
1/10 • FEDERAL PRACTITIONER  •   OCTOBER 2024 mdedge.com/fedprac

Background: Home health agencies (HHAs) provide vital 
community-based services for older adults. Under-resourced 
HHAs that are disconnected from broader community 
emergency planning efforts may struggle to maintain services 
during emergencies. As climate-related disasters become 
more prevalent, HHA services are increasingly at risk, and 
policymakers have focused on the services they provide to 
older adults. This study explores the relationships between the 
Veterans Health Administration (VHA) and contracted HHAs to 
identify opportunities to extend VHA emergency resources to 
HHAs and staff to assist them during disasters. 
Methods: We interviewed 19 stakeholders from 6 Veterans 
Affairs medical centers. Data were analyzed through rapid 
qualitative analysis. 

Results: VHA and HHA staff focused primarily on their 
disaster response during emergencies with little knowledge 
of each other’s protocols. VHA emergency managers lacked 
direct relationships with staff overseeing HHAs but had strong 
internal partnerships with clinicians and were knowledgeable 
about the needs of veterans who were disabled and 
homebound. VHA staff demonstrated an interest in partnering 
with HHAs to identify resources that could be shared during 
emergencies. 
Conclusions: Creating a pipeline of support through existing 
relationships and resources has the potential to strengthen 
VHA protections for older adults during emergencies, help 
them age safely in place, and provide a model for other health 
systems to collaborate with community-based practitioners.
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As large-scale natural disasters become 
more common, health care coalitions 
and the engagement of health systems 

with local, state, and federal public health 
departments have effectively bolstered 
communities’ resilience via collective shar-
ing and distribution of resources.1 These 
resources may include supplies and the 
dissemination of emergency information, 
education, and training.2 The COVID-19 
pandemic demonstrated that larger health 
care systems including hospital networks 
and nursing homes are better connected to 
health care coalition resources than smaller, 
independent systems, such as community 
home health agencies.3 This leaves some 
organizations on their own to meet require-
ments that maintain continuity of care and 
support their patients and staff throughout 
a natural disaster. 

Home health care workers play impor-
tant roles in the care of older adults.4 Older 
adults experience high levels of disability and 
comorbidities that put them at risk during 
emergencies; they often require support from 
paid, family, and neighborhood caregivers to 
live independently.5 More than 9.3 million 
US adults receive paid care from 2.6 million 
home health care workers (eg, home health 
aides and personal care assistants).6 Many of 
these individuals are hired through small in-
dependent home health agencies (HHAs), 

while others may work directly for an indi-
vidual. When neighborhood resources and 
family caregiving are disrupted during emer-
gencies, the critical services these workers 
administer become even more essential to en-
suring continued access to medical care and 
social services.

The importance of these services was un-
derscored by the Centers for Medicare and 
Medicaid Services 2017 inclusion of HHAs in 
federal emergency preparedness guidelines.7,8 
The fractured and decentralized nature of 
the home health care industry means many 
HHAs struggle to maintain continuous care 
during emergencies and protect their staff. 
HHAs, and health care workers in the home, 
are often isolated, under-resourced, and dis-
connected from broader emergency plan-
ning efforts. Additionally, home care jobs are 
largely part-time, unstable, and low paying, 
making the workers themselves vulnerable 
during emergencies.3,9-13

This is a significant issue for the Veterans 
Health Administration (VHA), which an-
nually purchases 10.5 million home health 
care worker visits for 150,000 veterans from 
community-based HHAs to enable those in-
dividuals to live independently. Figure 1 il-
lustrates the existing structure of directly 
provided and contracted VHA services for 
community-dwelling veterans, highlighting 
the circle of care around the veteran.8,9 Home 
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health care workers anchored health care 
teams during the COVID-19 pandemic, ob-
serving and reporting on patients’ well-being 
to family caregivers, primary care practitio-
ners, and HHAs. They also provided criti-
cal emotional support and companionship 
to patients isolated from family and friends.9 
These workers also exposed themselves and 
their families to considerable risk and often 
lacked the protection afforded by personal 
protective equipment (PPE) in accordance 
with infection prevention guidance.3,12

