The relationship between voice climate
and patients’ experience of timely care in primary care clinics. Health Care Management Review,
40(2), 104-115. 10.1097/HMR.0000000000000017 [PubMed: 24589927]

Pelak M, Pettit AR, Terwiesch C, Gutierrez JC, & Marcus SC (2015). Rethinking primary care visits:
How much can be eliminated, delegated or performed outside of the face-to-face visit? Journal of
Evaluation in Clinical Practice, 21(4), 591-596. 10.1111/jep.12341 [PubMed: 25756943]

Rosland A, Nelson K, Sun H, Dolan ED, Maynard C, Bryson C, ... Schectman G (2013). The patient-
centered medical home in the Veterans Health Administration. The American Journal of Managed
Care, 19(7), €263-72. [PubMed: 23919446]

Solimeo SL, Ono SS, Stewart KR, Lampman M, Rosenthal G, & Stewart G (2016). Gatekeepers as
care providers: The care work of patient centered medical home clerical staff. Medical
Anthropology Quarterly, 0(0), 1-18. 10.1111/maq.12281

True G, Butler AE, Lamparska BG, Lempa ML, Shea J. a., Asch D. a., & Werner RM (2013). Open
access in the patient-centered medical home: Lessons from the veterans health administration.
Journal of General Internal Medicine, 28(4), 539-545. 10.1007/s11606-012-2279-y [PubMed:
23192447]

Van Berckelaer A, DiRocco D, Ferguson M, Gray P, Marcus N, & Day S (2012). Building a patient-
centered medical home: obtaining the patient’s voice. Journal of the American Board of Family
Medicine: JABFM, 25(2), 192-8. 10.3122/jabfm.2012.02.100235 [PubMed: 22403200]

Washington D, Bean-Mayberry B, Riopelle D, & Yano E (2011). Access to care for women veterans:
delayed healthcare and unmet need. Journal of General Internal Medicine, 26(S2), 655-661.
10.1007/s11606-011-1772-z [PubMed: 21989618]

Washington DL, Bean-Mayberry B, Hamilton AB, Cordasco KM, & Yano EM (2013). Women
veterans’ healthcare delivery preferences and use by military service era: Findings from the
national survey of women veterans. Journal of General Internal Medicine, 28(SUPPL.2). 10.1007/
$11606-012-2323-y

Washington DL, Farmer MM, Mor SS, Canning M, & Yano EM (2015). Assessment of the healthcare
needs and barriers to VA use experienced by women veterans: findings from the national survey of
women Veterans. Medical Care, 53(4 Suppl 1), S23-31. 10.1097/MLR.0000000000000312
[PubMed: 25767972]

Yano EM, Bair MJ, Carrasquillo O, Krein SL, & Rubenstein LV (2014). Patient Aligned Care Teams
(PACT): VA’s Journey to Implement Patient-Centered Medical Homes. Journal of General Internal
Medicine, 29 Suppl 2, 547-9. 10.1007/s11606-014-2835-8 [PubMed: 24002630]

Yano EM, Darling JE, Hamilton AB, Canelo I, Chuang E, Meredith LS, & Rubenstein LV (2016).
Cluster randomized trial of a multilevel evidence-based quality improvement approach to tailoring
VA Patient Aligned Care Teams to the needs of women Veterans. Implementation Science: IS,
11(1), 101 10.1186/513012-016-0461-z [PubMed: 27435723]

Yano EM, Haskell S, & Hayes P (2014). Delivery of Gender-Sensitive Comprehensive Primary Care to
Women Veterans: Implications for VA Patient Aligned Care Teams. Journal of General Internal
Medicine, 29 Suppl 2(1992), 703-7. 10.1007/s11606-013-2699-3 [PubMed: 24573712]

Yano EM, Hayes P, Wright S, Schnurr PP, Lipson L, Bean-Mayberry B, & Washington DL (2010).
Integration of women veterans into VA quality improvement research efforts: What researchers
need to know. Journal of General Internal Medicine. 10.1007/s11606-009-1116-4

Womens Health Issues. Author manuscript; available in PMC 2019 October 09.



1duosnuepy Joyiny 1duosnuely Joyiny 1duosnuey Joyiny

1duosnue Joyiny

Brunner et al.

Yano EM, Rose DE, Bean-Mayberry B, Canelo I, & Washington DL (2010). Impact of Practice
Structure on the Quality of Care for Women Veterans Final Report. Sepulveda, CA.

Womens Health Issues. Author manuscript; available in PMC 2019 October 09.

Page 15



1duosnuepy Joyiny 1duosnuely Joyiny 1duosnuey Joyiny

1duosnue Joyiny

Brunner et al.

