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Abstract
Background: The Department of Veterans Affairs (VA) Medical Foster Home (MFH) program is an alternative to
nursing home (NH) placement for veterans who are NH-eligible but prefer to receive care in private homes. Program
expansion is ongoing; however, inefficiencies exist in targeting Veterans for enrollment.
Methods: Semi-structured interviews were conducted with 35 individuals, 9 national MFH coordinators, 14 Primary Care
Team Members, 2 veterans living in MFHs, 4 of their family members, 3 caregivers, and 3 family members of veterans
who declined to participate in the program. Transcripts were analyzed using a general inductive approach supported by
Archive for Technology, Lifeworld and Everyday language, text interpretation (ATLAS ti) V6.2.
Results: Three themes were identified as key facilitators of successful MFH placement: 1) The Environment – veterans
needed to have appropriate and comfortable physical space that ensured safety and was in a desirable geographic location;
2) The Match – a collaborative relationship between veterans, care providers, and the medical team providing care within
the home was essential; and 3) Perceptions and Expectations about the ability for needs to be met in MFHs and challenges
related to health concerns, relocation, and costs. These themes, when integrated into the Social Ecological Model, provide
a theoretical framework from which to guide future research and understand policy implications.
Conclusions: MFHs represent a novel alternative to NH placement. This evaluation provides an understanding of factors
that lead to successful MFH placement and integrates these themes into a theoretical framework designed to assist both
VA policymakers interested in expanding the program and those within the civilian community seeking to study
alternatives to traditional NH care.
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1 Introduction
The United States Department of Veterans Affairs (VA) Medical Foster Home (MFH) program was created as a VA
alternative to nursing home (NH) accommodation for NH-eligible Veterans who prefer to live within the community and
receive care in private homes with qualified, 24/7 caregivers [1]. The MFH program was piloted first in 2000, officially
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beginning with three sites in 2008. Currently, 67 sites are in some phase of initiating this innovative care delivery model.
Nationwide a total of 1,911 Veterans have participated since the MFH program’s inception [1].
The MFH program focuses on the following goals: 1) optimizing Veterans’ quality of life, 2) providing a safe alternative to
institutional care, 3) integrating care of Veterans into the community and 4) assuring patient and caregiver safety. The
MFH program uses a home-based primary care (HBPC) model for medical care using an interprofessional team (advance
practice nurses, social workers, physical and occupational therapists, nutritionists, pharmacists etc.) to provide in-home
care to homebound Veterans who have great difficulty attending clinic visits due to advanced, chronic, complex, comorbid
diseases. The HBPC team seeks to provide all care in the home with a goal of maintaining function, minimizing
institutionalization, and maintaining quality of life.
A Veteran can choose to enroll in the MFH program, often supported by their family due to cognitive challenges, and once
placed in a home can also reassess the “fit” and be placed elsewhere. The MFH caregiver is contracted to the Veteran
independent of the VA and the Veteran assumes accommodation charges, averaging $1500-$3000/month [1]. The VA
supplies the HBPC team as well as oversight by a MFH program coordinator. Operational costs to the VA are
approximately $1,500 per month per Veteran enrolled in MFH, which is less than half the cost of traditional NH care [2]. To
date, the majority of Veterans who enroll in a MFH program remain in the MFH until death or transition to a less restrictive
care facility (assisted living or home with family) [3]. Of the Veterans in the MFH program (all of whom are, by definition,
NH eligible), less than 15% require NH placement [3]. These statistics are compelling because the VA currently pays for
NH care to over 17,000 Veterans daily at a projected annual cost of $4.9 billion in Fiscal Year 12 [4, 5]. The MFH program
represents an alternative to institutional care for Veterans with substantial cost savings for the VA. MFH also has the
potential to inform Medicare’s Independence at Home Initiative, a demonstration designed to evaluate alternatives to
institutional care for NH-eligible beneficiaries [6]. Since the MFH program expanded, two barriers to enrollment have been
identified. First, MFH coordinators estimate that only 1 of 10 Veterans referred to the program actually chose to enroll in
it. Second, while the program has steadily increased enrollment, this increase has not been observed across all sites; at least
half enroll fewer than 10 Veterans in their first year. The purpose of this qualitative evaluation is to identify key
ingredients of successful MFH placement as an initial step to understanding how to refine recruitment strategies.
Placement is defined as the enrollment of a Veteran to a MFH program in the context of decision support by “family” and
eligibility as determined by the program providers. We aimed to define why Veterans and their family chose MFH and to
identify factors that influenced those decisions.
Questions guiding the inquiry included:
1) What does a successful MFH placement look like and what are its key features in terms of structure, process,
and perceived outcomes?
2) Who are the key stakeholders involved in MFH success?
3) How does the MFH program facilitate Veteran engagement with the program?
Using a local level snapshot of a small MFH program in one large western state (Colorado), we used individual and group
interviews to generate data about the context of MFH placement and what makes the MFH a success from the perspective
of those involved.
This evaluation was approved by the Colorado Multiple Institutional Review Board and the Denver VA Research and
Development Committee and formed the foundation for a national study (VA HSR&D CRE-12-029).

