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BACKGROUND: Veterans with healthcare needs utilize
both Veterans Health Administration (VA) and non-VA
hospitals. These dual-use veterans are at high risk of
adverse outcomes due to the lack of coordination for safe
transitions.

OBJECTIVES: The aim of this study was to understand
the barriers and facilitators to providing high-quality
continuum of care for veterans transitioning from non-VA
hospitals to the VA primary care setting.

DESIGN: Guided by the practical robust implementation
and sustainability model (PRISM) and the ideal transitions of
care, we conducted a qualitative assessment using semi-
structured interviews with clinicians, staff, and patients.

SETTING: This study was conducted at a single urban VA
medical center and two non-VA hospitals.

PARTICIPANTS: A total of 70 participants, including 52
clinicians and staff (23 VA and 29 non-VA) involved in
patient transition and 18 veterans recently discharged
from non-VA hospitals, were included in this study.

he Veterans Health Administration (VA) has increasing-

ly partnered with non-VA hospitals to improve access

to care."? However, veterans who receive healthcare

services at both VA and non-VA hospitals are more

likely to have adverse health outcomes, including increased
hospitalization, 30-day readmissions, fragmented care result-
ing in duplication of tests and treatments, and difficulties with
medication management.>'° Postdischarge care is particularly a
high-risk time for these patients. Currently, the VA experiences
challenges in coordinating care for patients who are dual users."
As the VA moves toward increased utilization of non-VA care,

it is crucial to understand and address the challenges of transi-
tional care faced by dual-use veterans to provide high-quality
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APPROACH: Data were analyzed using a conventional
content analysis and managed in Atlas.ti (Berlin, Germany).

RESULTS: Four major themes emerged where participants
consistently discussed that transitions were delayed when
they were not able to (1) identify patients as veterans

and notify VA primary care of discharge, (2) transfer
non-VA hospital medical records to VA primary care, (3)
obtain follow-up care appointments with VA primary

care, and (4) write VA formulary medications for veterans
that they could fill at VA pharmacies. Participants also
discussed factors involved in smooth transition and
recommendations to improve care coordination.

CONCLUSIONS: All participants perceived the current
transition-of-care process across healthcare systems to
be inefficient. Efforts to improve quality and safety in
transitional care should address the challenges clinicians
and patients experience when transitioning from non-
VA hospitals to VA primary care. Journal of Hospital
Medicine 2020;15:133-139. © 2020 Society of Hospital
Medicine

care that improves healthcare outcomes.”'"'? The VA imple-
mented a shift in policy from the Veterans Access, Choice, and
Accountability Act of 2014 (Public Law 113-146; “Choice Act”)
to the VA Maintaining Internal Systems and Strengthening In-
tegrated Outside Networks (MISSION) Act beginning June 6,
2019.1*1 Under the MISSION Act, veterans have more ways
to access healthcare within the VAs network and through ap-
proved non-VA medical providers in the community known as
“community care providers.”™ This shift expanded the existing
VA Choice Act of 2014, where the program allowed those vet-
erans who are unable to schedule an appointment within 30
days of their preferred date or the clinically appropriate date,
or on the basis of their place of residence, to elect to receive
care from eligible non-VA healthcare entities or providers.™®
These efforts to better serve veterans by increasing non-VA
care might present added care coordination challenges for
patients and their providers when they seek care in the VA.
High-quality transitional care prevents poor outcomes such as
hospital readmissions.''® When communication and coordina-
tion across healthcare delivery systems are lacking, patients and
their families often find themselves at risk for adverse events.'??
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Past research shows that patients have fewer adverse events
when they receive comprehensive postdischarge care, includ-
ing instructions on medications and self-care, symptom recog-
nition and management, and reminders to attend follow-up
appointments.'”?'? Although researchers have identified the
components of effective transitional care,? barriers persist. The
communication and collaboration needed to provide coordinat-
ed care across healthcare delivery systems are difficult due to
the lack of standardized approaches between systems.?* Con-
sequently, follow-up care may be delayed or missed altogether.
To our knowledge, there is no published research identifying
transitional care challenges for clinicians, staff, and veterans in
transitioning from non-VA hospitals to a VA primary care setting.

