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Improved communication and increased education may enhance the experience
and outcomes for veterans using multiple health care systems, according to this qualitative
assessment of health care provider views.

he VHA assigns all en-

rolled veterans to a pri-

mary care provider (PCP).

However, almost 80% of
veterans enrolled in VHA have an-
other form of health care coverage,
including Medicare, Medicaid, pri-
vate insurance, and TRICARE for
Life program.' Consequently, vet-
erans may choose to use more than
1 health care system to manage their
health care needs.

Studies based on merged VHA
and Medicare claims data have dem-
onstrated substantial dual use by
VHA enrollees with Medicare. Pe-
tersen and colleagues reported that
about 80% of VHA enrollees with
Medicare chose to use services in
both systems and that greater dis-
tance to VHA facilities and lower

priority level for VHA care predicted
lower VHA reliance.> Among those
aged < 65 years who had Medi-
care due to disability, 58% were
dual users. These dual users re-
lied more on private sector care for
many health conditions, with the
notable exception of substance
abuse and mental health disorders,
for which reliance on VHA care was
greater.” Another study found that
over half of VHA enrollees assigned
to a PCP at a community-based
outpatient clinic (CBOC) received
some or all of their care outside
VHA and that reliance on VHA out-
patient care declined over the 4-year
study period.?

This use of multiple health care
providers (HCPs), facilities, and
modalities is often described as
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dual use or comanagement. Dual
use in the case of veterans refers
to use of both VHA and non-VHA
health care, whereas comanagement
implies an expectation of shared
decision making and open com-
munication between VHA and non-
VHA providers. In addition to VHA
PCPs, rural veterans frequently
receive care from local, non-VHA
HCPs in the community where
they live. As health care in the U.S.
evolves and patients have increas-
ing choices through the Affordable
Care Act (ACA), the challenge of
comanagement for patients receiv-
ing care in multiple systems is
likely to increase both within and
outside VHA.

This study was part of a qualita-
tive rural health needs assessment
designed to ascertain the issues fac-
ing rural veterans and their providers
in the upper Midwest.* The objec-
tive was to examine VHA primary
care clinic staff perspectives on dual
users, perceived barriers that inhibit
comanagement, and factors that con-
tribute to the need for dual use in
rural areas.
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METHODS

A qualitative study design with in-
person interviews was used to elicit
the perspective of VHA clinic staff
on the current and ideal states of co-
management. Clinics were selected
using a stratified purposeful sample
of 15 urban and rural primary care
clinics at VHA CBOCs and VAMCs
in 8 Midwestern states (Illinois,
Iowa, Minnesota, Nebraska, North
Dakota, South Dakota, Wisconsin,
and Wyoming). The stratification cri-
teria included (1) urban and rural;
(2) geographic coverage of VISN
23; and (3) VHA-managed and con-
tract clinics, resulting in a purpose-
ful sample of 2 urban VAMC clinics,
3 urban CBOCs, 7 rural VHA-
managed CBOCs, and 3 rural con-
tract CBOCs. The distance from the
CBOC to the closest VAMC ranged
from 32 to 242 miles.

Interview guides were devel-
oped and tested by the research
team for comprehension, length,
and timing prior to data collection
and iteratively revised as analysis
evolved and new topics emerged.
Clinic staff were asked about their
perceptions of rural veteran use of
VHA care; barriers and facilitators
to accessing care; and their per-
sonal experience working within
VHA. Several questions focused
on dual use and why rural veter-
ans use multiple health care sys-
tems, their perspectives of dual
use, their expectations of patients’
role(s) in health care coordination,
and the perceived barriers that in-
hibit comanagement. Interview-
ers used comanagement and dual
use interchangeably to discuss pa-
tients with multiple care provid-
ers, allowing interviewees to use
their preferred terminology; as-
signed meanings were probed for
clarification but not corrected by
interviewers.

Between June and October 2009,
teams of 2 to 3 researchers visited
15 clinics for 1 to 2 business days
each. Researchers conducted inter-
views with a convenience sample
of clinical staff. Consent forms and
an explanation of the study were
distributed, and those electing to
participate voluntarily came to a
designated room to complete an in-
terview. All interviews were audio re-
corded for accuracy.