2 Methods
This evaluation adopts participant views as situated knowledge to develop patterns of meanings not predetermined by an
existing theory [7]. A qualitative descriptive design was used to explore what makes a MFH program placement successPublished by Sciedu Press
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ful [8]. It provides access to participant perceptions of a situation and allows for an “on the ground” examination of success
factors and contextual challenges related to MFH placement using participant language and meaning [7].
Information rich individuals were sought who could share experiences about 1) The process involved in referring to a
MFH program (predisposing characteristics); 2) The decision to be placed in a MFH or not (enabling factors); 3) Provision
of care to Veterans within a MFH program (health care needs and quality of care); and 4) Facilitators and barriers related to
maintaining a MFH program (safety and cost). Interview guides (see Figure 1A-1F) were developed around these key
areas based on the literature, clinical experiences, and iteratively refined by new participant descriptions throughout the
process. Given the need to explore the context of MFH success, a convenience sample [7] of key MFH program
stakeholders at the individual, organizational, and national level were identified. All participation was voluntary and
uncompensated.
Figure 1A. Sample Interview Questions: Medical Foster Home Family Member
Predisposing Characteristics
How did your family member decide to get care through the Medical Foster Home?
Probes:

What events led up to your family member’s placement in the MFH?

Did you and/or your family member consider other places for care? If so, which places?

Where did you first learn of the program? (From veteran who is your family member?)
Enabling Factors

Were you involved in the decision of your family member to move to the MFH? How so?

What is your role currently with regard to your family member in the MFH? (Involved or more hands-off?)

How long has your family member received care through the MFH?
Health Care Needs
In general, how’s it going with your family member being in the MFH?
Probes:

What’s working well? Not so well? What do you like about the MFH? What do you not like about it?

What type of health care does your family member in the MFH generally need?
Probes:

Did you have concerns about how those needs would be met? If so, what are they?
Is anyone else in your family involved in caring for your family member in the MFH? If so, to what extent?
Probes:

How long have you been the main person assisting your family member in the MFH?
Quality
Probes:

How effective is the care they are receiving?

What things would you like to see improved?

What do you feel are the most important components of the care provided to your family member in MFH?

Has your family member always been with the same caregiver?
o
If not, can you describe why your family member changed caregivers?
What role did you play in selecting the caregiver for your family member in the MFH?
Probes:

Are there things you’d like the caregiver to know about your family member to provide better care for them? If so, what?

How comfortable are you talking with the caregiver about your family member’s needs?

How satisfied are you with the care your family member has been given?
Safety
How safe do you feel your family member is in his/her MFH setting (1-10 scale, with 1 being unsafe and 10 being completely safe?)
Probes:

Would you tell me about your rating? How did you decide on a “#?” What things make you feel s/he is safe/not as safe?
Cost
Can you describe how your family member pays for the care he/she receives?
Probes:

Are there financial barriers or incentives to obtaining the type of care he/she wants to receive?

Can you compare his/her costs if s/he were in a nursing home vs. MFH?

Do you help your family member financially? How so?

Are there out-of-pocket expenses to obtain the care he/she needs?
General

What does the MFH mean to you? What thoughts does it bring up for you?

What do you think are the main advantages/disadvantages of your family member living in a MFH?

What do you think are the main advantages/disadvantages in general of the MFH program?

Are there other things you feel we need to know to be able to understand the experience of veterans who are cared for in the Medical Foster Home Program? Of their families?
If you were asked to design the ideal care program for veterans, what would that program look like?
Probes:

When you think of the care provided to your family member through the MFH, what things work particularly well?

What are some barriers to the provision of care here your family member receives?
Demographics

What is your employment status?
o
Full time
o
Part time
o
Retired
o
Other: _________________________________

How far is it from your home to the MFH?________

How old are you?_________

Gender: ___________
Final Question
Any other comments you have about MFH or questions for us?
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Figure 1B. Sample Interview Questions: Medical Foster Home Decliners Family Member
Predisposing/Enabling Characteristics
Can you tell me how you first heard about the Medical Foster Home program?
Probes:

What events led up to your family member’s considering the option of placement in the MFH? (e.g. hospitalization,
falls, decline in function, etc.)

Is anyone else in your family involved in caring for your family member? If so, to what extent?
Probes:



How were you involved in the decision of your family member about whether or not to move to the MFH? (e.g. decision-maker,
adviser, no role, etc.)