The objective of this quality assessment was to understand
VA and non-VA hospital clinicians’ and staff as well as veter-
ans' perspectives of the barriers and facilitators to providing
high-quality transitional care.

METHODS

Study Design

We conducted a qualitative assessment within the VA Eastern
Colorado Health Care System, an urban tertiary medical center,
as well as urban and rural non-VA hospitals used by veterans.
Semi-structured interview guides informed by the practical robust
implementation and sustainability (PRISM) model, the Lean ap-
proach, and the Ideal Transitions of Care Bridge were used.?% We
explored the PRISM domains such as recipient’s characteristics,
the interaction with the external environment, and the implemen-
tation and sustainability infrastructure to inform the design and
implementation of the intervention.?® The Lean approach includ-
ed methods to optimize processes by maximizing efficiency and
minimizing waste.? The Ideal Transitions of Care Bridge was used
to identify the domains in transitions of care such as discharge
planning, communication of information, and care coordination.?

Setting and Participants

We identified the top 10 non-VA hospitals serving the most
urban and rural veterans in 2015 using VA administrative data.
Purposive sampling was used to ensure that urban and ru-
ral non-VA hospitals and different roles within these hospitals
were represented. VA clinicians and staff were selected from the
Denver VA Medical Center, a tertiary hospital within the Eastern
Colorado Health Care System and one VA Community-Based
Outpatient Clinic (CBOC) that primarily serves rural veterans.
The Denver VA Medical Center has three clinics staffed by Pa-
tient Aligned Care Teams (PACTs), a model built on the concept
of Patient-Centered Medical Home.? Hospital leadership were
initially approached for permission to recruit their staff and to
be involved as key informants, and all agreed. To ensure repre-
sentativeness, diversity of roles was recruited, including PACT
primary care physicians, nurses, and other staff members such
as medical assistants and administrators. Veterans were ap-
proached for sampling if they were discharged from a non-VA
hospital during June-September 2015 and used the VA for pri-
mary care. This was to ensure that they remembered the process
they went through postdischarge at the time of the interview.
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TABLE 1. Characteristics of Stakeholder Interview
Participants

Participant Characteristics Participants

N =70 (%)
VA 23(33)
Denver VA Medical Center 19(27)
Rural Community-Based Outpatient Clinic 4(6)
VA Participant Roles
Primary Care Clinicians (Nurse Practitioner-2 & MDs-7) 9(39)
PACT Nurses 8(35)
Denver VA Administrators 4(17)
PACT Medical Support Assistants 2(9)
Non-VA Hospitals (N = 2) 29 (41)
Urban 23 (33)
Rural 6(9)
Non-VA Hospital Participant Roles
Administrators 4(14)
Nurse case manager 5(17)
Nurses 3(10)
Nurse practitioner/nurse 2(7)
MD/Hospitalist 11(38)
Pharmacist 2(7)
Patient resident liaison 1(3.5)
Social worker 1(3.5
Discharged Veterans 18 (26)
Non-VA Hospitals (N = 9)
Gender
Men 17 (94.5)
Women 1(5.5)
Race
White 16 (89)
Black 1(5.5)
Unknown 1(5.5)
Ethnicity
Non-Hispanic 15(83)
Hispanic 3(17)

Abbreviation: PACT, patient aligned care team.

Data Collection and Analysis

The evaluation team members (RA, EL, and MM) conduct-
ed the interviews from November 2015 to July 2016. Clini-
cians, staff, and veterans were asked semi-structured ques-
tions about their experiences and their role in transitioning
VA patients across systems (see Appendix for interview
guides). Veterans were asked to describe their experience
and satisfaction with the current postdischarge transi-
tion process. We stopped the interviews when we reached
data saturation.?

Interviews were audio-recorded, transcribed verbatim,
and validated (transcribed interviews were double-checked
against recording) to ensure data quality and accuracy. Cod-
ing was guided by a conventional content analysis tech-
nique® ' using a deductive and inductive coding approach.*
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TABLE 2. Perceptions of VA and non-VA Community Hospital Clinicians, Staff, and Veterans

Theme

1. Notification

2. Transfer of medical records

3. Follow-up care

4. Obtaining medications

Illustrative Quotes

We will have patients who come in for an appointment and the patient will say “oh by the way | was hospitalized at x, y,
2" ....If the patient needs something, we will have the patient wait while the nurse gets the medical records. This can take
hours and is a burden on the whole PACT team, especially provider and the nurse.