Interview recordings were tran-
scribed verbatim and reviewed for
accuracy. Prior to coding, transcripts
were imported into a qualitative data
management software program. A
codebook, including a priori research
hypotheses and de novo themes, was
developed based on a systematic re-
view of a randomly selected subset
of interview transcripts.” Four coders
were responsible for coding all tran-
scripts and validating coding through
tests of agreement at predetermined
intervals.

Regular meetings were con-
ducted with coders and the lead
qualitative investigator to discuss
disagreements, clarify code defini-
tions, or add new codes as needed.
As codes were added, previous tran-
scripts were coded/recoded for con-
tent related to the new codes. An
audit trail was maintained, and iter-
ative mediation of codes continued
throughout the process. The final
codebook contained 42 thematic
codes, which reached saturation or
data redundancy.® Detailed analysis
of the codes dual use, distance, and
care coordination were used to in-
form this study.

RESULTS

Among the 15 sites, 64 in-depth in-
dividual interviews were conducted,
ranging from 5 to 53 minutes (aver-
age 26 minutes). Clinic staff demo-
graphic characteristics are depicted in

Table. Descriptive Statistics
for Clinic Staff Surveyed
(N = 54)?

Demographics Respondents
Mean age, y (SD) 48.8 (9.7)
Sex, No. (%)

Female 42.0 (77.8)
Race/ethnicity, No. (%)°

White/Caucasian 48.0 (88.9)

Asian 4.0(7.4)

Native American/ 3.0 (5.6)

American Indian

Latino 1.0 (1.1)
Years at the VHA, mean 7.0 (7.0,

(SD, range) 0.25-34.0)

Occupation, No. (%)

Physician, PA, NP 20.0 (36.4)

Nursing staff (RN, LPN) 18.0 (32.7)

Administrative and other 17.0(30.9)

clinic staff

Abbreviations: LPN, licensed practical nurse;
NP, nurse practitioner; PA, physician assistant;
RN, registered nurse.
aTen clinic staff who participated in an
in-depth interview did not complete a survey
but are not represented in this table.
PRespondents may be listed in multiple
categories; the response choices of African
American/black and Hawaiian/Pacific Islander
were not selected.

the Table. Analysis of data captured
in the codes dual use, distance, and
care coordination resulted in notable
concentration in 4 thematic areas: (1)
clinic staff perceptions of the influ-
ence of access, convenience, and dis-
tance on dual use for rural patients;
(2) communication and patient’s
role in comanagement; (3) rules and
regulations related to comanagement
from the VHA perspective; and (4)
barriers to comanagement and rec-
ommendations for education.
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Influence of Access, Convenience,
and Distance

Access to health care was central to
the discussion of dual use and co-
management by clinic staff. Conve-
nience was identified as the primary
reason for rural patients’ use of non-
VHA services, as many rural patients
must travel outside their local com-
munity to access VHA care. Thus,
dual use was most often noted for
services typically available in patients’
local communities, especially man-
agement of chronic conditions.

The CBOC:s provide important ser-
vices for primary care and manage-
ment of chronic conditions but are
not available in all communities and
may have limited hours/days that do
not fit with patients’ schedules. The
CBOCs are often unable to provide
needed services, including but not
limited to emergency care, diagnos-
tic tests, physical and occupational
therapy, and other specialty care ser-
vices. As one VHA provider put it,
“The biggest factor for [dual use] is
availability, access, convenience....
Its a lot more convenient to go to the
hospital down the street than it is to
go 120 miles to [the VAMC], or for
some guys who live 30, 40 minutes
the other side of here it becomes 150,
160-mile one-way trip.”

Related to access, distance and
transportation barriers were identi-
fied by clinic staff as obstacles to care
for rural patients. Despite efforts to
offset the expense of travel through
reimbursement to qualified veterans
and coordinated van transport with
Veterans Service Organizations, travel
costs—both time and money—were
seen as significant barriers to access-
ing VHA care, as was an inability to
travel for those who are ill or frail and
elderly. “We send people ... in the
van and for the most part that works,
but eventually it gets expensive, or
you've got somebody with chronic

pain that can’t tolerate the van
ride for 2 hours,” one interviewee
reported.