What is your role currently with regard to your family member? (Involved or more hands-off?)

Can you tell me about what it was like when you looked into the MFH program?

Who did you talk with?

What happened next?

Did you visit any MFHs? If yes, I’d like you to think back to the visits. Can you remember when you visited the first
home, what was your first impression?

Of the house itself (space, location, layout, light/dark, etc.)

Of the caregiver? (personality, degree of warmth, impressions of how knowledgeable, active listening, degree of
confidence in their ability to care for your veteran)

Others in the home (veterans or other family members)

Did you and/or your family member consider other places for care? If so, which places? What were the pros and
cons of the other places? What did you like/not like about them? (ask about costs)

What ended up happening?

Where is your family member now? How is that going? For the veteran? For you as family member?
Health Care Needs
What type of health care does your family member generally need?
Probes:

Did you have concerns about how those needs would be met in the MFH? If so, what are they?
Quality
Probes:
One of the most important things to family member is the quality of care provided to their veteran. Can you tell me what you thought about
the QOC in the MFH’s you visited? Was there anything you were concerned about with regard to the care that would be provided?
Safety
How safe did you feel your family member would be in his/her MFH setting (1-10 scale, with 1 being unsafe and 10 being completely safe?)
Probes:

Would you tell me about your rating? How did you decide on a “#?” What things made you feel s/he is safe/not as safe?
Cost

Understandably families are concerned about the cost of different types of care for their veteran. How did the cost figure into your
decision about MFH vs. other placements? Can you compare his/her costs if s/he were in a nursing home vs. MFH?
General

When you first heard the term “MFH” what thoughts did it bring up for you?

What do you think would be the main disadvantages of your family member living in a MFH? What about advantages?

Some people have said that it would be hard to know what it would actually be like to live at the MFH. One of the ideas that has come
up is “try before you buy” where the veteran can choose to spend an overnight at the MFH to see what it’s like to be there for 24 hours.
As a family member, what do you think of this idea?

If you were asked to design the ideal care program for veterans, what would that program look like?
Demographics

What is your employment status?
o
Full time
o
Part time
o
Retired
o
Other: _________________________________

How far is was it from your home to the MFH(s) you visited?________

How old are you? _________

Gender: ___________
Final Question

Any other comments you have about MFH or questions for us?
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Figure 1C. Sample Interview Questions: Medical Foster Home Caregiver
Predisposing Characteristics
Can you describe the events that led you to become a caregiver in the VA MFH program?
Probes:

How did you learn of the program?

What type of work history do you have related to care giving?

How long have you served as a caregiver with the MFH?
Enabling Factors

Who was involved in the decision as to which veteran you would provide care for?

How long did the process take to be matched with a veteran?

To what extent is the family involved with the veteran(s) you care for?

Have you cared for a veteran through MFH before? If so, when?
Background
Can you tell us about your job responsibilities in your role as Denver MFH Caregiver?
Health Care Needs
What type of health care do the veterans you care for through the MFH generally need?
Probes:

Did/do you have concerns about how those needs would be met? If so, what are they?

Has it been challenging providing for the veteran’s health care needs?

If so, how so?
Quality
What do you see as most important to the veterans in the MFH?
Probes:

What do you feel are the most important components of the care provided to veterans in MFH?
Can you describe the communication process between yourself and:

the veteran

the family

Other health care providers/MFH coordinator in order to provide adequate care for the veteran?
Safety
How safe do you think the veteran you care for feels here? (1-10, with 10 being safest)
Probes:

Can you tell me about your rating?

If not, what makes them feel unsafe?

If so, why do you think they feel safe here?
Cost
How do you and family members of the veteran work out paying for other needs of the veteran?

Is the veteran you care for limited in any way by financial constraints?

How satisfied are you with the compensation you receive?
General

What do you think are the main advantages/disadvantages of serving as a caregiver with the MFH program?

What do you think are the main advantages/disadvantages are in general of the MFH program?

Any challenges with being a caregiver?

Any rewards with being a caregiver?

Are there other things you feel are important in understanding the experience of veterans who are cared for in the Medical
Foster Home Program?
If you were asked to design the ideal care program for veterans, what would that program look like?
Probes:

When you think of the care provided here, what things work particularly well?

What are some barriers to the provision of care here?
Anything else you’d like to add?
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Figure 1D. Sample Interview Questions: Veteran
Predisposing Characteristics
Can you describe how you decided to come to the MFH for your care?
Probes:


What health problems did you have?



Did you consider other places for care? If so, which places?


Where did you first learn of the program?
Enabling Factors
Probes:


Looking ahead, how long do you plan to stay here?



Who has been involved in your care since you first came to the MFH?



Who else (if anyone) helped you decide to get care through a MFH?



When you were thinking of moving here, what were your concerns?