....Inotification] depends on the payer, if the VA didn’t send them to us, we don't [notify the VA]. It has to be only if the VA
is the primary payer logged into the system

... presume [discharge summaries are being sent] because all of our discharge summaries are supposed to be forwarded
to the primary care. | do believe the EPIC [community hospital electronic medical record] team does a validation
occasionally on the discharge summaries to make sure they're going all the way through. ..

| think it was all verbal [discharge instructions], but they did give me a few notes, most of it was verbal...

... we do have patients walking in unannounced wanting to be seen that day.... it's very difficult to address those
[walk-in] issues right away. .. We're seeing other patients and the nurses have scheduled appointments so there's all
these obstacles.

... Well like I say, going to wait six months to see a doctor, but if | have a problem I'm going to emergency, they take good
care of you too...

... our VA docs can only prescribe if they know why they're prescribing. So, doing that rewrite from an outside facility into
a VA CPRS [VA electronic medical record] is time consuming ...

...I'had some prescriptions that | needed to get filled from the [non-VA community hospital] and the process you have to
go through for at the VA ... it doesn't make a lot of sense to me that you have to check in to the ER at the VA just to get a
prescription filled.... for me really the only frustrating thing is trying to get the prescriptions filled when you have to, when
you're bringing them from another hospital. ... you have to check into the ER, sit out in the waiting room and wait for them
to call you in the back like you're being seen for an illness there, and then they'll bring you to the back whenever that time
comes and the doctor will ask you what do you need this medicine for and you gotta go through the whole thing what
you went through at the other hospital and to me it feels like then they can say well, OK, yeah, | guess you do need this
medicine or they can deny it instead of just giving it to you, so that part is frustrating.”

... a big barrier sometimes is medications ...we'll prescribe a lot of meds on discharge but then they want to fill it at the
VA pharmacy cause it's cheaper ... we can't prescribe meds at the VA pharmacy ... even if we give them a paper script, it
won't work at the VA pharmacy and ... | think the VA pharmacy only accepts interal scripts [that] is what | was told and

Role

VA primary care clinician

Non-VA community nurse case manager

Non-VA community hospital clinician

Veteran

VA primary care clinician

Veteran

VA administrator

Veteran

Non-VA Community hospital clinician

so they don't accept civilian ... it's a big issue. ..

5. Suggestion for improving the
transitional care process

... think ideally, I would have ... some [VA] department designated as the main contact point. With the specific
instructions that any and all records received are to be given to the primary care provider same day. ... real time.

VA primary care clinician

Basically. .. that there were some lines of communication between that person and the other hospital so that if | have a
question | can forward it to that person and or they can reach their contact on the other end too. .. two-way information

flow would be very helpful....

I suppose if you had... a discharge accepter [at the VA], it would be a lot easier to call them and say here’s what they

Non-VA Community hospital clinician

need to do, here’s my phone number if their [VA] primary care doctor wants to call me and can you help them make an

appointment...

Abbreviation: PACT, patient-aligned care team.

The deductive coding approach was drawn from the Ideal
Transitions of Care Bridge and PRISM domains. 33 Two eval-
uation team members (RA and EL) defined the initial code
book by independently coding the first three interviews,
worked to clarify the meanings of emergent codes, and came
to a consensus when disagreements occurred. Next, a priori
codes were added by team members to include the PRISM
domains. These PRISM domains included the implementa-
tion and sustainability infrastructure, the external environ-
ment, the characteristics of intervention recipients, and the
organizational and patient perspectives of an intervention.
Additional emergent codes were added to the code book
and agreed upon by team members (RA, EL, and MM). Con-
sistent with previously used methods, consensus building
was achieved by identifying and resolving differences by
discussing with team members (RA, EL, MM, CB, and RB).%
Codes were examined and organized into themes by team
members. #3436 This process was continued until no new
themes were identified. Results were reviewed by all evalu-
ation team members to assess thoroughness and compre-
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hensiveness.®*® |n addition, team members triangulated the
findings with VA and non-VA participants to ensure validity
and reduce researcher bias.?¥