Through a combination of its na-
tional and local health care networks, the 
VHA has a robust and well-positioned 
emergency infrastructure to support 
community-dwelling older adults during 
disasters.14 This network is supported by 
the VHA Office of Emergency Management, 
which shares resources and guidance with 
local emergency managers at each facility 
as well as individual programs such as the 
VHA Home Based Primary Care (HBPC) 
program, which provides 38,000 seri-
ously ill veterans with home medical vis-
its.15 Working closely with their local and 
national hospital networks and emergency 
managers, individual VHA HBPC programs 
were able to maintain the safety of staff and 
continuity of care for patients enrolled in 
HBPC by rapidly administering COVID-19 
vaccines to patients, caregivers, and staff, 
and providing emergency assistance during 
the 2017 hurricane season.16,17 These efforts 
were successful because HBPC practitioners 
and their patients, had access to a level of 
emergency-related information, resources, 
and technology that are often out of reach 
for individual community-based health care 
practitioners (HCPs). The US Department 
of Veterans Affairs (VA) also supports local 
communities through its Fourth Mission, 
which provides emergency resources to 
non-VHA health care facilities (ie, hospitals 
and nursing homes) during national emer-
gencies and natural disasters.17 Although 
there has been an expansion in the defini-
tion of shared resources, such as extending 
behavioral health support to local commu-
nities, the VHA has not historically pro-
vided these resources to HHAs.14

This study examines opportunities to le-
verage VHA emergency management re-
sources to support contracted HHAs and 

inform other large health system emergency 
planning efforts. The findings from the ex-
ploratory phase are described in this article. 
We interviewed VHA emergency managers, 
HBPC and VA staff who coordinate home 
health care worker services, as well as admin-
istrators at contracted HHAs within a Vet-
erans Integrated Services Network (VISN). 
These findings will inform the second (sin-
gle-site pilot study) and third (feasibility 
study) phases. Our intent was to (1) bet-
ter understand the relationships between 
VA medical centers (VAMCs) and their con-
tracted HHAs; (2) identify existing VHA 
emergency protocols to support commu-
nity-dwelling older adults; and (3) determine 
opportunities to build on existing infrastruc-
ture and relationships to better support con-
tracted HHAs and their staff in emergencies.

METHODS
The 18 VISNs act as regional systems of care 
that are loosely connected to better meet 
local health needs and maximize access 
to care. This study was conducted at 6 of 
9 VAMCs within VISN 2, the New York/New 
Jersey VHA Health Care Network.18 VAMCs 
that serve urban, rural, and mixed urban/
rural catchment areas were included.

Each VAMC has an emergency manage-
ment program led by an emergency man-
ager, an HBPC program led by a program 
director and medical director, and a commu-
nity care or purchased care office that has 
a liaison who manages contracted home 
health care worker services. The study 

TABLE. Participants by Facility

Site
Emergency 

manager
Community  
care liaison

HBPC  
leadership

HHA  
leadership

1 1 1 1 –

2 1 2 1 –

3 1 1 1 2

4 – 2 1 –

5 1 1 1 –

6 1 – – –

Time in role, 
mean (range), y 7.3 (1–20) 4.2 (1–10.5) 10.9 (1–21) 14.5 (12–17)

Abbreviations: HBPC, home-based primary care; HHA, home health agency.



Home Health

3/10 • FEDERAL PRACTITIONER  •   OCTOBER 2024 mdedge.com/fedprac

focused on HBPC programs because they are 
most likely to interact with veterans’ home 
health care workers in the home and care 
for community-dwelling veterans during 
emergencies. Each VHA also contracts with 
a series of local HHAs that generally have a 
dedicated staff member who interfaces with 
the VHA liaison. Our goal was to interview  
≥ 1 emergency manager, ≥ 1 HBPC team 
member, ≥ 1 community care staff person, 
and ≥ 1 contracted home health agency ad-
ministrator at each site to gain multiple per-
spectives from the range of HCPs serving 
veterans in the community.

