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Delivering well-coordinated care is essential for opti-
mizing clinical outcomes, enhancing patient care ex-
periences, minimizing costs, and increasing provider
satisfaction. The Veterans Health Administration (VA)
has built a strong foundation for internally coordi-
nating care. However, VA faces mounting internal
care coordination challenges due to growth in the
number of Veterans using VA care, high complexity
in Veterans’ care needs, the breadth and depth of VA
services, and increasing use of virtual care. VA’s
Health Services Research and Development service
with the Office of Research and Development held a
conference assessing the state-of-the-art (SOTA) on
care coordination. One workgroup within the SOTA
focused on coordination between VA providers for
high-need Veterans, including (1) Veterans with mul-
tiple chronic conditions; (2) Veterans with high-inten-
sity, focused, specialty care needs; (3) Veterans
experiencing care transitions; (4) Veterans with se-
vere mental illness; (5) and Veterans with homeless-
ness and/or substance use disorders. We report on
this workgroup’s recommendations for policy and or-
ganizational initiatives and identify questions for fur-
ther research. Recommendations from a separate
workgroup on coordinating VA and non-VA care are
contained in a companion paper. Leaders from re-
search, clinical services, and VA policy will need to

partner closely as they develop, implement, assess,
and spread effective practices if VA is to fully realize
its potential for delivering highly coordinated care to
every Veteran.
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INTRODUCTION

As an integrated national healthcare system with a fully elec-
tronic medical record (EMR) and substantial investments in
primary care integrated with mental health services, the Vet-
erans Health Administration (VA) has built a strong founda-
tion for internally delivering care that is highly coordinated.1

Care coordination is a core component of Patient Aligned Care
Teams (PACT), VA’s patient-centered medical home (PCMH)
model, in which PACT nurses serve as care managers.2 For
Veterans with heightened needs, specialized care coordinators
are dedicated to coordinating care for specific conditions (e.g.,
cancer, mental il lness) or social situations (e.g.,
homelessness).
Despite these resources, numerous challenges exist in

coordinating care within the VA system, particularly for

Prior Presentations This work was not presented at any conference
outside of the March 2018 VA State of the Art Conference on Care
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high-need Veterans. In recent years, the number of Vet-
erans using VA care has grown substantially and VA users
have, on average, higher medical and social needs com-
pared to other patient populations.3–6 To meet these needs,
VA provides a broad and deep array of services (Fig. 1).
Care for high-need Veterans must be coordinated across
the VA network of primary and preventive care; specialty,
mental health, and substance use care; acute hospital and
emergency care; restorative, long-term, and/or palliative
care; and social work and ancillary services.2, 7, 8 Veterans
must be central in this information exchange, so that care
is aligned with Veterans’ priorities.9 With this complex
web of services, across multiple providers and settings,
Veterans with multiple needs often are assigned to multi-
ple VA care coordinators, and such arrangements may,
paradoxically, result in disjointed or duplicative care.
Virtual care modalities have created an additional dimen-

sion across which care and communication need to be coordi-
nated. VA has been a pioneer in developing and adopting
virtual care modalities, including secure electronic messaging,
videoconferencing, remote monitoring, and use of smart
phone applications.10–13

VA’s care coordination practices therefore need to be up-
dated to meet these challenges. VA leaders are working to
evolve the current state into one that better matches the com-
plexity of Veterans’ care coordination needs. To support these
efforts, VA’s Health Services Research and Development
(HSR&D) service held a state-of-the-art (SOTA) conference
on care coordination in March 2018. The conference was
organized into three separate workgroups: one considering
measures and models of coordination, another considering
integration across VA and non-VA providers (VA Community
Care), and a third considering coordination of care within the
VA healthcare system. We report here on the recommenda-
tions arising from the third workgroup considering

coordination of care within the VA system, with others
reporting recommendations from the other workgroups.14,15

