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BACKGROUND 

Homelessness is a major issue in the United States. Among adults, military veterans are at 

increased risk (Donovan and Shinseki, 2013; Fargo et al., 2012; Tsai and Rosenheck, 2015). 

Studies continue to highlight the greater demand that homeless veterans place on emergency 

rooms and their increased risk for all-cause mortality, psychological disorders, substance use 

disorder, and other conditions, including chronic obstructive pulmonary disease, hepatitis, HIV, 

and traumatic brain injury (Balshem et al., 2011; Tsai et al., 2013; LePage et al., 2014). 

Obtaining stable housing and finding other supportive services to maintain housing are critical to 

achieving better health. Brown and colleagues (2015) found lower depressive symptoms in older 

adults who had obtained housing compared to those who had not. 

In 2010 the US government pledged to end veteran homelessness by the end of 2015 

(USICH, 2015). Progress toward this goal is assessed through the Annual Homeless Assessment 

Report (AHAR) submitted to Congress by the US Department of Housing and Urban 

Development (HUD). This report is also used to allocate resources to the Department of 

Veterans Affairs (VA) and local communities. The two main data sources used to count 

homeless individuals, including veterans, are the point-in-time (PIT) counts and the 

congressionally mandated Homeless Management Information System (HMIS; Balshem et al., 

2011; Poulin et al., 2008). 

The PIT counts, conducted by HUD’s Continuums of Care (CoC),
2
 occur in January of 

each year. These counts are used to establish the number of individuals who are homeless on a 

given night. Approximately 50,000 veterans were identified as homeless in 2014, and nearly one-

tenth were women (HUD, 2014). In comparison to counts in 2010, veteran homelessness in 2014 

had declined by 33 percent. Counts are also available in HMIS, which tracks services received 

from HUD-funded programs. Each CoC is required to maintain data on all homeless individuals, 

including veterans, through this data system. Continuums of Care are made up of HUD-funded 

homeless service providers in more than 400 communities across the United States. Specific to 

the VA is the Homeless Operations Management and Evaluation System (HOMES), which is a 

proprietary database to track the services provided to homeless veterans at the medical centers. 

Each veteran is assessed at the time of intake and at the discretion of the clinician.  

                                                           
1
 The views presented here are those of the authors and do not represent those of any state or federal agency or the 

US government. 
2
 For more information on the CoC program: https://www.hudexchange.info/programs/coc/ (accessed August 23, 

2016).  
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Obtaining an accurate count of veteran homelessness is challenging, given the different 

data sources available to local communities and the VA. For example, PIT counts do not capture 

homeless individuals who are not available to be counted on the night of the count, and HMIS 

likely undercounts those receiving services from non-HUD-funded providers. In addition, HMIS 

does not independently verify whether an identified individual is a veteran or whether he or she 

is eligible for VA services. Anyone who self-identifies as a homeless veteran is considered to be 

a homeless veteran regardless of that individual’s VA eligibility. At the same time, HOMES does 

not independently verify the veteran's chronic homelessness status, resulting in a veteran who 

might not qualify as being chronically homeless to HUD but is accepted as being chronically 

homeless to VA. Reliance on unverified self-reports of veteran status might also lead to 

inaccurate estimates of the local homeless veteran population (Metraux et al., 2014).  

In 2015, the Veterans Health Administration’s (VHA) Office of Health Equity (OHE) 

initiated an agency-wide environmental scan to establish a baseline of activities that advance 

health equity. As a part of its mission, OHE aims to position the VHA as a national leader in 

achieving equity, to champion efforts to address health disparities, and to capitalize on the 

existing networks in order to advance health equity and achieve equitable health care for all 

veterans. Medical centers and program offices were asked to identify programs and other 

activities related to the five focal areas (leadership; awareness; health outcomes; diversity and 

cultural competency of the workforce; and data, research, and evaluation) of the VHA Health 

Equity Action Plan (Uchendu, 2014), which is the agency’s strategic framework for achieving 

health equity. The purpose of this discussion paper is to describe a data-sharing initiative 

included in the environmental scan that seeks to cure the aforementioned challenges and now 

serves as an emerging best practice in the VHA for consistently identifying homeless veterans 

among the VA and local communities.  