Recruitment and Data Collection
The 6 sites were selected in consultation 
with VISN 2 leadership for their strong 
HBPC and emergency management pro-
grams. To recruit respondents, we contacted 
VISN and VAMC leads and used our pro-
fessional networks to identify a sample of 
multidisciplinary individuals who rep-
resent both community care and HBPC  
programs who were contacted via email.

Since each VAMC is organized differently, 
we utilized a snowball sampling approach 
to identify the appropriate contacts.19 At the 
completion of each interview, we asked the 
participant to suggest additional contacts 
and introduce us to any remaining stake-
holders (eg, the emergency manager) at 
that site or colleagues at other VISN facili-
ties. Because roles vary among VAMCs, we 

contacted the person who most closely re-
sembled the identified role and asked them 
to direct us to a more appropriate contact, if 
necessary. We asked community care man-
agers to identify 1 to 2 agencies serving the 
highest volume of patients who are veter-
ans at their site and requested interviews 
with those liaisons. This resulted in the re-
cruitment of key stakeholders from 4 teams 
across the 6 sites (Table).  

A semistructured interview guide was 
jointly developed based on constructs of in-
terest, including relationships within VAMCs 
and between VAMCs and HHAs; existing 
emergency protocols and experience during 
disasters; and suggestions and opportunities 
for supporting agencies during emergencies 
and potential barriers. Two researchers (TWL 
and EF) who were trained in qualitative 
methods jointly conducted interviews using 
the interview guide, with 1 researcher leading 
and another taking notes and asking clarify-
ing questions.

Interviews were conducted virtually 
via Microsoft Teams with respondents at 
their work locations between Septem-
ber 2022 and January 2023. Interviews 
were audio recorded and transcribed and 
2 authors (TWL and ESO) reviewed tran-
scripts for accuracy. Interviews averaged 
47 minutes in length (range, 20-59).

The study was reviewed and determined 
to be exempt by institutional review boards 
at the James J. Peters VAMC and Greater Los 
Angeles VAMC. We asked participants for 
verbal consent to participate and preserved 
their confidentiality.

Analysis
Data were analyzed via an inductive ap-
proach, which involves drawing salient 
themes rather than imposing preconceived 
theories.20 Three researchers (TWL, EF, 
and ES) listened to and discussed 2 staff  
interviews and tagged text with specific 
codes (eg, communication between the 
VHA and HHA, internal communication, 
and barriers to case fulfillment) so the team 
could selectively return to the interview text 
for deeper analysis, allowing for the devel-
opment of a final codebook. The project 
team synthesized the findings to identify 
higher-level themes, drawing comparisons 
across and within the respondent groups, 

FIGURE 1. Circle of Care for Community-Dwelling Veterans

 
Abbreviations: HBPC, home based primary care; HHA, home health agency; VHA, Veterans 
Health Administration.
aAdapted with permission from Wyte-Lake and Franzosa.8,9
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including within and between health care 
systems. Throughout the analysis, we main-
tained analytic memos, documented discus-
sions, and engaged in analyst triangulation 
to ensure trustworthiness.21,22 To ensure the 
analysis accurately reflected the participants’ 
understanding, we held 2 virtual member-
checking sessions with participants to share 
preliminary findings and conclusions and 
solicit feedback. Analysis was conducted 
using ATLAS.ti version 20. 

RESULTS
VHA-based participants described internal 
emergency management systems that are de-
ployed during a disaster to support patients 
and staff. Agency participants described their 
own internal emergency management proto-
cols. Respondents discussed how and when 
the 2 intersected, as well as opportunities for 
future mutual support. The analysis identi-
fied several themes: (1) relationships between 
VAMC teams; (2) relationships between VHA 
and HHAs; (3) VHA and agencies responses 
during emergencies; (4) receptivity and op-
portunities for extending VHA resources into 
the community; and (5) barriers and facilita-
tors to deeper engagement.