METHODS

Prior to the SOTA conference, the planning team scanned
the literature to identify Veteran subpopulations with par-
ticularly intense coordination needs. We defined these
populations by their elevated risk for adverse outcomes,
high care utilization, and involvement from multiple pro-
viders across the services and settings depicted in Figure 1.
Multi-morbidity is common in VA patients, with 32% of
non-elderly, and 35% of elderly patients having three or
more chronic conditions.16 In a cross-sectional popula-
tion-based study, the past year prevalence of illicit drug
dependence among Veterans was 1.5%; alcohol depen-
dence, 6.3%; and serious mental illness, 3.2%.17 Veterans
have a higher risk of homelessness compared to the gen-
eral population, with a relative risk of 1.3 among male
Veterans, and 2.1 among female Veterans.18 Veterans ex-
perience approximately 700,000 inpatient admissions, and
1.2 million emergency department visits, annually.3

Therefore, by consensus, the planning team identified five
high-need subpopulations that illustrate unique coordina-
tion issues: (1) Veterans with multiple chronic conditions
(e.g., 3 or more); (2) Veterans with specific needs for
high-intensity specialty care services (e.g., those with
cancer, human immunodeficiency virus (HIV), end-stage
renal disease); (3) Veterans experiencing transitions fol-
lowing hospitalization or an emergency department visit;
(4) Veterans with serious mental illness; and (5) Veterans
with homelessness and/or substance use disorders.
The planning group identified evidence-based care coordi-

nation practices from a scan of the research relevant to these
populations, selecting studies published in high-impact
journals, research in VA populations, and review articles.
These manuscripts, summarized in Table 1, were provided to
workgroup participants in advance of the conference, along
with available information on a current national VA care
coordination initiative.22–30 Participants were asked to apply
this literature, as well as their own knowledge within their
areas of expertise, to identify (1) recommendations regarding
policies and organizational initiatives, where the current evi-
dence base was felt to be sufficient to support VA action, and
(2) recommendations for a research agenda that will build the
evidence base for guiding future VA action. The 16-member
workgroup met for 1 day, with time allotted for focused
discussion on each of the five subpopulations, and concluded
with a discussion to identify overarching themes and refine
recommendations. The workgroup included leaders of VA
national clinical, policy, and research offices; health services
researchers with expertise in these patient subpopulations, care
coordination, and transitions of care; and front-line clinicians,

Figure 1 Illustration of the breadth and depth of services provided
by VA (either directly or through purchased care), across which

Veterans’ care needs to be coordinated.
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including primary care physicians, hospitalists, emergency
department physicians, nurses, and social workers.

RESULTS

Overarching Themes

The discussion resulted in five overarching themes. First,
care coordination systems need to be capable of address-
ing Veterans’ multiple medical and psychosocial factors as
well as flexible to adapt to Veterans’ varying circum-
stances. No single activity or program will work for all
Veterans, conditions, or settings; rather, programs must be
responsive to the diversity of Veterans’ needs. For exam-
ple, a program to care for Veterans residing in rural
locations who use multiple telehealth services would be
very different than one addressing homeless Veterans who
frequently use the emergency department. Second, pro-
viders and staff in care coordination programs need to
have clearly established roles, responsibilities, and com-
munication mechanisms, with associated accountability.
Third, for many care coordination practices, there is lack
of consistent evidence that they improve clinical or cost
outcomes and more rigorous research is needed. While we
recognize the independent value of coordination practices
that improve patient and provider experience, evidence on
these outcomes is also limited. Fourth, understanding the
landscape of care coordination in VA is requisite to further
improvement. However, there are currently no sources for
comprehensively cataloguing the current state of practice
within VA. Finally, we need to avoid the potential for new
care coordination programs to introduce additional opera-
tional silos.

Recommendations for VA Policies and
Organizational Initiatives

Based on the current state of knowledge, the workgroup
formulated eight recommendations for VA policies and orga-
nizational initiatives, shown in Table 2.