How long have you received care here?
a. Where were you living before? What happened?


We’re interested in hearing people’s opinions on the name ‘Medical Foster Home’—what did you think when you first heard it?
Health Care Needs
What type of health care do you need?
Probes:


How do you feel your health care needs are being met here?


Did you have concerns about how those needs would be met? If so, what were they?
Quality
What do you feel is the most important part of the care you are receiving right now?
Probes:


How would you rate the care you’re receiving here? (1-10, with 10 being terrible, 10 outstanding)



Can you tell me about your rating?


What things would you like to see improved?
How knowledgeable is your caregiver about the care they are providing to you?
Probes:


What do they need to be more knowledgeable about?


Are there things you’d like your care provider to know more about? If so, what?
Safety
How safe do you feel here? (1-10, with 10 being safest)
Probes:


Can you tell me about your rating?



What makes you feel unsafe?



What makes you feel safe?

Cost
How do you pay for your care?
Probes:


General

Is your life here limited in any way financially?
Do you have to spend extra money out-of-pocket to obtain the care/things you need?



What do you think are the main advantages/disadvantages of living in a MFH?



What do you think are the main advantages/disadvantages of the MFH program?



When you think of the care provided here, what things work particularly well?



What are some things you would improve?



Are there other things you feel we need to know to be able to understand your experience in the Medical Foster Home Program?


If you were asked to design the ideal care program for veterans like yourself, what would that program look like?
Anything else you would like to add?
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Figure 1E. HBPC Team Focus Group Question Guide
Intro: Explore Vision/Values related to HBPC: How put values into action. How values guide day-to-day role. How see skills as HBPC providers of MFH care—is it
different than non-MFH residents?
1.
Predisposing Characteristics

Can you tell us how you are involved in the referral and/or selection process of veterans to be placed in MFHs? Can you describe the role you play between
the caregivers and veterans and Judy, the MFH coordinator?

What veteran characteristics do you see as most important in selection of who might be most appropriate for Medical Foster Home placement?

What do you see as the “key ingredients” for a good “match” or “fit” between a veteran and a caregiver?

Probes:

How do veterans generally learn of the program?

Have you seen any trends of certain types of veterans who choose MFH? If so, what?

What about family characteristics of the veterans placed in MFH? Are there some characteristics that make for a better MFH “match” or “fit?”

Can you tell us how you’re involved in the referral and/or selection process of caregivers for the MFH program? What factors do you see as most important
in selection of the Medical Foster Home caregivers?
Probes:

What words would you use to describe the ideal caregiver?

How would you describe placements that did not work out because of caregiver issues?

What’s different between the ideal and less-than-ideal caregivers?
2.
Enabling Factors
Are you able to describe the events that have led veterans under your care to seek care via the MFH?
Probes:

Who was involved in the decision of the veterans in MFHs to move there?

Were families involved with MFH veterans’ decisions or were they generally on their own? How did that work?

We’ve heard some families are a “tough sell.” What does that mean to you? Can you describe how that plays out in the MFH program in Denver?

One thing that has helped with referrals
If you had to choose one thing that you think would help with veteran referrals, what would you choose?

One thing that has helped with participation
If you had to choose one thing that you think would help most with veterans deciding to participate in MFH program, what would you choose?

One thing that has helped with families placing their veteran
What about one thing that helped families agreeing to place their veteran in a MFH?
3.
Barriers to recruitment/retention of veterans & recruitment of caregivers
Can you tell me what things you see getting in the way of recruiting veterans for MFHs? Probes

Lack of marketing reaching the desired population?

Lack of “buy-in” (from whom?)

Misperceptions about what MFH is/does?

Other?

What things do you think get in the way of recruiting high-quality caregivers for MFHs?
4.
Health Care Needs
What type of health care do the veterans in MFH’s generally need? Is their care different from other HBPC patients? Can you describe?
Probes

Type of needs: equipment, dealing with CG rather than family members?

Needs change over time? Is so, how?

Has your relationship with the MFH vet(s) changed over time? If so, in what way? In terms of mood and satisfaction of the vets, what’s your sense of how
the placements are working? What kinds of things do vets bring up with you? (Example: some vets may mention issues in the MFH, e.g. they cannot listen
to their radio during the daytime b/c a family member works nights and needs to sleep during the day. Or perhaps they don’t get along with another vet in the
home.)
5.
Quality
What do you feel are the most important components of the care provided to veterans in MFH?
Probes:

What do you think the veterans see as most important part of their care in the MFH? How do you know?
6.
Safety
How safe do you feel the veterans are in the MFH setting? How safe do you think they feel?
Probes:

What do you think makes them feel safe/unsafe? Can you give me examples?
7.
Key Ingredients
Overall: what would you say are the key ingredients to create a highly successful MFH program?