 

DESCRIPTION OF THE INITIATIVE 

The Erie model data-sharing initiative to end homelessness among veterans is a bidirectional 

data-sharing collaboration between the local Veterans Affairs Medical Centers (VAMC) in Erie, 

Pennsylvania, and the PA-605 CoC.
3
 The model benefits from the use of existing VA and HUD 

data-sharing policies without the need to duplicate data entry. The burden on veterans is reduced 

by not having to repeatedly provide the same information to the VA and community providers. 

In addition, the model facilitates enrollment in non-VA and VA services as needed. Veterans are 

asked during intake if they would like to share their HOMES assessment with the local CoC. The 

HOMES assessment contains similar data elements found in HMIS. The veterans then sign a 

release of information, providing their consent and understanding that they may also choose to 

receive community homeless resources in addition to those offered at the VA. Subsequently, the 

VA securely faxes the signed release of information and the HOMES assessment to the HMIS 

administrator, who manually enters the data into HMIS. Through this data-sharing process, the 

HMIS administrator also provides periodic reports to VA that include names of identified 

veterans. 

The impetus of the data-sharing collaboration was spurred by a concern for missing 

homeless veterans in need of care. In the fall of 2013, the Erie homeless program supervisor and 

the HMIS administrator began ongoing monthly meetings to develop an understanding of the 

local homeless veteran population. These meetings revealed an incomplete picture of the needs 

                                                           
3
 PA-605 is the Continuum of Care (CoC) program identification for Erie City and County in Pennsylvania. 
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of homeless veterans between the VA and the community. The CoC understood the needs of 

homeless veterans engaged in HUD-funded community services, while the VA understood the 

needs of homeless veterans presenting for homeless services at the VAMC. In addition, the 

supervisor of the homeless program was provided a list of homeless individuals who were 

identified as veterans and had provided consent to share data according to the CoC’s data-sharing 

policy in the HMIS database. These names were then compared to VA administrative databases 

and electronic health records, revealing a substantial proportion of individuals who were either 

not considered to be homeless according to the VA or ineligible for VA services. Together, the 

supervisor of the homeless program and the HMIS administrator identified an opportunity to 

share data that relied on VA’s existing release-of-information process and HMIS policies for 

data sharing. Meetings were then held with VA and CoC leadership to explain the steps of the 

proposed data-sharing process and to get agreement. These meetings resulted in the CoC 

bringing the VA into HMIS as a participating agency. Additional meetings were held with VA 

information security and privacy officers to obtain their approval. 

 

RESULTS 

In 2012, HMIS showed 147 veterans being served in Erie County. The number of identified 

veterans in HMIS increased by 34 percent (n = 197) after the implementation of data sharing in 

2013. In 2014, 212 veterans were being served in Erie County. This represents a 44 percent 

increase in homeless veterans who were previously unaccounted for in HMIS and therefore were 

not being included in official AHAR reports. The data sharing also revealed that more than 80 

percent of the veterans in HMIS who received VA services were discharged to permanent 

housing, compared to 25 percent of the veterans who did not participate in or were not eligible 

for VA services (Figure 1). The following benefits of the data-sharing collaboration have been 

identified locally: increased communication between CoC and VA, decreased barriers for 

veterans receiving services in the community, increases in VA and community understanding of 

the homeless veteran population, increased VA and HUD confidence in homeless veteran data 

validity, and an increase in data-driven interventions.  
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FIGURE 1 Veteran housing destination, Erie County, Pennsylvania, October 1, 2013–September 30, 

2014. 

 

DISCUSSION 

Donovan and Shinseki (2013; former US secretaries of HUD and VA, respectively) have noted 

homelessness as a public health problem. More specifically, homelessness is also a health equity 

issue, given the vital role of stable housing from the perspective of the social determinants of 

health. Lack of stable housing impacts almost all the domains of the social determinants of health 

as defined by Healthy People 2020 (Koh et al., 2011). The VA emphasizes the need to first 

remove barriers to affordable permanent housing and then address issues that lead to 

homelessness, such as medical and mental health concerns, substance use disorders, and lack of 

social supports. Because of the successful implementation of the data-sharing model, veterans 

are now being served without duplication by the VA or community resource best suited to the 

veteran's need. Moreover, AHAR data, including PIT counts of the homeless, are now able to be 

consistently verified in Erie, Pennsylvania. There is no longer a discrepancy between the VA and 

the local CoC on how many veterans are homeless. 