According to clinic staff, dual-
use patients also rely on non-VHA
providers in particular for urgent
or emergency care, while relying
on VHA primary care for reduced-
cost medications, diagnostic testing,
chronic disease management, or an-
nual exams. When asked why rural
patients may choose to see more
than 1 provider, VHA providers re-
sponded. “[It's] more convenient to
have a local doctor just in case some-
thing went wrong and they need to
see a doctor right away. So distance
to this clinic would be the number
one reason.” Another reported, “If
it’s once or twice a year routine ap-
pointments they’ll come here, but...
they’d rather go to a walk-in clinic
nearby than spend so much [money]
on gas.”

Communication and Patients’ Role

Communication between VHA and
non-VHA providers is a necessary el-
ement of comanagement. Although
phone calls or faxing patient medical
records are available options, clinic
staff reported it was more common
to encounter patients hand carry-
ing their records between provid-
ers. For dual-use patients, clinic staff
indicated it was often unclear who
was responsible for relaying infor-
mation between providers. There
is often ambiguity about who will
(and should) fulfill this role and not
enough time to adequately address
or clarify how this is done. Some
clinic staff believed that acting as the
main conduits of information placed
an undue burden on the patients,
particularly asking them to be able
to accurately relay medical infor-
mation about tests or prescriptions
that they may not fully understand.
Others said that it was primarily the

patients’ responsibility to give rele-
vant information about their care to
all their providers, because of VHA
regulations and patient privacy laws.
“[The] patient should tell the pri-
mary doctor to send them [medi-
cal records] because we can’t get the
medical records without the patients
permission,” said one provider.

Another provider utilized the
nursing staff to call patients after
their appointments to remind them
to give their medical records to their
non-VHA provider. The data suggest
that responsibility for maintaining
communication between providers
ultimately falls on the patient. From
the perspective of a nurse practitio-
ner, “We just keep trying to educate
the community.... I've been told that
if the patient wants that privilege of
using the VA for a pharmacy for an
outside provider that we're glad to do
that. But it is their responsibility to
communicate with their [non-VHA]
physician. I think we just need to
keep educating the patients.”

Rules and Regulations
VHA policies governing prescrip-
tions, hospitalizations at outside
facilities, and release of patient infor-
mation regulate, and in some cases
hinder, information flow between
VHA and non-VHA providers. Many
patients use VHA to obtain medica-
tions for lower out-of-pocket costs.
This contributes to the number of
dual-use patients in VHA and re-
sults in several challenges for VHA
providers trying to manage patients’
prescriptions. For example, patients
will ask to fill a prescription at a VHA
pharmacy from their non-VHA pro-
viders; however, VHA pharmacies
can only fill prescriptions from VHA
providers.

Many VHA providers are will-
ing to rewrite these prescriptions,
but they may need to see the patient
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before adding or changing the pre-
scription and require documentation
to address contraindications, adverse
reactions and/or therapeutic failure,
and associated risks before making
the authorization. VHA providers
noted that because the VHA formu-
lary does not contain all medica-
tions, non-VHA providers are often
unfamiliar with the VHA National
Formulary specifics and will write
prescriptions for nonformulary medi-
cations, which require a nonformu-
lary request from a VHA provider.
Clinic staff also mentioned dif-
ficulty in obtaining records from
non-VHA providers. This can be par-
ticularly problematic if the patient
lives a distance away from a VHA fa-
cility and does not have the necessary
authorization to share records on file.

Barriers and Education
Recommendations

Clinic staff identified coordination
of care for dual-use patients as a bar-
rier to providing care. Specifically,
providers identified coordination as
complicated by communication dif-
ficulties, inefficient medical record
exchange, short staffing in VHA clin-
ics, duplication of diagnostic ser-
vices, and non-VHA providers’ lack
of understanding regarding the ser-
vices that VHA provides. Specific to
rural clinics, comanagement was re-
portedly hindered by limitations in
technology (eg, consistent Internet
access), access to routine diagnostic
services, and lack of relationships
with non-VHA providers. Provid-
ers most frequently reported that the
critical piece missing in comanage-
ment is a relationship—and implied
communication—between VHA clin-
ics and non-VHA community clinics.
The concept of a relationship be-
tween providers is evoked as a criti-
cal element to comanaging dual-use
patients; however, clinic staff had a

difficult time articulating what that
relationship would actually look like
if put into practice.

