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BACKGROUND: The Patient-Centered Medical Home
(PCMH) has emphasized timely access to primary care,
often by using non-traditional modes of delivery, such as
care in person after-hours or by phone during or after
normal hours. Limited data exists on whether improving
patient-reported access with these service types reduces
hospitalization.
OBJECTIVE: To examine the association of patient-
reported access to primary care within the VeteranHealth
Administration (VHA) via five service types and hospitali-
zations for ambulatory care sensitive conditions (ACSCs).
DESIGN: Retrospective cohort study, using multivariable
logistic regression adjusting for patient demographics,
comorbidity, characteristics of patients’ area of residence,
and clinic-level random effects.
PARTICIPANTS: A total of 69,710 VHA primary care pa-
tients who responded to the 2012 Survey of Healthcare
Experiences of Patients (SHEP), PCMH module.
MAIN MEASURES: Survey questions captured patients’
ability to obtain care from VHA for five service types: rou-
tine care, immediate care, after-hours care, care by phone
during regular office hours, and care by phone after nor-
mal hours. Outcomes included binary measures of hos-
pitalization for overall, acute, and chronic ACSCs in 2013,
identified in VHA administrative data and Medicare fee-
for-service claims.
KEY RESULTS: Patients who reported Balways^ able to
obtain after-hours care compared to Bnever^ were less
likely to be hospitalized for chronic ACSCs (OR 0.62,
95% CI 0.44–0.89, p = 0.009). Patients reporting
Busually^ getting care byphoneduring regular hourswere
more likely have a hospitalization for chronic ACSC (OR

1.49, 95%CI 1.03–2.17, p = 0.034). Experienceswith rou-
tine care, immediate care, and care by phone after-hours
demonstrated no significant association with hospitaliza-
tion for ACSCs.
CONCLUSIONS: Improving patients’ ability to obtain
after-hours care was associated with fewer hospitaliza-
tions for chronic ACSCs, while access to care by phone
during regular hours was associated with more hospital-
izations. Health systems should consider the benefits,
including reduced hospitalizations for chronic ACSCs,
against the costs of implementing each of these PCMH
services.
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INTRODUCTION

Although access to primary care is a key factor in preventing and
managing disease and deterring costly acute care1, 2, over 60% of
Americans report difficulty obtaining care after regular business
hours, and less than 30% of practices are organized with arrange-
ments for after-hours care.3 The Patient-CenteredMedical Home
(PCMH) is the leading model in primary care reorganization,
aiming to introduce new service types to improve access and
deliver patient-driven care.4–6 These service types include urgent
and after-hours services in person or by phone. Even with broad
implementation of the PCMH and adoption of these service
types, the impact of expanded access within the PCMH upon
downstream hospitalization remains understudied.7

Hospitalizations due to ambulatory care sensitive conditions
(H-ACSCs) are potentially avoidable with timely access to
appropriate primary care.8, 9 H-ACSCs are recognized as a
metric for performance and quality.10 Despite modest declines
in H-ACSCs from 2005 to 2013, rates of H-ACSCs remain
above national benchmarks.11 H-ACSCS have been associated
with the availability of primary care resources12–16 and factors
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associated with limited and inequitable access—including race,
ethnicity, income, neighborhood conditions, and rurality of
residence.9, 17–23 Global measures of PCMH implementation,
which include access, have been associated with improvement
in clinical quality and reductions in H-ACSCs.24 In one study
which examined the effects of access in isolation, clinics mak-
ing structural changes to improve access did not demonstrate a
reduction in H-ACSCs.25 However, structural changes alone
may not alter patients’ perceptions of access to primary care and
alter health-seeking behaviors. Further, the PCMH emphasizes
implementation of multiple service types, each of which may
have variable effect of enhancing access and deterring the need
for hospitalization.
In this study, we examined whether patient-reported access

with five different PCMH-related service types modify future
H-ACSCs. We used survey responses from a national sample
of patients from the Veterans Health Administration (VHA).
By leveraging administrative data from the VHA and claims
from fee-for-service Medicare, we were distinctly able to
examine the relationship between patient-reported access
within the PCMH and H-ACSCs.

Conceptual Framework

We relied upon a previously developed conceptual framework,
which suggests that patients’ perceived access and healthcare
need are major determinants of health care service use.26, 27 In
this study, perceived access represents a patients’ ability to
receive primary care in a timely fashion. We hypothesized that
greater perceived access to PCMH-related primary care ser-
vice types would reduce the likelihood of H-ACSCs.