Communities across the country have begun similar data-sharing processes. Currently 

more than 30 VAMC and community partners have contacted the Erie VAMC and indicated 

interest. In addition, the VHA Homeless Program National Office (2014) endorsed this data-

sharing process as a best practice and produced a white paper. The identification of this program 

in the VHA health equity environmental scan and subsequent exposure through other mediums 

will, we hope, spur similar initiatives and partnerships across the country to better serve veterans 

and other homeless populations. Stakeholders in housing and health care can benefit from 

applying this approach to tracking and caring for the homeless and those at risk of homelessness. 

Such efforts will illuminate and underscore the unique connection between housing, health, and 

overall well-being. 

Several issues should be considered when scaling up data-sharing processes. Some HMIS 

systems may be larger or more extensive than the Erie model and therefore require additional 
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staff or a scheduled data upload system, which is currently being explored at the VA. Large 

communities may have multiple CoCs/VAMCs serviced by HMIS and may use different 

software to manage HMIS data. Some homeless men and women, community homeless service 

providers, HMIS administrators, and other stakeholders might resist sharing homeless data. 

Education is crucial in each case. In all instances, individual veteran’s choice, privacy, and 

informed consent are paramount. 

The current initiative did not track health outcomes of identified and housed veterans; 

however, studies targeting the impact of VA engagement and housing on veterans indicate that 

getting connected and housed lead to positive health (Tsai and Rosenheck, 2015). Fortunately, 

VA’s infrastructure actively provides care and case management to homeless veterans while 

linking medical and social services necessary to restore stability in homeless veterans’ lives. For 

example, low income is routinely addressed by connecting veterans to financial benefits and 

other supportive services. Outreach programs are available for justice-involved veterans. Also, 

substance use disorders and mental health issues are addressed in tailored primary medical care 

(O’Toole et al., 2015). Finally, from a health equity standpoint, adding other vulnerability 

variables such as race/ethnicity, gender, and military era of service to routine data collection, 

analysis, and reporting will inform policies and operations for targeted actions toward addressing 

disparities among vulnerable veterans, including those who are homeless. Future studies should 

assess potential health improvements in stably housed veterans with a history of homelessness.  

 

CONCLUSION 

Assisting in the identification and dissemination of initiatives to advance health equity is one key 

role of OHE. This collaborative paper submission among the Erie VAMC, local HMIS, and OHE 

was made possible by the recent VHA health equity environmental scan. The current work 

chronicles the necessary synergy to address the needs of homeless veterans in support of the VA 

mission and a presidential mandate to end veteran homelessness. Current VA secretary Robert A. 

McDonald recently highlighted the significant strides to end veteran homelessness and the need 

for local efforts and partnerships with the VA to reach this goal (Shane, 2015). We also stress the 

importance of all sectors of society identifying veterans in their efforts. One percent of the US 

population has served in the US military. In addition to being a numerical minority, veterans 

from various military eras are a vulnerable group with unique experiences and exposures that 

impact their ability to reach the highest level of health. All public and private sectors are vital in 

the task of identifying homeless veterans in order to sustain efforts to end homelessness. It will 

take all hands on deck to end veteran homelessness. Health care organizations can benefit from 

applying this approach to underscore the connection between health and housing. 

 

 

Michael Wehrer and Michael Tomlinson were key players in the genesis and development of the 

local data-sharing project in this submission. Uchenna Uchendu conceived the idea of the health 

equity environmental scan by the Office of Health Equity and guided the approach for packaging 

the applicable project for this submission. Kenneth Jones coordinated this effort and worked 

with all authors toward the writing of the manuscript. All authors contributed significantly to the 

final product. 
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