If you were asked to design the ideal care program for veterans, what would that program look like?
Probes:

When you think of the care provided, what things work particularly well?

What are some barriers to the provision of care here?
8.
Anything else?
Are there other things you feel are important in understanding the experience of veterans who are cared for in the Medical Foster Home Program?
What advice would you give to someone who is starting up a MFH program in a new location?
9.
Ask permission to re-contact if we have further questions.
10. THANK YOU—include words of appreciation from Research Team
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Figure 1F. MFH Coordinator and Program Assistant Focus Group Question Guide
Intro: Explore Vision/values related to MFH: How put values into action. How values guide day-to-day role
1.
Predisposing Characteristics
Are there veteran characteristics that seem important in selection of the Medical Foster Home for care?
Probes:

How do veterans generally learn of the program?

Have you seen any trends of certain types of people who choose MFH? If so, what?
2.
Enabling Factors
Can you describe the events that lead veterans to seek care via the MFH?
Probes:

Who is usually involved in the decision of the veterans in MFHs to move there?

Are families generally involved with MFH veterans’ decisions or are they generally on their own? How does that work? We’ve heard some families
are a “tough sell.” What does that mean to you? Can you describe how that plays out in your program?

If you had to choose one thing that you think has helped most with veteran referrals, what would you choose?

If you had to choose one thing that you think has helped most with veterans deciding to participate in MFH program, what would you choose?

One thing that has helped with families placing their veteran

What about one thing that helped most with families agreeing to place their veteran in a MFH?
3.
Barriers to recruitment/retention of veterans
Can you tell me about things that get in the way of recruiting veterans for your MFHs?
Probes:

Lack of marketing reaching the desired population?

Lack of “buy-in” (from whom?)

Misperceptions about what MFH is/does?

Other?
4.
Health Care Needs
What type of health care do the veterans in MFH’s generally need?
Probes:

Can you describe the role you play between the caregivers and veterans?

Do health care needs generally change over time?

What happens if needs of the veteran change over time?
5.
Recruitment of caregivers
Can you tell me what strategies you use for recruiting caregivers? What works well/not so well?
Probes:

Are there particular characteristics of CGs that seem to predict more successful placement?

Are there particular characteristics of CGs that, on the other hand, seem to predict less successful placement?
6.
Quality
What do you feel are the most important components of the care provided to veterans in MFH?
Probes:

What do you see as most important to the veterans in the MFH? How do you know?
7.
Safety
How safe do you feel the veterans are in the MFH setting? How safe do you think they feel?
Probes:

What do you think makes them feel safe/unsafe? Can you give me examples?
8.
Cost
Can you describe how the veterans in your program pay for the care they receive?
Probes:

Are there financial barriers to obtaining the type of care they want to receive?

What is the process of payment? How does that work? Do you help with that?
9.
Key Ingredients
Overall: what would you say are the key ingredients for the success of your program?

If you were asked to design the ideal care program for veterans, what would that program look like?
Probes:

When you think of the care provided at your site, what things work particularly well?

What are some barriers to the provision of care here?
10. Anything else?
Are there other things you feel are important in understanding the experience of veterans who are cared for in the Medical Foster Home Program? What advice
would you give to someone who is starting up a MFH program in a new location?
11. Ask permission to re-contact if we have further questions. Also ask if they would be willing to send us any materials related to their program (e.g.
literature, pamphlets, marketing materials, staff guides, etc.).
12. THANK YOU—include words of appreciation from Research Team
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2.1 Data collection
Semi-structured interviews at the level of the individual Veteran, caregiver, and family member allow for exploration of
specific experiences where MFH participants or those who declined MFH placement could describe their decisions [9].
Focus groups provide insight into the “natural” group understandings of the MFH program, what works, system level
challenges, and how national policy influences day to day functioning from their perspective. Interaction between group
members is actively encouraged to refine and contextualize group knowledge [9]. Both individual and group interviews
were conducted in parallel, digitally recorded, transcribed for analysis, and reviewed for accuracy. During all phases of
data collection and analysis our interprofessional qualitative team reviewed protocols, interview guides, and interim
findings. We used semi-structured guides, initially framed around topics relevant to the MFH program and iteratively
developed regarding language or topics shared by participants [7].

2.2 Qualitative analysis
Data included field notes and interview and focus group transcriptions. Within a General Inductive Approach (GIA) to
evaluation [10], an inductive and deductive, systematic, team based [7] toolkit was used for data reduction, analysis, and data
display supported by Atlas Ti v6.2 software [10, 11]. GIA includes the following 6 steps: 1) interview guide provides
predetermined deductive codes; 2) new inductive codes emerge from participants’ own words, and their context. Together
these codes are considered for similarities and differences. Discrepancies are revised based on consensus and 3)
synthesized into a core set of codes; 4) Codes are organized into a network diagram representing the breadth of the overall
“landscape”, a process model of VA MFHs placement, key concepts, themes, and relationships; 5) Themes are then
collapsed and synthesized into between 3 to 8 major components as related to the evaluation aims; 6) The final stage of the
GIA involves interpretation of findings using existing theory [10].