RESULTS

We conducted a total of 70 interviews with 23 VA and 29
non-VA hospital clinicians and staff and 18 veterans (Table 1).
Overall, we found that there was no standardized process for
transitioning veterans across healthcare delivery systems. Par-
ticipants reported that transitions were often inefficient when
non-VA hospitals could not (1) identify patients as veterans and
notify VA primary care of discharge; (2) transfer non-VA hospital
medical records to VA primary care; (3) obtain follow-up care
appointments with VA primary care; and (4) write VA formulary
medications for veterans to fill at VA pharmacies. In addition,
participants discussed about facilitators and suggestions to
overcome these inefficiencies and improve transitional care
(Table2). We mapped the identified barriers as well as the sug-
gestions for improvement to the PRISM and the Ideal Transi-
tions of Care Bridge domains (Table 3).
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TABLE 3. Identified Gaps in Processes and Suggestions for Improvement as Mapped to PRISM and Ideal Transitions

of Care Bridge Domains
Finding

Process Gap:

Unable to Identify Patients as Veterans and Notify VA Primary Care
of Discharge

Infrastructure;

Process Gap:

Unable to Transfer Non-VA Hospital Medical Records to VA Primary Care ~ Infrastructure

Process Gap:

Unable to Obtain Follow-Up Care Appointments with VA Primary Care Infrastructure

Process Gap:

Unable to Write VA Formulary Medications for Veterans to Fill
at VA Pharmacies

Infrastructure

Facilitators of the Current Transition Process

Suggestions for Improving the Transitional Care Process

Abbreviation: PRISM, paediatric risk of mortality.

Unable to Identify Patients as Veterans and Notify
VA Primary Care of Discharge

VA and non-VA participants reported difficulty in communicat-
ing about veterans' hospitalizations and discharge follow-up
needs across systems. Non-VA clinicians referenced difficulty
in identifying patients as veterans to communicate with VA, ex-
cept in instances where the VA is a payor, while VA providers
described feeling largely uninformed of the veterans non-VA
hospitalization. For non-VA clinicians, the lack of a systematic
method for veteran identification often left them to inadver-
tently identify veteran status by asking about their primary care
clinicians and insurance and even through an offhanded com-
ment made by the veteran. If a veteran was identified, non-
VA clinicians described being uncertain about the best way to
notify VA primary care of the patient’s impending discharge.
Veterans described instances of the non-VA hospital knowing
their veteran status upon admission, but accounts varied on
whether the non-VA hospital notified the VA primary care of
their hospitalization (Table 2, Theme 1).

Unable to Transfer Non-VA Hospital Medical
Records to VA Primary Care

VA clinicians discussed about the challenges associated
with obtaining the veteran’s medical record from the non-VA
hospitals, and when it was received, it was often incomplete
information and significantly delayed. They described rely-
ing on the veteran’s description of the care received, which
was not complete or accurate information needed to make
clinical judgment or coordinate follow-up care. Non-VA cli-
nicians mentioned about trying several methods for trans-
ferring the medical record to VA primary care, including dis-
charge summary via electronic system and sometimes solely
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Activated PRISM Domains

External Environment; Implementation and Sustainability

External Environment; Implementation and Sustainability

External Environment; Implementation and Sustainability

External Environment; Implementation and Sustainability

Recipients: Organizational Characteristics;
Implementation and Sustainability Infrastructure

Recipients: Organizational Characteristics;
Implementation and Sustainability Infrastructure

Activated Ideal Transitions of Care Bridge Domains

Discharge Planning;
Coordinating care among team members

Recipients: Patients Characteristics

Complete communication of information;
Availability, timeliness, clarity, and organization of information

Outpatient follow-up

Coordinating care among team members;
Medication safety

Discharge planning;
Coordinating care among team members;
Outpatient follow-up

Discharge planning;

Coordinating care among team members;
Monitoring and managing symptoms after discharge;
Outpatient follow-up

relying on patients to deliver discharge paperwork to their
primary care clinicians. In instances where non-VA hospitals
sent discharge paperwork to VA, there was no way for non-
VA hospitals to verify whether the faxed electronic medical
record was received by the VA hospital. Most of the veterans
discussed receiving written postdischarge instructions to
take to their VA primary care clinicians; however, they were
unsure whether the VA primary care received their medical
record or any other information from the non-VA hospital
(Table 2, Theme 2).