Table 1 Summary of Manuscripts Provided to Workgroup
Participants in Advance of the Conference

High-need Veteran
subpopulation

Description of study/
review

Summary of study/
review findings

Veterans with
multiple chronic
conditions

Systematic review of
comprehensive care
programs for patients
with multiple chronic
conditions or frailty
(Hopman et al.
2016)20

Evidence for the
effectiveness of
comprehensive care
for multimorbid/frail
patients is insuffi-
cient.

Veterans with high-
intensity, focused,
specialty care
service needs

Systematic review
and meta-analysis of
cancer care coordina-
tion (Gorin et al.
2017)18

Cancer care
coordination
improves care quality,
patient experience,
and appropriate care
utilization; patient
navigation, home
telehealth, and nurse
care management are
frequently used
coordination
strategies.

Semi-structured
interviews with VA
HIV clinic providers
and patients (Fix et al.
2014)19

Patients in HIV
clinics delivering
patient-centered med-
ical home-principled
care reported more
satisfaction with their
care.

Veterans
experiencing
transitions following
hospitalization or
emergency
department use

Systematic review of
hospital/post-hospital
transitional care inter-
ventions (Kansagara
et al. 2016)21

Successful
interventions are
comprehensive,
extend beyond the
hospital stay, and
have flexibility to
respond to individual
patient needs.

Report on findings
from National Quality
Forum environmental
scan, key informant
interviews, and expert
panel findings on
measuring and
improving emergency
department transitions
of care (NQF 2017)22

ED transitions
measures and
concepts in need of
development are
infrastructure and
linkages; health
information
technology; payment
models; and a
research agenda.

Veterans with severe
mental illness

Key informant
interviews at two VA
medical centers with
mental health staff
embedded in primary
care clinics (Lipshitz
et al. 2017) [23]

Barriers to optimal
implementation
include
organizational
competing priorities,
finding assertive care
managers to hire,
cross-discipline inte-
gration and collabo-
ration, and primary
care provider burden;
formal structural at-
tention to care man-
agement may
improve the reliabili-
ty of care manage-
ment functions.

Veterans with
homelessness and
substance use
disorder

Secondary (latent
class) data analysis of
16,912 homeless
Veterans who were
acute care Bsuper-
utilizers^
(Symkowiak et al.
2017)23

Persistent acute care
superutilizers were
more likely to be
older, rural, male,
non-Hispanic White,
unmarried, and have
more service-
connected disabilities
and medical, mental
health and substance
use morbidities.

(continued on next page)

Table 1. (continued)

High-need Veteran
subpopulation

Description of study/
review

Summary of study/
review findings

Across Veteran
subpopulations

Original study: cross-
sectional correlation
analysis assessing if
implementation of a
newly developed care
coordination model
was associated with
more effective care
coordination in safety
net primary care
practices (Wagner
et al. 2014)24

Suggested that the
care coordination
model elements may
have enabled the
safety net clinic to
better coordinate
care.
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Four of the eight recommendations apply specifically to the
identified high-need Veteran sup-populations:

& For Veterans experiencing transitions in care, models that
promote shared accountability and facilitate structured
communications are needed.

& For Veterans with severe mental illness, robust systems
for triaging and connecting Veterans to the appropriate
level of needed services, as well as enhanced systems to
facilitate treatment continuity, will improve coordination
for this vulnerable subpopulation.

Table 2 Recommendations for Policies and Organizational Initiatives, and Research Questions, for Care Coordination Within the Veterans
Health Administration (VA)

High-need veteran subpopulation Recommendations for policies and organizational
initiatives

Research questions

Veterans with multiple chronic
conditions

• None with sufficient evidence base at this time • What are the best ways to identify Veterans’
dominant medical, social, and behavioral needs, and
match services to those needs?
• How can we measure collaboration between the
multiple providers caring for Veterans?