3 Results
Over a 3 month period (July-September 2011) a snowball sampling approach [7] was used to recruit key stakeholders for
two interprofessional focus groups (FGs) of 90 minute duration. The first FG was composed of MFH Coordinators/
Program Assistants (n = 9) from across the US. The second FG included members of the HBPC team (n = 14) at Eastern
Colorado Health Care System (ECHCS). Discussion emphasized the process of placing Veterans in the MFH, associated
barriers and facilitators, and characteristics of a “good match” between Veteran and caregiver; these varied by discipline
and position, views, and perspectives [9]. The ECHCS MFH Coordinator facilitated recruitment of a small purposive
sample of MFH consumers (n = 13) including Veterans (n = 2), caregivers (n = 3), and family members of Veterans who
either accepted or declined MFH placement (n = 7). The sample pool of eligible Veterans was 10, of those 9 were
cognitively able to participate. Individual interviews lasting 30-60 minutes were conducted in person or by phone
depending on participant preference [7]. We then compared the in-depth experiences of the total 35 participants with
organizational agendas of the VA and national priorities. Evolving analysis was checked for authenticity through local and
national presentations with stakeholders who provide or influence Veteran care, member checking was conducted by
iterative analysis across participant interviews/focus groups, and interprofessional team perspectives enhanced credibility
and trustworthiness of final analysis.
A network diagram illustrating preliminary MFH placement process codes [n = 27], concepts, and relationships was
developed (see Figure 2). Themes describing “a successful MFH placement” clustered around the concept of balance
between facilitating factors and barriers to MFH placement that determined the degree of “fit” of the MFH and Veteran.
Three major components were then identified within which vital factors to success were grouped: 1) Environment; 2) The
match: respect and relationships; and 3) Perceptions and expectations about Veterans’ needs and MFHs (see Table 1).
Table 1. Participants: Medical Foster Home Interviews and Focus Groups
Focus Groups (2)
National Coordinators: n = 9
Home Based Primary Care: n = 14
170

Veterans

Family Members

Caregivers

Family Members of Decliners

Total

n=2

n=4

n=3

n=3
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placement cited distant location as a barrier: “…when I told him [Veteran] where it [MFH] was, he…just kind of winced at
me... I said: ‘You’d probably only see me once a week.’ [The caregiver] said it might be a year before they get something
[closer]” (Family Member of Veteran who declined placement in MFH). One Veteran found his MFH location comforting
as it was close to his previous military base, creating a sense of familiarity.

3.2 The match: Respect and relationship
Who are the key stakeholders involved in MFH success? Veterans, family members, and the HBPC team all stressed the
importance, and challenge, of a good match between the caregiver and Veteran. The MFH Coordinator, Veteran’s family,
and caregiver collaborated to determine whether the home would be a good fit. Not all matches worked out initially. As
one family member shared, the caregiver “…had his own opinion about what my [relative] needed, what he was going to
provide and what we should provide. …it felt like our participation wasn’t welcome” (Family Member). In situations such
as this, the MFH Coordinator worked swiftly with the Veteran and family to transition the Veteran smoothly to a new
MFH.
3.2.1 Feels like home
Repeatedly Veterans, family members, and caregivers emphasized how vital it was that the MFH felt like home: “It’s just
natural…like home…living at home… the same care you would get there or better” (Veteran). Caregivers made a priority
of creating a sense of place for the Veteran, and improving quality of life. “I allow them to live, to have a normal life. They
[Veterans] are family members… I want them to feel at home” (Caregiver). One MFH coordinator spoke of her concerns
about a caregiver who labeled Veterans “patients” “…I don’t want them [Veterans/families] to feel like this is a nursing
home” (MFH Coordinator FG).
3.2.2 Mutual respect and family inclusion
Family members saw the caregiver role as stressful, often without respite. They viewed the relationship between family
and caregiver as a partnership to support the Veteran, described by one family member as “transparent” and “open.”
Maintaining a link between the Veterans’ friends, family, and the HBPC team was a central goal for caregivers and they
felt responsible for helping the Veterans maintain these relationships. Caregivers encouraged visits to MFH Veterans
while simultaneously setting boundaries to maintain a level of respect between all involved. Overall communication
between caregivers, family, and Veterans was seen as successful. Many families, HBPC team members, and MFH
Coordinators expressed admiration for caregivers.
How does the MFH program facilitate Veteran engagement with the program?
3.2.3 Key role of HBPC team
A solid relationship between caregivers and the HBPC team was also deemed important, illustrated by one caregiver’s
reluctance to serve as a caregiver outside of the supportive VA MFH environment. The prompt response of the HBPC team
to needs of the Veteran and caregiver, as well as the emphasis on personal safety, made the MFH a solid program.
However, for one caregiver, the HBPC team was tardy: “If you call them, they will respond but not until the crisis
happens” (Caregiver). Overall, caregivers felt rewarded by these relationships.