Unable to Obtain Follow-Up Care Appointments
with VA Primary Care

All participants described how difficult it was to obtain a fol-
low-up appointment for veterans with VA primary care. This
often resulted in delayed follow-up care. VA clinicians also
shared that a non-VA hospitalization can be the impetus for
a veteran to seek care at the VA for the very first time. Once
eligibility is determined, the veteran is assigned a VA prima-
ry care clinician. This process may take up to six weeks, and
in the meantime, the veteran is scheduled in VA urgent care
for immediate postdischarge care. This lag in primary care
assignment creates delayed and fragmented care (Table 2,
Theme 3).

Non-VA clinicians, administrators, and staff also discussed
the difficulties in scheduling follow-up care with VA primary
care. Although discharge paperwork instructed patients to see
their VA clinicians, there was no process in place for non-VA
clinicians to confirm whether the follow-up care was received
due to lack of bilateral communication. In addition, veterans
discussed the inefficiencies in scheduling follow-up appoint-
ments with VA clinicians where attempts to follow-up with pri-
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mary care clinicians took eight weeks or more. Several veter-
ans described walking into the clinic without an appointment
asking to be seen postdischarge or utilizing the VA emergency
department for follow-up care after discharge from a non-VA
hospital. Veterans admitted utilizing the VA emergency de-
partment for nonemergent reasons such as filling their pre-
scriptions because they are unable to see a VA PCP in a timely
manner (Table 2, Theme 3).

Unable to Write VA Formulary Medications

for Veterans to Fill at VA Pharmacies

All participants described the difficulties in obtaining medica-
tions at VA pharmacies when prescribed by the non-VA hospi-
tal clinicians. VA clinicians often had to reassess, and rewrite
prescriptions written by clinicians, causing delays. Moreover,
rural VA clinicians described lack of VA pharmacies in their lo-
cations, where veterans had to mail order medications, caus-
ing further delays in needed medications. Non-VA clinicians
echoed these frustrations. They noted that veterans were con-
fused about their VA pharmacy benefits as well as the need for
the non-VA clinicians to follow VA formulary guidelines. Veter-
ans expressed that it was especially challenging to physically
go to the VA pharmacy to pick up medications after discharge
due to lack of transportation, limited VA pharmacy hours, and
long wait times. Several veterans discussed paying for their
prescriptions out of pocket even though they had VA pharma-
cy benefits because it was more convenient to use the non-VA
pharmacy. In other instances, veterans discussed going to a
VA emergency department and waiting for hours to have their
non-VA clinician prescription rewritten by a VA clinician (Table
2, Theme 4).

Facilitators of the Current Transition Process
Several participants provided examples of when transitional
care communication between systems occurred seamlessly.
VA staff and veterans noted that the VA increased the avail-
ability of urgent care appointments, which allowed for timelier
postacute care follow-up appointments. Non-VA hospital cli-
nicians also noted the availability of additional appointment
slots but stated that they did not learn about these additional
appointments directly from the VA. Instead, they learned of
these through medical residents caring for patients at both VA
and non-VA hospitals. One VA CBOC designated two nurses
to care for walk-in veterans for their postdischarge follow-up
needs. Some VA participants also noted that the VA Call Cen-
ter Nurses occasionally called veterans upon discharge to
schedule a follow-up appointment and facilitated timely care.
Participants from a VA CBOC discussed being part of a
Community Transitions Consortium aimed at identifying
high-utilizing patients (veteran and nonveteran) and improv-
ing communication across systems. The consortium members
discussed each facility’s transition-of-care process, described
having access to local non-VA hospital medical records and a
backline phone number at the non-VA hospitals to coordinate
transitional care. This allowed the VA clinicians to learn about
non-VA hospital processes and veteran needs.

An Official Publication of the Society of Hospital Medicine
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Suggestions for Improving the Transitional

Care Process

VA and non-VA clinicians suggested hiring a VA liaison, prefer-
ably with a clinical background to facilitate care coordination
across healthcare systems. They recommended that this per-
son work closely with VA primary care, strengthen the relation-
ship with non-VA hospitals, and help veterans learn more about
the transition-of-care processes. Topics discussed for veteran
education included how to (1) access their primary care team;
(2) alert VA of non-VA hospitalization and the billing process;
(3) recognize symptoms and manage care; and (4) obtain fol-
low-up care appointments. Furthermore, they suggested that
the liaison would help facilitate the transfer of medical records
between VA and non-VA hospitals. Other suggestions includ-
ed allowing veterans to fill prescriptions at non-VA pharmacies
and dedicating a phone line for non-VA clinicians to speak to
VA clinicians and staff.