Relationships Within VHA (n = 17)
Staff at all VHA sites described close relation-
ships between the internal emergency man-
agement and HBPC teams. HBPC teams 
identified patients who were most at risk dur-
ing emergencies to triage those with the high-
est medical needs (eg, patients dependent on 
home infusion, oxygen, or electronic medi-
cal devices) and worked alongside emergency 
managers to develop plans to continue care 
during an emergency. HBPC representatives 
were part of their facilities’ local emergency 
response committees. Due to this close collab-
oration, VHA emergency managers were fa-
miliar with the needs of homebound veterans 
and caregivers. “I invite our [HBPC] program 
manager to attend [committee] meetings and 
… they’re part of the EOC [emergency op-
erations center]," an emergency manager 
said. “We work together and I’m constantly 
in contact with that individual, especially 
during natural disasters and so forth, to en-
sure that everybody’s prepared in the  
community.”

On the other hand, community care 

managers—who described frequent interac-
tions with HBPC teams, largely around coor-
dinating and managing non-VHA home care 
services—were less likely to have direct rela-
tionships with their facility emergency man-
agers. For example, when asked if they had a 
relationship with their emergency manager, a 
community care manager admitted, “I [only] 
know who he is.” They also did not report 
having structured protocols for veteran out-
reach during emergencies, “because all those 
veterans who are receiving [home health care 
worker] services also belong to a primary 
care team,” and considered the outreach to 
be the responsibility of the primary care team 
and HHA. 

Relationships Between the VHA and 
HHAs (n = 17)
Communication between VAMCs and con-
tracted agencies primarily went through 
community care managers, who described 
established long-term relationships with 
agency administrators. Communication was 
commonly restricted to operational activ-
ities, such as processing referrals and oc-
casional troubleshooting. According to a 
community care manager most communica-
tion is “why haven’t you signed my orders?” 
There was a general sense from partic-
ipants that communication was promptly 
answered, problems were addressed, and 
professional collegiality existed between the 
agencies as patients were referred and placed 
for services. One community care manager 
reported meeting with agencies regularly, 
noting, “I talk to them pretty much daily.”

If problems arose, community care man-
agers described themselves as “the liaison” 
between agencies and VHA HCPs who or-
dered the referrals. This is particularly the 
case if the agency needed help finding a VHA 
clinician or addressing differences in care de-
livery protocols.

Responding During Emergencies (n = 19)
During emergencies, VHA and agency staff 
described following their own organization’s 
protocols and communicating with each 
other only on a case-by-case basis rather 
than through formal or systematic channels 
and had little knowledge of their counter-
part’s emergency protocols. Beyond patient 
care, there was no evidence of information 
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sharing between VHA and agency staff. Re-
garding sharing information with their local 
community, an HBPC Program Director said, 
“it’s almost like the VHA had become siloed” 
and operated on its own without engaging 
with community health systems or emer-
gency managers.

Beyond the guidance provided by state de-
partments of public health, HHAs described 
collaborating with other agencies in their 
network and relying on their informal pro-
fessional network to manage the volume of 
information and updates they followed dur-
ing emergencies like the COVID-19 pan-
demic. One agency administrator did not 
frequently communicate with VHA part-
ners during the pandemic but explained that 
the local public health department helped 
work through challenges. However, “we re-
alized pretty quickly they were overloaded 
and there was only so much they could do.” 
The agency administrator turned to a “sister 
agency” and local hospitals, noting, “Wher-
ever you have connections in the field or in 
the industry, you know you’re going to reach 
out to people for guidance on policies and… 
protocol.”

Opportunities for Extending VHA  
Resources to the Community (n = 16)
All VHA emergency managers were recep-
tive to extending support to community-
based HCPS and, in some cases, felt strongly 
that they were an essential part of veter-
ans’ care networks. Emergency managers 
offered examples for how they supported 

community-based HCPs, such as helping 
those in the VAMC medical foster home pro-
gram develop and evaluate emergency plans. 
Many said they had not explicitly considered 
HHAs before (Appendix).

Emergency managers also described how 
supporting community-based HCPs could be 
considered within the scope of the VHA role 
and mission, specifically the Fourth Mission. 
“I think that we should be making our best 
effort to make sure that we’re also provid-
ing that same level [of protection] to the peo-
ple taking care of the veteran [as our VHA 
staff],” an emergency manager said. “It’s our 
responsibility to provide the best for the staff 
that are going into those homes to take care 
of that patient.”

