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Summary 
To increase homeless Veterans’ access to care an 
interprofessional regional team structure was created 
and Housing Resource Groups (HRG’s) were 
developed for drop-in assistance in the communities 
where Veterans reside.  Outcomes include increased 
interprofessional collaboration and communication of 
team members, increased access to care for homeless 
Veterans and enhanced community partnerships. 
Nationally there has been a decrease of 7% in the 
number of homeless Veterans; in the counties of the VA 
Palo Alto Health Care System (VAPAHCS), where this 
model was implemented, there has been a decrease of 
12%. The change for VAPAHCS counties since the 
start of the initiative in 2009 represents a 36% 
decrease. 
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Problem/Need 
Homelessness has become one of the most visible 
and intractable problems, magnifying the social and 
structural shortcomings of all societies around the 
globe.  Homelessness captures not only those without 
a roof over their heads, but those who are locked into 
any number of maladies and disabilities including 
economic hardship, mental illness, substance abuse, 
domestic failure, unemployment and social stigma.  
While the focus of helping the homeless has been on 
housing, research reveals that 20-30% of the 
homeless population is Veterans, 50% of whom are 
reported to have mental illness and 70% have a 
substance use disorder.   In 2009, it was estimated 
that there were more than 136,000 homeless Veterans 
(2010). In this same year, Veterans Administration (VA) 
Secretary Shinseki declared VA would end Veteran 
homelessness in 5 years. Existing homeless programs 
were expanded and new initiatives funded at the 
national level were to be implemented at the local 
level.   Although these numbers have declined to 
nearly 62,619 (January, 2012), a 7% decrease from 
the count done in January 2011), numbers may rise 
again as more Veterans return home from the Iraq and 
Afghanistan conflicts. In order to improve access to 
care and services for homeless Veterans, an 
innovative model of care was designed by 
interprofessional social work and nursing staff to meet 
this exciting challenge to end homelessness.  

Methods 
In order to meet the challenge to end Veteran homelessness by increasing access to care, Domiciliary homeless program 
leadership implemented an interprofessional regional team organizational structure for the outpatient programs in the fall 
of 2010 and implemented Housing Resource Groups (HRG’s) for drop-in assistance for homeless Veterans in the 
communities where they reside. Interprofessional collaboration (IPC) is necessary to provide the best evidence-based 
practice that is patient-centered, comprehensive and cohesive (Orchard, 2010).  As compared to the literature, IPC, 
although with relatively few studies, has positive results in patient outcomes and staff collaboration (Martin, Ummenhofer, 
Manser, & Spirig, 2010; Zwarenstein, Goldman, & Reeves, 2009).  In addition, it is well established that Veterans that 
reside in urban settings have accessible means to medical care which differs from the rural homeless population (Garcia-
Rea & LePage, 2008).  Identified factors in previous studies that enabled the use of VA services by homeless Veterans 
were access to VA and availability of services close to where they reside (Gamache, Rosenheck, & Tessler, 2000; 
Rosenheck, Kasprow, Frisman, & Liu-Mares, 2003).  

Three interprofessional Regional Teams were designed as a means by which to improve communication, service delivery 
and access to care for homeless Veterans within the main three regions of the 10 county health care system.  Staff from 
all Domiciliary homeless programs (Health Care for Homeless Veterans, Grants and Per Diem, Veterans Justice Outreach 
and Housing and Urban Development-VA Supported Housing) now work together, across the historic program-driven 
boundaries, to provide the most efficient and exemplary care for our homeless Veterans.  The goal of ending Veteran 
homelessness requires the cooperation and partnership with other federal, state, local, faith-based, non-profit and private 
groups.  Regional Team Leads coordinate needed services facilitated by their established relationships with groups in the 
community such as Veteran service organizations and coalitions of homeless service providers.   

Measurement of Interprofessional Collaboration was conducted with a survey tool, Assessment of Interprofessional Team 
Collaboration Scale (AITCS) tested for reliability and validity (Orchard, 2010) in December 2011 and again in January 
2013.  AITCS is designed to measure how well teams work collaboratively, an indication for our purposes of the success 
of our reorganized structure into 3 regional teams.  

Table 1: Comparison of level of 
collaboration between groups at 
time 1 (2011) and time 2 (2013)  
A one-way between-groups analysis of variance was conducted to 

explore the impact of collaboration between two groups measured by 

the AITCS.  Subjects were divided into two groups according to the 

time (2011 vs 2013).  There was not a statistically significant 

difference at the p <.223 level in the collaboration scores for the two 

groups: F 1.519 p = .223.  The effect size, calculated using eta 

squared, was .026. The collaboration mean was greater at time 1 (M 

= 148.44, SD 26.63) that at time 2 (M = 134.32, SD 42.78). However 

this difference was not significant. Time one results (2011) showed 

shared decision-making/ partnership, cooperation, and further work 

to be done in the area of coordination. Time 2 results (2013) showed 

decreased collaboration and coordination.  A rapid growth in team 

size is also noted; more than double, which may account for the 

results, and indicate a need to concentrate efforts on team building.  

Conclusion 
Developing effective teams and redesigned systems is 
critical to achieving healthcare that is patient-centered, 
safer, timelier, more effective, efficient, and equitable. 
With rapid growth of teams, further work must 
concentrate on interprofessional staff collaboration 
team-building efforts. Measuring IPC provides an 
objective means to see how well teams work 
collaboratively.  

Economic impact is measured by the number of 
veterans served and housed. Effective teams and 
redesigned systems save resources in staffing and 
increase community partnership involvement within the 
specific region but require attention to staff 
collaboration and coordination efforts. The ultimate 
goal in this interprofessional effort is to work more 
collaboratively to reduce the number of homeless 
veterans. 
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Housing Resource Groups (HRG’s) were implemented as a joint effort 
with our community partners.  The homeless Veteran population 
benefits the most from having these coordinated services provided in 
the area where they reside.  HRG’s are specifically designed to 
provide information and assistance, on a drop-in basis with no 
appointment necessary, often at the location of a community based 
agency.  HRG’s are staffed by licensed Domiciliary Homeless Program 
staff that have expert knowledge about VA and community resources 
in the area where the HRG is held.  A homeless Veteran can obtain 
information about housing in his or her local area including emergency, 
transitional, shared and other permanent housing options.  Our 
community partners often join the meeting to provide specialized 
information about their agency.  The Veteran can get an array of 
resource/referral information including employment, benefits and legal 
assistance.  In addition, that Veteran can be enrolled for VA health 
care if he or she has never obtained VA services before and is 
connected to the continuum of health care services including 
residential and outpatient treatment, when indicated. 

Lessons 
Learned  
Initial measurement of weekly 

HRGs (April 2010 to April 2011) 

showed 987 Veterans 

encounters across the 3 

regions.  October 2011 to 

September 2012, recorded 

1,129 Veteran encounters, for 

an increase of 14% over the 

previous 12 months measured. 

October 2012-March 2013, 

recorded 792 Veteran 

encounters, 494 of which were 

unique Veteran visits.  This 

represents a projected 40% 

increase from fiscal year 2012. 
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