Page 16

Routine

40% -
30% -
20% -
25%
10% -
8 (o) 6 0
0% [ {
Care Coordination In-Person Phone
-10% - Communication = Communication
40% - Urgent
30% -
20% -
33%
10% -
’.‘.0o
13% v
0% [
Care Coordination In-Person Phone
-10% - Communication Communication

Figure 1: Increasesin marginal probability of high ratings of accessto routine and urgent care
associated with high ratings of key care team functions

Absolute difference in probabilities of high access to routine and urgent care associated with
high ratings of key care team functions, adjusted for sociodemographics, overall rating of
VA, settings and types of care, and health status. Vertical lines indicate the 95% confidence
interval for the marginal probability.
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Participant characteristics

Table 1.

Weighted %
Routine Care Analysis; n= 1133

Weighted %
Urgent Care Analysis; n= 723

Ratings of Accessto Needed Care
Always/Usually (high ratings of access)

Sometimes/Never

Care Team Functions

High rating of care coordination

High rating of in-person communication
Phone communication

Team answered question: always/usually

Team answered question: sometimes/never

Did not call care team

Socio-demogr aphics
Age

18-44

45-64

65+
Race / ethnicity

Black

White

Other race/ethnicity
Marital status

Married

Divorced

Never married
Employment status

Employed

Unemployed

Not in the labor force / not seeking work
Insurance status

VA only

Private

Other
Any children in household
College Graduate

Overall Rating
High Overall Rating of VA

Settings and Types of Care

73.5
26.5

62.4
76.0

30.4
20.0
49.6

36.9
49.8
13.3

25.0
59.3
15.7

38.4
38.6
22.9

43.7
6.1
50.2

42.4
20.8
36.9
25.1
39.7

72.6

66.5
335

58.5
71.9

22.2
23.6
54.2

39.2
51.0
9.8

25.1
57.6
17.3

38.8
38.9
22.3

44.8
6.2
49.0

44.6
19.8
355
27.1
40.7
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Weighted %
Urgent Care Analysis;, n= 723

Weighted %

Routine Care Analysis; n= 1133
Any care outside VA 39.1
Mental/behavioral care 56.8
Used any specialist 85.4
Physical and mental health
Overall health: Mean (SD); 1-5% 2.88(0.98)
Comorbidity score (SIC): Mean (SD) 3.47 (2.94)
Anxiety/Depression: Mean (SD); 1-47 194 (111)
PTSD (screened positive) 40.6
MST (screened positive) 61.8

39.9
62.4
88.5

2.82(0.99)
3.32 (2.84)
2.07 (1.13)
463
68.6

*
1=poor, 5=excellent

t
1=none, 4=severe
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Multivariate Analyses of High Ratings of Access to Needed Routine and Urgent Care

Table 2 —

Routine Care Urgent Care
OR 95% ClI OR 95% CI

Care Team Functions
High rating of care coordination 166" [1.01,2.74] 226" [1.23,4.18]
High rating of in-person communication 1.44 [0.94,2.21] 1.56 [0.77,3.16]
Phone communication”

Team answered question: always/usually 4317 [2.65,6.98] 6.28 % [3.79,10.38]

Did not call care team 3.40%"* [2.13,5.42] 275%** [1.87,4.04]
Overall Rating
High overall rating of VA 3.04%* [1.87,4.95] 277%* [1.66,4.60]
Settings and Types of Care
Any care outside VA 1.01 [0.54,1.87] 0.95 [0.52,1.73]
Mental/behavioral care (within or outside VA) 1.01 [0.71,1.43] 1.27 [0.79,2.07]
Used any specialist (within or outside VA) 0.63 [0.36,1.09] 0.77 [0.49,1.19]
Health Status
Overall health (1-5, 1=poor, 5=excellent) 0.96 [0.72,1.27] 0.98 [0.67,1.42]
Comorbidity score (SIC) 0.98 [0.89,1.07] 1.00 [0.85,1.17]
MST (1=screen positive) 1.04 [0.63,1.73] 1.43 [0.99,2.07]
PTSD (1=screen positive) 0.67 [0.39,1.14] 0.62 [0.34,1.12]
Anxiety/Depression (1-4, 1=none, 4=severe) 0.94 [0.74,1.21] 0.97 [0.75,1.24]
Observations 1133 723

*
p<0.05,

*ok

p<0.01,

Aok

*
p<0.001

1. . .
Ref = Team answered question: never/sometimes

Page 19

Also adjusting for respondent age, race/ethnicity, marital status, employment status, insurance status, children in household, and education. Full

model results shown in appendices B and C.
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