In spite of the numerous barriers
identified by clinic staff, the recom-
mendation for education to improve
comanagement was consistent across
study sites and clinic staff roles. Edu-
cation was proposed for patients and
non-VHA providers as the best in-
tervention. In response to a question
about ideas and recommendations to
improve comanagement, clinic staff
drew on varied experiences. To illus-
trate this theme, a provider gave this
example of dual-use patients seek-
ing prescription medication from
VHA and its impact on comanage-
ment: “I would [recommend] an
outreach program to community re-
sources and [non-VHA] providers.
To let them know more about how
the VA works and the resources that
are available, and how specifically
to coordinate care through the VA,
would be a significant benefit.... If
the [non-VHA] providers knew how
to—who to—talk to, what informa-
tion the VA needs, for example, for
medication changes, it would help
the patients make it work...without
having to overburden the patients
with having to physically hand carry
their blood test results, or their
notes, discharge summaries, proce-
dure notes.”

Along with providing outreach
and education on working with the
VHA, clinic staff addressed the need
to educate patients more effectively,
because they are seen as central to
the information exchange. There is
motivation on the part of patients to
learn the system. “Just making sure
that the patients realize that they
need to tell their local providers to
send us the records and make sure
that there is an exchange going on
consistently,” explained a case man-
ager. “If the patient wants to get

DUAL-USE PATIENTS

those medications that are costly,
then they figure out pretty quick
what they have to have, what they
need to send to us.” The need for ed-
ucation is an ongoing process; who
is responsible for this continues to be
a point of debate.

DISCUSSION

In order to better understand
comanagement of dual-use patients,
this study focused on the experi-
ences and perceptions of staff at VHA
primary care clinics in the upper

Midwest. The data indicated that:

e VHA clinical staff perceive the
primary reason patients choose
to seek non-VHA care is because
of access, convenience, and
distance

¢ In order for comanagement to
occur, communication and in-
formation exchange—currently
facilitated largely by patients—
needs to improve

e Education of patients and their
non-VHA providers is recom-
mended, to increase understand-
ing of rules and regulations tied
to exchange of patient informa-
tion across health care systems

¢ Education may facilitate commu-
nication, develop relationships,
and overcome barriers to infor-
mation exchange

Distance to health care and perceived
convenience were clearly seen by
clinic staff as the driving factors be-
hind their patients’ dual use. In the
authors’ prior work, interviews with
veterans and their VA providers sup-
ported this assertion as well; how-
ever, it was also found that distance
must not be understood in isolation
of other contingencies, such as ur-
gency of need.*

Clinic staff identified institutional
and individual barriers that lead to
miscommunication and confusion
on the part of patients and reported
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misunderstandings with non-VHA
providers, including 3 potential
barriers to comanagement. These
included (1) inconsistent commu-
nication and flow of information
between VHA and non-VHA provid-
ers; (2) uncertainty about who will
(and should) be responsible for in-
formation flow between providers;
and (3) VHA and federal regulations
over patient privacy. Throughout the
interviews, access to less expensive
prescription medications in VHA was
considered an additional driver of
dual use. According to clinic staff in-
terviewed, education of patients and
non-VHA providers could facilitate
efficient and safe comanagement for
dual-use patients.”

This study suggests both advan-
tages and disadvantages for patients
choosing to use multiple health care
systems from the perspective of the
clinic staff. The primary advantage
is better overall health care access,
especially for rural patients and those
with longer travel times to VHA fa-
cilities. The primary disadvantage
of dual use is discontinuity of care
between multiple care sites. Specifi-
cally, this study identified concerns
regarding poor communication be-
tween providers and transfer of pa-
tient medical records. An underlying
theme was a concern for quality of
care and patient safety, which are rec-
ognized by others in the literature as
potential consequences of inadequate
comanagement.®?