METHODS

Data Sources

We used data from the VHA’s Survey of Healthcare Experi-
ences of Patients, PCMH Module (SHEP-PCMH), adminis-
tered between March 1, 2012, and September 30, 2012, to a
random, nationally representative sample of patients with
established care in the VHA. The SHEP-PCMH is adapted
from the Consumer Assessment of Healthcare and Provider
Systems, PCHM item set (CAHPS-PCMH)28 and was first
implemented after validation29 in 2012.
We linked SHEP-PCMH data to four other data sources.

Administrative data from the VHA Corporate Data Warehouse
(CDW) included comprehensive clinical and demographic infor-
mation, used to construct variables describing patient character-
istics, comorbidity, and VHA utilization, including prior primary
care use and H-ACSCs. We also ascertained non-VHA H-
ACSCs from fee-for-service (FFS) Medicare claims data.
County-level data from the 2012AreaHealth Resource File were
used to derive characteristics of patients’ county of residence.30

Rural Urban Commuting Codes (RUCA) version 2.0 was used
to identify rurality of patients’ residence ZIP code.31

Study Sample

We identified 75,101 patients who responded to the SHEP-
PCMH, reflecting a 46% response rate. After excluding pa-
tients who did not respond to the access-related questions (N =
4602) and patients with missing covariate data (N = 789), the
final study sample included 69,710 patients, weighted to the
VHA population who completed the nearly 10 million outpa-
tient visits in 2012.
Explanatory Variables: Patient-Reported Access. We used
responses from five questions of the SHEP-PCMH. These
questions have been increasingly used as consumer-driven
metrics for quality and access.24 Prior studies have identified
population-level differences29, 32–34; however, to date, the
effect of patient-reported access upon hospitalization remains
understudied.
These questions assessed access to care via five different

PCMH-related service types: routine care, care by phone during
regular hours, urgent care, after-hours care, and care by phone
after-hours (Supplemental Table 1). After-hours refers to care
sought during evening, weekends, or holidays. All questions
referenced the patients’ assigned primary care provider and
assessed access in two stages. First, the patient was asked if
they sought or needed the service typewithin the last 12months.
Patients who identified seeking or needing the service typewere
prompted to answer a follow-up question, eliciting how often
they could obtain care: always, usually, sometimes, or never.
Patients reporting not seeking or needing a service were desig-
nated in a fifth Bnot seeking/needing^ category. We examined
the relationship between experiences to each of these five
services with H-ACSCs in five separate analyses.

Outcome: Potentially Avoidable Hospitalization. The
primary outcome was a dichotomous measure denoting any
overall H-ACSC from October 1, 2012, to September 30,
2013. ACSCs include 13 different conditions for which hos-
pitalizations are considered potentially avoidable by adequate
access to primary care services. We used standard definitions
set forth by the AHRQQuality Indicators, version 4.535, 36 and
separately defined variables denoting any hospitalization due
to acute and chronic ACSCs.

Covariates. We controlled for a comprehensive set of factors
known to impact access to care. These included age,
race/ethnicity,20, 22 marital status, and educational
achievement.19, 23 Economic factors encompassed
exemption from VHA copayments and the unemployment
rate and poverty area designation of patients’ county of
residence.18, 21, 37–40 Geographic factors included rurality of
residence12, 18, 41 and distance to nearest VHA facility.40

Distance to VHA facility was calculated by straight line
distance in miles from centroid ZIP code of patients’
residence and assigned clinic. We classified distance into
five categories: 0–4.9 miles, 5–9.9 miles, 10–19.9 miles, 20–
39.9 miles, and greater than 40 miles.40 Further, we controlled
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for clinic type,42–44 classified as a community-based outpa-
tient clinic (CBOC) or VHA Medical Center.42, 45

As a measure of healthcare need, we controlled for patient
comorbidity, mental health diagnoses, and prior use of primary
care service.26, 27, 46 The validated comorbidity risk index
from Gagne et al. was derived from ICD-9 diagnoses in FY
2012.47, 48 Behavior health diagnoses of interest to VHA and
not included in risk index—depression, substance abuse, and
post-traumatic stress disorder (PTSD)—were identified if pa-
tient received inpatient or outpatient ICD-9 diagnoses within
the VHA in the prior 5 years.49–51 Face-to-face visits to clinics
identified as primary care during the baseline year were cate-
gorized into 0 to 2 visits, 3 to 5 visits, and more than 5 visits.