In many cases, emergency managers had 
already developed practical tools that could 
be easily shared outside the VHA, includ-
ing weather alerts, trainings, emergency plan 
templates, and lists of community resources 
and shelters (Figure 2). A number of these 
examples built on existing communication 
channels. One emergency manager said that 
the extension of resources could be an op-
portunity to decrease the perceived isolation 
of home health care workers through regular 
training for agencies that are providing health 
care aides, so that they know that “some big-
ger folks are keeping an eye on it.”

On the agency side, participants noted 
that some HHAs could benefit more from 
support than others. While some agencies 
are well staffed and have good protocols and 
keep up to date, “There are smaller agencies, 
agencies that are starting up that may not 
have the resources to just disseminate all the 
information. Those are the agencies [that] 
could well benefit from the VHA,” an HBPC 
medical director explained. Agency admin-
istrators suggested several areas where they 
would welcome support, including a deeper 
understanding of available community re-
sources and access to PPE for staff. Regard-
ing informational resources, an administrator 
said, “Anytime we can get information, it’s 
good to have it come to you and not always 
have to go out searching for it.”

Barriers and Facilitators to Partnering 
With Community Agencies (n = 16)
A primary barrier regarding resource shar-
ing was potential misalignment between 

FIGURE 2. Suggestions Received for Extended Resources 
to Contracted VA Organizations

Abbreviations: PPE, personal protective equipment; VA, US Department of Veterans Affairs.
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each organization’s policies. HHAs followed 
state and federal public health guidelines, 
which sometimes differed from VHA poli-
cies. Given that agencies care for both VHA 
and non-VHA clients, questions also arose 
around how agencies would prioritize in-
formation from the VHA, if they were al-
ready receiving information from other 
sources. When asked about information 
sharing, both VHA staff and agencies agreed 
staff time to support any additional activi-
ties should be weighed against the value of 
the information gained.

Six participants also shared that educa-
tion around emergency preparedness could 
be an opportunity to bridge gaps between 
VAMCs and their surrounding communities. 
One local Chief of Community Care noted, 
“Any opportunity to just give information is 
going to make it a lot better for the veteran 
patient … to have something that’s a little 
more robust.”

Two emergency managers noted the 
need to be sensitive in the way they en-
gaged with partners, respecting and build-
ing on the work that agencies were already 
doing in this area to ensure VHA was seen 
as a trusted partner and resource rather 
than trying to impose new policies or rules 
on community-based HCPs. “I know that 
like all leadership in various organizations, 
there’s a little bit of bristling going on when 
other people try and tell them what to do,” 
an HBPC medical director said. “However, 
if it is established that as a sort of greater 
level like a state level or a federal level, that 
VHA can be a resource. I think that as long 
as that’s recognized by their own profes-
sional organizations within each state, then 

I think that that would be a tremendous ad-
vantage to many agencies.”

In terms of sharing physical resources, 
emergency managers raised concerns 
around potential liability, although they 
also acknowledged this issue was impor-
tant enough to think about potential work-
arounds. As one emergency manager said, 
“I want to know that my PPE is not com-
promised in any way shape or form and 
that I am in charge of that PPE, so to rely 
upon going to a home and hoping that [the 
PPE] wasn’t compromised … would kind of 
make me a little uneasy.” This emergency 
manager suggested possible solutions, such 
as creating a sealed PPE package to give di-
rectly to an aide.