3.3 Perceptions and expectations about Veterans’ needs and MFHs
In an effort to better understand the range of factors involved in decision-making about MFH placements, we explored first
impressions on hearing the term “Medical Foster Home”, progressing to priorities and expectations, both explicit and
implicit, as well as challenges and concerns Veterans and family members face when considering or entering a MFH.
3.3.1 First impressions of the term “Medical Foster Home”
Family reactions when first hearing the term “Medical Foster Home” varied from incredulity …“who would want to do
that?…and then it also crossed my mind…that they might need the money” (Family Member of Veteran who declined
172
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placement in MFH) to a preconception of “foster” as a resource for abandoned beings (children without parents or animals
without owners): “I didn’t know they had it for Veterans, elderly people. I thought it was just for kids…who were wards of
the state or didn’t have parents or their parents couldn’t care for them...” (Family Member).
3.3.2 Expectations about Veterans’ needs
Health care needs of Veterans in MFHs included blindness, stroke, dementia, and traumatic brain injury. One caregiver
noted people with dementia “can be very challenging when you are taking care of them…you need a lot of
patience…continuous education… just because they don’t understand and…are confused doesn’t mean they’re not
people...” (Caregiver). Monitoring Veteran medications and adherence was another priority. One caregiver noted the high
number of medications a Veteran was taking and worked with him and his care team to decrease his medications: “…in the
nursing home I felt like he was overly drugged… when I [saw] his meds and how he reacted during the day, …I wanted a
better response to his living…they [HBPC] cut back on what he was taking and [now] he’s perfect” (Caregiver).
Family expectations about Veteran needs primarily centered on activities of daily living (ADLs), though some perceived
needs as more holistic or all-encompassing: a son indicated that in addition to his father’s basic medical, ADL, and
cognitive needs, his social and sense of belonging needs were met in a meaningful way through ties with the caregiver’s
extended family: “They are so tight-knitted and they’ve really brought [Veteran] in to feel like part of their family”
(Family Member). Caregiver expectations included family involvement with the Veteran at the MFH: “They [family]
come once a month…I emphasize that …somebody needs to team up with me…to volunteer” (Caregiver).
3.3.3 Relocation challenges
For both family and Veteran fear of the unknown was a deterrent to placement in the MFH: “A lot of times the…family
members maybe haven’t talked in a really long time. So there is a lot of family counseling that goes on… getting them to
talk to each other” (MFH Coordinator FG). Another MFH participant noted that from the Veterans’ perspective: “You take
them to a home where they don’t know the homeowner, maybe they met them him once or twice. ‘What do I really expect
from this person? Are they willing to do the things they are supposed to do? Am I going to like the food? I’m giving up a
lot of independence’” (MFH Coordinator FG). Sometimes racial/ethnic prejudices hinder MFH placement: “You’ve got a
guy who grew up his entire life [in]...an area that was predominately Irish and then you have a caregiver in a neighborhood
that’s Italian, black, Haitian whatever…because that person is not of the same ethnicity or religion [the Veteran will say] ‘I
don’t want to stay there. I can’t relate’” (MFH Coordinator FG).
3.3.4 Costs
Costs were a concern to all involved. The cost of MFH care deterred some from choosing MFH placement; for Veterans
with higher health care benefit levels, however, the MFH was viewed as more affordable. One caregiver reported
inadequate remuneration limited her ability to transport Veterans to outside activities. She also worried about having
“enough food on the table every day” (Caregiver). A national coordinator described MFH payment as an issue for some
caregivers whose motivation may have been primarily financial: “I’ve had two failed home situations, because I think that
the caregivers were going in it for the money. And I don’t know if they didn’t have a realistic understanding of what the
expectations were or what it would be like to care for someone in home or … when they found out how much work it was,
they kind of jumped ship” (MFH Coordinator FG).