Effect Modification of Routine Care Access. Given the
evidence to suggest that barriers to routine care may
influence need for and access to after-hours care,52 we per-
formed post hoc analyses investigating the association of
access to routine care and the need for after-hours care. Sub-
sequently, we tested the effect modification of access to rou-
tine care upon the association of after-hours access with hos-
pitalization for overall, acute, and chronic ACSCs. We hy-
pothesized that poor perceived access to routine care, typically
offered during the daytime, would increase the need for after-
hours care, and for patients with less than optimal access to
routine care, better access to after-hours care would have
particularly greater impact upon hospitalizations for ACSCs.

Statistical Methods. T tests and χ2 tests were used in bivariate
analyses to compare characteristics of patients who
experienced and did not experience H-ACSC. To examine
the relationship between perceived access to PCMH services
and H-ACSCs, we used mixed effects multivariable logistic
regression with random intercepts to account for correlated
clinic-level factors affecting H-ACSC. All models tested the
likelihood of any hospitalization due to overall, acute, or
chronic ACSC among patients reporting Bnot seeking/
needing^ the service type and Balways,^ Busually,^ and
Bsometimes^ receiving care through service type in compari-
son to Bnever.^
Effect modification was analyzed first by separate statistical

models stratified by access to routine care, including popula-
tions reporting Bnot seeking^ routine care and those who
report seeking and optimally (Balways^) or less than optimally
(Busually, sometimes, or never^) receiving routine care. Sub-
sequently, we defined access to routine care as dichotomous
variable (less than optimal vs. optimal) and formally tested the
interaction of less than optimal access to routine care with the
four levels of perceived access to after-hours care upon any
hospitalization for overall, acute, and chronic ACSC. All
analyses were weighted for survey sampling to the FY2012
VHA primary care population. All analysis conducted in
STATA, version 13.0 (StataCorp LP, College Station, TX). A
nominal p value of 0.05 was used to assess statistical
hypotheses.

Sensitivity Analyses. Over 80% of VHA enrollees have at
least one other form of non-VHA insurance53 and may choose
to receive outpatient care outside of VHA. Except for claims
data from fee-for-service Medicare, data capturing these non-
VHA hospitalizations were not available. To address potential
under-measurement of H-ACSCs, we conducted subgroup
analysis among patients age 65 and over and were enrolled
in FFS Medicare in FY2012 (Appendix). In addition, prior
evidence and conceptual frameworks have highlighted the role
of satisfaction in accessing and using health care services.26, 54

We repeated the analyses while controlling patient-reported
satisfaction with assigned provider from the SHEP-PCMH
(Appendix Supplemental Tables 4.2, 4.4).

RESULTS

Descriptive Statistics

The percentage of patients who were hospitalized for overall
ACSCs, acute ACSCs, and chronic ACSCs was 2.42%,
0.97%, and 1.57%, respectively. Patients hospitalized for any
ACSC were older (73.2 vs. 62.3 years) and more likely to be
male (97.1% vs. 92.6%), White (74.3% vs. 70.1%), and have
lower educational achievement (more than high school, 46.5%
vs. 59.6%) compared patients without H-ACSC (Table 1).
Patients with H-ACSC were more likely to have 5 or more
primary care provider visits in the year prior to survey (44.8%
vs. 33.5%) and higher comorbidity risk (Gagne risk score,
1.96 vs. 0.60). However, patients with H-ACSC had a lower
prevalence of PTSD (14.9% vs. 21.0%).

Overall ACSCs

In adjusted analyses, patients reporting greater access by each
of the PCMH-related service types demonstrated no statisti-
cally significant difference in hospitalization due to overall
ACSCs in subsequent year (Supplemental Table 3). Patients
reporting Bnot needing,^ compared to patients who reported
needing and Bnever^ receiving after-hours care were less
likely to be hospitalized (OR 0.56; CI 0.47–0.68, p < 0.001).

Acute ACSCs

For acute ACSCs, significant differences were observed among
experiences with immediate care (p = 0.002) in unadjusted
analysis (Supplemental Table 2); however, in adjusted analyses,
greater ability to obtain PCMH-related services types was not
significantly associated with hospitalizations due to acute
ACSCs for any service type (Table 2, Supplemental Table 3).