If there is one aspect of co-
management for dual-use patients
to target, this study’s findings point
to developing strategies to improve
communication between provid-
ers caring for dual-use patients and,
more specifically, cultivating relation-
ships that are currently underdevel-
oped. This will necessitate a clearer
articulation of what constitutes a
relationship between comanaging

providers and is a direction for further
research that would have applicability
beyond VHA to any comanagement
of patients using multiple health care
systems.

There are 3 simultaneous, yet
unrelated, factors that may contrib-
ute to increasing dual use. First is
the rise in VHA eligible veterans
from Operation Enduring Freedom,
Operation Iraqi Freedom, and Op-
eration New Dawn.!>!* All return-
ing veterans who meet minimal
requirements are eligible for 5 years
of VHA health care. A large propor-
tion of these individuals are in the
Reserve and National Guard, most
of whom have nonmilitary jobs that
may provide employer-based health
insurance. Thus, these veterans
have a greater opportunity for dual
use. Second, with the aging cohort
of Vietnam-era veterans, a greater
proportion is becoming Medicare
eligible. Third, with the recent pass-
ing of the ACA, more patients, in-
cluding veterans, may choose to
purchase insurance through ACA
health exchanges. Taken individu-
ally or collectively, these factors will
likely have effects reaching beyond
VHA, especially when veterans re-
ceiving care in non-VHA health care
systems engage in dual use.>!31>:16

Limitations

This study has a number of limita-
tions. First, it was limited to VHA
facilities located in the upper Mid-
west, which may limit generalizabil-
ity to other parts of the country. The
convenience sample of clinic staff at
VHA clinics may not represent the
full range of perspectives among
HCPs generally. This study did not
interview clinic staff in non-VHA
clinics, although this has been the
focus of other studies.'”'® Although
dual use also applies to specialty care
and related access issues in rural

areas, this was not a focus of this
study. Last, the data were collected in
2009, prior to the implementation of
the patient-aligned care team (PACT)
model and prior to the recently re-
vealed issues regarding patient wait
times for VHA care. Thus, percep-
tions may have changed, and addi-
tional study is needed.

CONCLUSIONS

The results of this study support
prior assumptions of barriers to
care, but also introduce previously
unreported challenges. Dual use is
perceived to have both positive and
negative impacts, but for the posi-
tives to outweigh the negatives,
thoughtful comanagement is critical.
This may be particularly so in rural
areas where dual use is encouraged as
a way to overcome distance and in-
crease convenience in accessing care.

As demonstrated by recent events,
there are still VHA health care ac-
cess issues for veterans. Recently, VA
leadership and the U.S. Congress
proposed that veterans have greater
access to community providers as
well as VHA in order to overcome
delays in care.'” As this option is
explored and put into practice, it is
more important than ever to consider
the need for care coordination and
management of dual-use patients,
to ensure good communication and
care that is timely, safe, and high
quality.

Few models exist in which 2 PCPs
coordinate across health care systems,
and greater understanding of this
dual use is needed. This information
is important in designing interven-
tions to improve care coordination
across systems to ensure continuity of
care, patient safety, and patient sat-
isfaction. Although some work has
been done to examine the perspec-
tives of non-VA PCPs, little is known
about VHA provider perspectives on
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rural veteran dual use.'™® This study
explores VHA provider perspectives
and identifies areas where interven-
tions to improve care coordination
across systems might be targeted.
Next steps for intervention stud-
ies would be to improve communica-
tion and develop educational tools
to aid in the coordination of care
between VHA and non-VHA provid-
ers. A recent example of this is the
Co-Management Toolkit developed by
the Veterans Rural Health Resource
Center-Central Region, which pro-
vides information on VHA policies
and targets non-VHA providers.?® Al-
though VHA perceptions of coman-
ageing dual-use patients were the
target, a similar study of non-VHA
providers is important to understand
this complex and multifaceted dy-
namic. Additional work is needed
to measure the impact of dual use
on clinical outcomes, patient safety
and quality, and efficient use of re-
sources, as these are understudied.
As dual use continues and potentially
increases with the ACA and changing
health care in the U.S., it is impor-
tant to understand the management
of patients using multiple health care
systems. This is salient as primary
care adopts the PACT model and
to inform interventions to improve
quality and safety while eliminating
duplicative health care and costs. @
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