4 Discussion
MFH is a VA community based service delivery model that is designed to meet Veterans health care needs in a private
home. This evaluation highlights that at the core of successful MFH placement is the environment including the physical
setting, geographic location, and safety which foster a “good fit” between the Veteran and caregiver.
Limitations include the conduct of this study in a single institution and the small sample size. However, the final phase of
a general inductive approach to qualitative evaluation [10] requires the comparison or testing of the emergent model with
Published by Sciedu Press
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Figure 3. Conceptual Model: MFH from the Proviider and Veteraan Perspective
W
Who are the key stakehold
ders involved in MFH succcess? Key com
mponents and vital factors inn creating succcessful
M
MFHs (see Tab
ble 1) bridge th
he interpersonaal domains of crreating a sense of place withinn the local conttext to environm
mental
ddesign of physsical space, location, and safeety. Relationshiips, defined byy commitment oof the caregiveer and expert m
medical
support provid
ded by the HBP
PC team, were equally
e
importtant within the interpersonal ddomain and MF
FH level. In adddition,
ccaregiver comm
mitment, defined as an innatee sense of the in
ntrinsic rewardss of serving as a full-time careegiver, was desscribed
aas essential to creating a sensse of place and
d fostering a reelationship betw
ween the Veterran and caregivver. This relationship
w
was enhanced by mutual resspect, inclusion
n of family in decision makinng, good self ccare among caaregivers, and a good
m
match between
n the Veteran
n and their fam
milies’ commu
unication stylee. The HBPC team, relief ccaregivers, andd other
m
members of VA
V care teams were
w
also integ
gral in fosterin
ng a healthy reelationship betw
ween Veteran and caregiver. These
ffindings are co
onsistent with a 1976 study off 422 elderly ressidents of MFH
Hs that concludded MFHs offerr many advantaages as
llong as residen
nts are properly
y placed and ad
dequate supporrt services provvided [17].
H
How does the MFH program
m facilitate Veeteran engageement with thee program? Exxtending to thee broader comm
munity,
ccultural and orrganizational do
omains, particiipants describeed the importannce of perception and expectaations which faactored
hheavily in the initial
i
impressiions of the prog
gram. Impressiions were form
med beginning w
with beliefs about the word “foster”
iin the name “M
Medical Fosterr Home” and were
w
further sh
haped by expecctations regardding whether orr not the homee could
m
meet the Veterran’s health caare needs and provide
p
for thee Veteran as a “whole personn” by tending tto functional ddeficits,
ccognitive impaairments, psych
hosocial needss and cultural beliefs.
b
Familyy members raissed concerns aabout the experrtise to
m
manage compllex medication
n regimens and
d conditions su
uch as dementtia that requiree specialized care giving skillls and
ppatience.
174

ISSN 1925--4040 E-ISSN 19925-4059

www.sciedu.ca/jnep

Journal of Nursing Education and Practice, 2014, Vol. 4, No. 1

Based on the components identified in this evaluation and, consistent with the few studies available on MFH placement,
creating a “sense of place” is central to all placements with MFHs [18, 19]. Simply recruiting caregivers without attention to
their level of commitment to care giving, willingness to collaborate with the HBPC team, and ability to foster a sense of
place will undermine this core program element and not likely lead to successful program expansion. Practical strategies
participants identified may include trainings tailored to individual caregivers based on the needs of their Veteran (i.e.
dementia), mentorship from other caregivers in the community, and revision of policies to allow home modifications
before the Veteran moves into the home.
Two main issues surrounding costs emerged. First, using personal funds to provide payment to a MFH caregiver was seen
as a barrier for some Veterans who would otherwise have their long term care funded in a NH. Second, some caregivers
described monthly reimbursement as inadequate to cover all the living expenses of Veterans. Of equal importance to
expansion of the program will be mitigating cost barriers. Legislation allowing VA to pay for Veterans who choose to
receive care in a MFH rather than a NH may eliminate a key barrier to MFH program enrollment and would be a cost
savings to VA with lower per month costs for room and board in a MFH $1500-3000 versus a NH $6500-$25,000 [1].
This evaluation, as one of the first examining components of successful adult foster care placement includes only one
state’s MFH program and is designed to be hypothesis-generating rather than generalizable. It suggests that the environment in which a Veteran is placed is vital to success and that more is needed beyond a medical perspective. The MFH is
not intended to serve as a “mini” NH but rather an opportunity to maximize Veterans’ quality of life while integrating the
Veteran into the larger community. Adopting a social ecological orientation may enable the VA to re-interpret organizational and fiscal policy, examine current practice, and continue to refine the program as it expands nationally. Components of the evaluation can assist those engaging in similar non-VA programs, such as in the Medicare Independence at
Home Initiative demonstration, exploring alternatives to NH care [6]. Future research is needed to test the relationships
between MFH environment, health outcomes, safety, and cost effectiveness. The MFH model presents a new and
interprofessional approach to community care. Nurses may be involved in the care of Veterans living in MFHs through the
HBPC team structure or they may be involved in the referral, transition and support of Veterans and their family. Being
aware of the potential the MFH model offers as an alternative to nursing home placement will be vital as we explore aging
in place for veterans over time. This new MFH model offers new ways to engage with and enhance Veteran health.
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