Chronic ACSCS

For chronic ACSCs, in adjusted analyses, comparing to pa-
tients who reported Bnever^ being able to receive after-hours
care, those reporting Balways^ receiving care (OR 0.62, CI
0.44–0.89, p = 0.009) and Bnot needing^ care (OR 0.50, CI
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0.40–0.63, p < 0.001) were less likely to be hospitalized for a
chronic ACSC. Conversely, patients who reported Busually^
receiving care by phone during regular hours, compared to
Bnever,^ were more likely to be hospitalized for a chronic
ACSCs (OR 1.49; CI 1.03–2.17, p = 0.034) (Fig. 1, Supple-
mental Table 3).
Effective Modification of Routine Access. Patients reporting
greater access to routine care were less likely to report
seeking or needing access after-hours (Routine care,
Always vs. Never, OR 0.23, CI 0.20–0.27, p < 0.001;
Supplemental Table 5) and other service types. Among
patients who report optimal access to routine care and
needed after-hours care, better access after-hours care
was associated with greater likelihood for hospitalization
for chronic ACSCs (Usually vs. Never, OR 2.46, CI
1.29–4.71, p = 0.007; Supplemental Table 6.2). In con-
trast, among those patients who reported less than opti-
mal access to routine care, those who reported better
access to after-hours care were less likely to be hospi-
talized (Usually vs. Never, OR 0.50, CI 0.26–0.96; p =

0.037; Supplemental Table 6.2). This association was
confirmed in test of interaction (OR 0.21, CI 0.08–
0.57, p = 0.002; Supplemental Table 6.3).

Sensitivity Analyses. Additional analyses limiting the
population to patients over 65 years of age and who were
enrolled in FFS Medicare confirmed our findings of an
association between after-hours access and hospitalizations
for chronic ACSCS (Appendix, Supplemental Tables 4.1–5).
Further, associations for both after-hours care (Always vs.
Never, OR 0.62, CI 0.44–0.87, p = 0.006) and care by phone
(Always vs. Never, OR 1.79, CI 1.15–2.77, p = 0.009; Usually
vs. Never, OR 1.77, CI 1.77–2.69, p = 0.007) were similar
after controlling for satisfaction with their provider (Appendix,
Supplemental Table 4.2).

DISCUSSION

The PCMH expands access by offering new service types
aimed at enhancing timely access to primary care beyond

Table 1 Characteristics of Cohort With and Without Hospitalization for Ambulatory Care Sensitive Condition (H-ACSC) in 2013

All* H-ACSC† No H-ACSC

n = 69,710 n = 2026 n = 67,684

Age Mean (SD) 62.6 (14.5) 73.2 (11.4) 62.3 (14.5)
Sex (%) Male 92.7 97.1 92.6
Married (%) 52.2 55.9 52.2
Race (%) White 70.3 74.4 70.1

Black 14.6 12.5 14.7
Latino/Hispanic 7.2 3.3 7.3
Other races 7.9 9.8 7.9

Education level (%) Unknown 1.0 2.1 1.0
8th grade or less 2.5 5.4 2.4
Some high school 6.4 13.3 6.2
High school graduate or GED 30.9 32.7 30.8
Some college 40.1 32.7 40.3
4-year college graduate 9.9 7.0 9.9
More than 4-year college degree 9.3 6.8 9.4

Gagne comorbidity index Mean (SD) 0.63 (1.55) 1.97(2.15) 0.60(1.52)
Comorbidities, FY 2012 (%) Heart failure 5.6 24.4 5.2

Renal failure 7.5 21.1 7.2
COPD 16.0 39.5 15.4
Complicated diabetes 7.8 18.1 7.6

Behavioral health diagnoses Depression‡ (%) 6.3 6.3 6.3
Drug abuse‡ 2.0 2.0 2.0
PTSD 20.9 14.9 21.0

Primary care use in 2011§ (%) 0–1 visit 23.3 18.4 23.4
2–4 visits 43.0 36.7 43.1
5 or more visits 33.7 44.8 33.5

Copayment status (%) Copay exempt 89.2 89.3 89.2
Clinic type (%) CBOC 49.7 51.8 49.7
Residence location¶ (%) Urban 61.4 59.1 61.5