Veterans agreed that improvements to the current process
should include an efficient system for obtaining medications
and the ability to schedule timely follow-up appointments.
Furthermore, veterans wanted education about the VA transi-
tion-of-care process following a non-VA hospitalization, includ-
ing payment and VA notification processes (Table 2, Theme 5).

DISCUSSION

Participants described the current transitional care process
as inefficient with specific barriers that have negative conse-
quences on patient care and clinician and staff work processes.
They described difficulties in obtaining medications prescribed
by non-VA clinicians from VA pharmacies, delays in follow-up
appointments at the VA, and lack of bilateral communication
between systems and medical record transfer. Participants
also provided concrete suggestions to improving the current
process, including a care coordinator with clinical background.
These findings are important in the context of VA increasing
veteran access to care in the community.

Despite an increasing emphasis on veteran access to non-
VA care as a result of the VA strategic goals and several new
programs,’'?3 there has not been a close examination of the
current transition-of-care process from non-VA hospitals to
VA primary care. Several studies have shown that the period
following a hospitalization is especially vulnerable and associ-
ated with adverse events such as readmission, high cost, and
death.’?3'32 Qur findings agree with previous research that
identified medical record transfer across systems as one of the
most challenging issues contributing to deficits in communica-
tion between care teams.® In addition, our study brought into
focus the significant challenges faced by veterans in obtaining
medications post non-VA hospital discharge. Addressing these
key barriers in transitional care will improve the quality, safety,
and value of healthcare in the current transition process.®¥

Based on our findings, our participants’ concern in transitional
care can be addressed in various ways. First, as veterans are in-
creasingly receiving care in the community, identifying their vet-
eran status early on in the non-VA hospital setting could help in
improved, real time communication with the VA. This could be
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done by updating patient intake forms to ask patients whether
they are veterans or not. Second, VA policy-level changes should
work to provide veterans access to non-VA pharmacy benefits
equivalent to the access patients are receiving for hospital, spe-
cialty, and outpatient care. Third, patient and provider satisfaction
for dual-use veterans should be examined closely. Although par-
ticipants expressed frustration with the overall transitions of care
from non-VA hospitals to VA primary care setting, influence of this
on the Quadruple Aim-improving patient outcomes, experience,
and reducing clinician and staff burnout should be examined
closely.* Fourth, evidence-based interventions such as nurse-led
transitional care programs that have proven helpful in reducing
adverse outcomes in both VA and non-VA settings will be useful
to implement.#" Such programs could be located in the VA, and
a care coordinator role could help facilitate transitional care needs
for veterans by working with multiple non-VA hospitals.

The limitations of this study are that the perspectives shared
by these participants may not represent all VA and non-VA
hospitals as well as veterans’ experiences with transition of
care. In addition, the study was conducted in one state and the
findings may not be applicable to other healthcare systems.
However, our study highlighted the consistent challenges
of receiving care across VA and other hospital systems. Two
strengths of this study are that it was conducted by multidis-
ciplinary research team members with expertise in qualitative
research, clinical care, and implementation science and that
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we obtained convergent information from VA, non-VA, and
veteran participants.

Our current transition-of-care process has several short-
comings. There was a clear agreement on barriers, facilitators,
and suggestions for improving the current transitions-of-care
process among VA and non-VA hospital participants, as well
as from veterans who experienced transitions across different
delivery systems. Transitioning veterans to VA primary care fol-
lowing a non-VA hospitalization is a crucial first step for improv-
ing care for veterans and reducing adverse outcomes such as
avoidable hospital readmissions and death.

These results describe the inefficiencies experienced by pa-
tients, clinicians, and staff and their suggestions to alleviate
these barriers for optimal continuum of care. To avoid frustra-
tion and inefficiencies, the increased emphasis of providing
non-VA care for veterans should consider the challenges expe-
rienced in transitional care and the opportunities for increased
coordination of care.
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