DISCUSSION 
As the prevalence of climate-related disas-
ters increases, the need to ensure the safety 
and independence of older adults during 
emergencies grows more urgent. Health sys-
tems must think beyond the direct services 
they provide and consider the community 
resources upon which their patients rely. 
While relationships did not formally exist 
between VHA emergency managers and 
community home health HCPs in the sam-
ple analyzed in this article, there is prece-
dent and interest in supporting contracted 
home health agencies caring for veterans 
in the community. Although not histori-
cally part of the VA Fourth Mission, cre-
ating a pipeline of support for contracted 
HHAs by leveraging existing relationships 
and resources can potentially strengthen its 
mission to protect older veterans in emer-
gencies, help them age safely in place, and 

FIGURE 3. Support Pipeline for Contracted US Department of Veterans Affairs Organizations
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provide a model for health systems to col-
laborate with community-based HCPs 
around emergency planning and response 
(Figure 3).23

Existing research on the value of health 
care coalitions highlights the need for estab-
lished and growing partnerships with a focus 
on ensuring they are value-added, which 
echoes concerns we heard in interviews.24 
Investment in community partnerships not 
only includes sharing supplies but also re-
lying on bidirectional support that can be a 
trusted form of timely information.1,25 The 
findings in this study exhibit strong com-
munication practices within the VHA dur-
ing periods of nonemergency and underscore 
the untapped value of the pre-existing re-
lationship between VAMCs and their con-
tracted HHAs as an area of potential growth 
for health care coalitions. 

Sharing resources in a way that does not 
put new demands on partners contributes 
to the sustainability and value-added nature 
of coalitions. Examples include establishing 
new low-investment practices (ie, informa-
tion sharing) that support capacity and com-
pliance with existing requirements rather 
than create new responsibilities for either 
member of the coalition. The relationship 
between the VHA emergency managers and 
the VHA HBPC program can act as a guide. 
The emergency managers interviewed for this 
study are currently engaged with HBPC pro-
grams and therefore understand the needs 
of homebound older adults and their care-
givers. Extending the information already  
available to the HBPC teams via existing 
channels strengthens workforce practices and 
increased security for the shared patient, even 
without direct relationships between emer-
gency managers and agencies. It is impor-
tant to understand the limitations of these 
practices, including concerns around con-
flicting federal and state mandates, legal con-
cerns around the liability of sharing physical 
resources (such as PPE), and awareness that 
the objective is not for the VHA to increase 
burdens (eg, increasing compliance require-
ments) but rather to serve as a resource for 
a mutual population in a shared community.  

Offering training and practical resources 
to HHA home health care workers can 
help them meet disaster preparedness re-
quirements. This is particularly important 

considering the growing home care work-
force shortages, a topic mentioned by all 
HBPC and community care participants in-
terviewed for this study.26,27 Home health 
care workers report feeling underprepared 
and isolated while on the job in normal 
conditions, a sentiment exacerbated by the 
COVID-19 pandemic.3,10 Supporting these 
individuals may help them feel more pre-
pared and connected to their work, im-
proving stability and quality of care. 

While these issues are priorities within the 
VHA, there is growing recognition at the state 
and federal level of the importance of includ-
ing older adults and their HCPs in disaster 
preparedness and response.5,28 The US De-
partment of Health and Human Services, for 
example, includes older adults and organi-
zations that serve them on its National Ad-
visory Committee on Seniors and Disasters. 
The Senate version of the 2023 reauthoriza-
tion of the Pandemic and All-Hazards Pre-
paredness and Response Act included specific 
provisions to support community-dwelling 
older adults and people with disabilities, in-
corporating funding for community organi-
zations to support continuity of services and 
avoid institutionalization in an emergency.29 
Other proposed legislation includes the Real 
Emergency Access for Aging and Disabil-
ity Inclusion for Disasters Act, which would 
ensure the needs of older adults and peo-
ple with disabilities are explicitly included 
in all phases of emergency planning and  
response.30

The VHA expansion of the its VEText  
program to include disaster response is an ef-
fort to more efficiently extend outreach to 
older and vulnerable patients who are veter-
ans.31 Given these growing efforts, the VHA 
and other health systems have an opportu-
nity to expand internal emergency prepared-
ness efforts to ensure the health and safety of 
individuals living in the community.

Limitations
VISN 2 has been a target of terrorism and 
other disasters. In addition to the sites 
being initially recruited for their strong 
emergency management protocols, this 
context may have biased respondents 
who are favorable to extending their re-
sources into the community. At the time 
of recruitment, contracted HHAs were still 
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experiencing staff shortages due to the 
COVID-19 pandemic, which limited the 
ability of agency staff to participate in inter-
views. Additionally, while the comprehen-
sive exploration of VISN 2 facilities allows 
for confidence of the organizational struc-
tures described, the qualitative research 
design and small study sample, the study 
findings cannot be immediately generalized 
to all VISNs. 