Rural 34.6 37.5 34.5
Highly rural 2.1 1.9 2.1

Distance to VHA facility# (%) < 5 miles 30.3 29.5 30.3
5–9.9 25.0 25.3 25.0
10–20 24.2 23.0 24.3
20–40 17.6 19.5 17.6
40+ 2.8 2.7 2.8

County-level economics Unemployment rate, mean (SD) 9.2 (2.5) 9.4 (2.6) 9.2(2.5)
Poverty area** (%) 20.2 21.3 20.2

*Study sample includes veterans answering one of 5 access questions in the SHEP-PCMH; †H-ACSC, hospitalization for overall composite conditions
as defined by AHRQ Quality Indicators, version 4.5; ‡Elixhauser definitions; §visits recorded to VHA primary care provider; ¶VHA rurality definitions
base upon residence ZIP code using RUCA designation; #straight line distance from centroid ZIP code; **poverty area as defined as greater than 20%
of population in county of residence living below the federal poverty level; chronic obstructive pulmonary disease (COPD); post-traumatic stress
disorder (PTSD); community-based outpatient clinic (CBOC); all estimates were weighted to the FY2012 VHA primary care population
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traditional daytime face-to-face appointments. We found that
patients reporting greater access to after-hours care were less
likely to be hospitalized for chronic ACSCs, which was prom-
inent among patients who reported poor access to routine care.
In contrast, we found that greater access to other new service
types was not associated with hospitalizations for ACSCs. To
our knowledge, this is the first study to examine the risk of
future hospitalization across patient-reported experiences with
five service types of the PMCH. These findings highlight the
potential differential impact of each service types and add to
the gaps in a growing body of literature of how the PCMH and
other care models of expanded access may modify potentially
avoidable, high-cost utilization.
Our results suggest that the expansion of after-hours care

may help health systems meet the unmet demand for primary
care and reduce hospitalizations, particularly for patients with

chronic conditions. Twenty-five percent of patients reported
needing primary care after-hours; however, 60% of these
patients reported never being able to receive care after-hours.
Increasing after-hours care may reduce the risk of hospitaliza-
tion for chronic ACSCs by up to 40%. After-hours care may
enhance access to the timely care needed to deter disease
exacerbation and subsequent need for hospitalization, espe-
cially among patients with barriers in accessing routine care.
For these populations, after-hours primary care likely serves as
an appropriate substitute for preventing hospitalization. On the
contrary, for populations with adequate access to routine care,
after-hours care appears to serve as a complement, facilitating
rather than preventing hospitalization.
As health systems extend services after-hours, these diver-

gent populations and their outcomes need to be considered.
Clinic- and patient-driven factors likely influence perceived
access to routine care and need for after-hours care. Clinic
wait-times have been associated with satisfaction and diabetes
control, a disease underlying chronic ACSCs.54, 55 In these
circumstances, improving timely access to daytime routine
care may preclude the need for after-hours care and reduce
hospitalization (Supplemental Table 5). Patients’ competing
needs and economic costs during regular business hours limit
access to routine primary care.56, 57 Particularly for low-
income populations58 and workers with restricted day time
access,59, 60 extending clinic hours may help reduce unmet
health needs,61 increase satisfaction,60 reduce acute care use,58

and potentially mitigate inequities.
For patients seeking care by phone during regular business

hours, we observed that increased access may increase hospi-
talization for chronic ACSCs. Within the VHA, patients’ calls
are handled through regional call centers and triaged by
nurses. Access to telephone triage may be safe in short term,62,
63 especially if clinical availability is adequate to provide
timely in-person evaluation and treatment (i.e., same-day ac-
cess64). If in-person availability is inadequate, telephone ac-
cess, as seen in nurse-led interventions,63, 65 may lead to
increased referral to acute care services. Additionally, im-
proved access to telephone services decrease in-person con-
tacts,63 which may delay early recognition of uncontrolled
chronic disease.
The absence of a significant effect of the perceived access to

routine care and H-ACSCs may be explained by superseding
preferences for continuity or adequate access to alternative,
non-VHA sources of care. In discrete choice experiments,
patients valued thoroughness and continuity with their physi-
cian over timeliness or convenience. This preference was
particularly pronounced for older patients with chronic dis-
eases or new conditions of uncertain diagnoses.66, 67 In addi-
tion, most VHA patients have at least one other form of non-
VHA health insurance and may seek care outside the VHA.68