CONCLUSIONS
Many older veterans increasingly rely on 
home health care workers to age safely. The 
VHA, as a large national health care sys-
tem and leader in emergency preparedness, 
could play an important role in supporting 
home health care workers and ameliorating 
their sense of isolation during emergencies 
and natural disasters. Leveraging existing re-
sources and relationships may be a low-cost, 
low-effort opportunity to build higher-level 
interventions that support the needs of pa-
tients. Future research and work in this field, 
including the authors’ ongoing work, will ex-
pand agency participation and engage agency 
staff in conceptualizing pilot projects to en-
sure they are viable and feasible for the field.
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APPENDIX. Illustrative Participant Responses

Type Response

Relationships within VHA 
and emergency plans for 
veterans

“For disasters, the agencies would have their own policies. There isn’t anything additional that I would do for 
those veterans in [the home health aide program]…Or like, you know, home-based primary care does phone  
calls when there is a heat warning. Or a snowstorm coming. That’s not this. I don’t do the same thing with our 
population because all those veterans who are receiving services also belong to a primary care team.”  
[Community care manager]

Relationships between 
VHA and HHA

Interviewer: “Can you describe the flow of information between the home-based primary care team and the 
home health agencies?”
Respondent: “Well, I would be the liaison between both of them and set them up with whoever they needed 
to be in contact with.” [Community care manager]

Responding during 
emergencies

Interviewer: “Do you know what sort of emergency protocols the [home health] agencies have in place if there is a 
disaster?” 
Respondent: “I honestly do not.” [Community care manager]

Opportunities for extending 
VHA resources to the 
community

“Two times a year we hold a town hall meeting with all of our sponsors [medical foster home clinicians]…what we 
ended up doing is developing a template for an emergency management plan for each home to be able to give 
to them and to complete and to send back to us so that we can maintain that on file…it’s a good opportunity for 
people to come in and connect with me and emergency management and then we have that face to face contact. 
They know how to reach me, they know how to get hold of me, they know what I can help them with. And a lot 
of them were struggling with, you know, emergency response especially again during natural disasters. And they 
would really just like, how do I get electricity? You know, if I need a generator. Who could I bring to the shelter? 
Am I able to bring, you know, X, Y, Z number of patients, you know, and how that would look and work? And so 
just a lot of questions that they didn’t have or, you know, and then through discussion especially when I go out 
to the homes to meet with them annually, I would have that conversation and we would spend at least an hour at 
each home and have a little discussion.” [Emergency manager]

Partnering barriers and 
facilitators

“We’ve had a situation over the last 2 years or so that, you know, CMS and the Department of Health and the 
various states did things one way and we and the VA did things another way….sort of us and them… we go by 
federal mandate and they go by state and federal mandate so it’s not easy for them to accept us, and we won’t 
accept them. So, you know, we are 2 different systems in serving the same master.” [Community care leadership]

“[During an emergency] if there was anything absolutely urgent then I would want to be aware. But to get  
information on every single Veteran receiving services on both programs [VHA and HHA]. It would not be  
anything I could do. And what would be the purpose of it? Truly? What would be the focus of it? OK, so I know 
that the person has something. Well, if like I said, if there was a situation where they’re on oxygen, I’m going to 
lose power, then that would be something [it would be important to share], because they would have to order  
[a generator].”  [Community care manager]

“With such a closed system, you know, we do a lot of educating not just on our in-house side but our community 
side, [The agencies are] great, but they have no idea what goes on in the VHA. Just like the VHA has no idea how 
it works on the outside, so, you know, any opportunity to just give information is going to make it a lot better for 
the veteran patient…it would be nice to have something that’s a little more robust.”  
[Community care manager]

Abbreviations: CMS, Centers for Medicare and Medicaid Services; HHA, home health agency; VA, US Department of Veterans Affairs; VHA, Veterans Health Administration.