Alternatively, for minor conditions for which patients value
timely evaluation over continuity,66, 67, 69 poor access to
routine care may lead patients to seek care in the emergency
department.67, 70–72

Table 2 Patient-Reported Access with 5 PCMH-Related Primary
Care Services Among Patients With and Without Hospitalization

for Ambulatory Care Sensitive Condition (H-ACSC)

Service type All H-ACSC*

Yes No †p
value

Routine care N =
67,549

N =
1949

N =
65,600

Never (%) 4.4 2.5 4.4 0.005
Sometimes 8.7 7.6 8.7
Usually 22.3 25.7 22.2
Always 42.5 40.9 42.5
Not
needed

22.2 23.3 22.2

Care by
phone regular
hours

N =
68,016

N =
1967

N =
66,049

Never (%) 5.5 3.8 5.5 0.025
Sometimes 7.8 8.8 7.8
Usually 13.0 14.8 12.9
Always 23.3 25.5 23.3
Not
needed

50.4 47.1 50.5

Immediate
care

N =
67,954

N =
1956

N =
65,998

Never (%) 5.0 3.8 5.0 0.247
Sometimes 7.0 7.3 7.0
Usually 11.4 13.0 11.3
Always 20.3 18.4 20.4
Not
needed

56.3 57.4 56.3

After-hours
care

N =
67,098

N =
1918

N =
65,180

Never (%) 15.5 20.8 15.4 <0.001
Sometimes 2.5 2.6 2.5
Usually 2.5 4.2 2.5
Always 5.3 7.2 5.2
Not
needed

74.2 65.3 74.4

Care by
phone after-
hours

N =
67,461

N =
1930

N =
65,531

Never (%) 2.1 2.0 2.1 0.783
Sometimes 1.3 1.8 1.3
Usually 1.7 2.3 1.7
Always 3.1 3.0 3.1
Not
needed

91.8 91.0 91.8

Questions for each service type and responses are listed in Supplemental
Table 1; *hospitalization for ambulatory care sensitive condition (H-
ACSC); all the responses weighted to national VHA population in FY
2012; †Pearson chi-squared test
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As the VHA and other health systems aim to expand access
through the PCMH model, consideration should be given to
the potential benefits and costs of implementing new service
types. The implementation of some of these ways to increase
access may not decrease costly utilization of acute care ser-
vices and, as with phone services, may increase hospitaliza-
tions. On the contrary, improving access to after-hours care
may reduce hospitalizations for ACSCs. Availability of pri-
mary care outside of traditional work hours has been histori-
cally low in the United States.3, 73 Clinics with PCMH recog-
nition were over 30% more likely to offer after-hours appoint-
ments.74 As policies are implemented and resource-limited
clinics are asked to expand these services, future research
should examine potential heterogeneous effects, particularly
among subpopulations which may disproportionately benefit
from better access. In addition, reducing H-ACSCs may not
reflect appropriate care. Future studies should corroborate the
benefits of after-hours care with health outcomes, including
morbidity and mortality.
The study has several limitations. First, despite weighting to

national VHA population, respondents and non-respondents
may differ, potentially missing subpopulations with time con-
straints and other barriers to access. Second, patient-reported
experiences with PCMH services are subject to recall bias,
especially given a 12-month recall period. Third, H-ACSC
measures were constructed from FFS Medicare and VHA
system administrative data. Hospitalizations outside of these
health programs were not measured. However, a subgroup
analysis restricted to patients age 65 years and older and
enrolled in FFS Medicare produced similar findings. Fourth,
unmeasured confounding beyond our comprehensive set of

covariates may bias relationships between the availability of
primary care services and H-ACSCs.

CONCLUSION

The PCMH model encourages clinics to provide additional
ways to access primary care including after traditional work-
ing hours and by phone. This study leveraged new patient-
reported measures capturing the availability of five different
primary service types introduced as part of VHA’s national
implementation of PCMH. Patients who perceived greater
access to after-hours care were less, while patients who expe-
rience greater access to daytime phone services were more
likely to be hospitalized for chronic ACSCs. However, greater
availability of these services types generally did not influence
likelihood of ACSC hospitalization. With broad implementa-
tion of these services, VHA and administrators should consid-
er the differential impact of these PCMH-related services.
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