Veterans with high-intensity,
focused, specialty care service
needs

• None with sufficient evidence base at this time • What is the potential value of primary care models
centered around Bspecialty care^ patient-aligned care
teams for Veterans with high-intensity, focused,
specialty service needs?
• For which medical conditions and Veterans would
such models be appropriate?
• How would such models match with Veterans'
preferences?
• How would such models ensure that Veterans’
needs across all medical, behavioral, and social
domains are met?
• How can such models be implemented without
increasing fragmentation?
• What resources and processes would be needed to
implement and support such models?
• How does provider culture affect the
implementation of such models?

Veterans experiencing transitions
following hospitalization or
emergency department use

• VA should implement models of shared accountability,
and modalities for structured communications, across
transitions in care.

• What is the epidemiology of care coordination
failures across these transitions in VA, and where are
the greatest opportunities for improvement?
• Which Veterans would benefit most from
more-intensive outreach and what is the role, and
effectiveness, of models of differing intensity?
• How can successful models of shared
accountability and structured communications best
be implemented in VA to optimize their utility?
• Who are the appropriate providers for delivering
this support?

Veterans with severe mental illness • VA should develop more robust systems for triaging
Veterans with mental health issues, to connect them
with the right level of service, within clinically
appropriate timeframes, with maximum treatment
continuity.

• What processes could better identify and steer
Veterans to appropriate specialty mental healthcare
services?
• When are in-person hand-offs necessary and when
and how can virtual handoffs be utilized, while still
achieving effective care coordination?

Veterans with homelessness and
substance use disorder

• VA should expand homeless coordination services,
and expand capacity to effectively deliver services to
women Veterans who are homeless.
• VA should expand and improve care coordination for
Veterans with substance use disorders, including the
capacity for pharmacologic management across care
transitions.

• What services are most effective for coordinating
care for Veterans who do not engage in current care
structures and what models can bring coordination
services to these highest-risk Veterans?
• How can new models or structures further augment
care coordination for Veterans in substance-use
disorders?

Across Veteran subpopulations • VA should inventory its existing care coordination
services and identify promising practices at individual
sites that could be disseminated.
• For Veterans with care needs spanning multiple
providers, VA should establish policies and procedures
so that there is communication among the Veterans’
providers, and with the patient, about the roles and
responsibilities of each provider.
• VA should adapt existing care coordination programs
to allow implementation in sites where there are
trainees, part-time providers, and/or high-turnover of
providers and staff.
• VA should continue and expand the use of technologic
innovations in supporting care coordination.

• How does use of telehealth and virtual care
modalities impact quality and coordination of care?
• How should care models using telehealth and other
virtual care modalities be designed to enhance
coordination of care?
• For which Veterans, and in which situations, is it
appropriate to use telehealth and other virtual care
modalities?

S14 Cordasco et al.: Within VA Coordination SOTA Recommendations JGIM



& For Veterans who are homeless, VA should coordinate
across medical and social services to more effectively
deliver needed care, particularly for women Veterans who
may have heightened needs (e.g., child dependents) and
vulnerabilities (e.g., history of military sexual trauma).

& For Veterans with substance use disorders, expanding and
coordinating services for treatment, including mecha-
nisms for coordinating services between substance use
counselors and prescribers of medication-assisted therapy,
should be a high priority.

The workgroup determined that more research is needed
prior to making recommendations specific to the remaining
subpopulations.
The remaining recommendations for VA policies and orga-

nizational initiatives apply to all five high-need subpopula-
tions, as well as to Veterans with less-intense coordination
needs:

& As a foundation for strategically improving care coordi-
nation, VA needs to conduct an inventory of existing care
coordination services, identifying gaps and promising
practices.

& Policies and procedures regarding provider communica-
tion, roles, and responsibilities need to be developed and
maintained to minimize miscommunications and build
trusting relationships and collaborations between
providers.

& VA care coordination practices need to explicitly incor-
porate trainees and academic practices, since educating
and training health professionals is a core VA mission,
with nearly 123,000 trainees working in VA in 2017.19

& Although VA has been at the forefront in technologic
innovations in the delivery of healthcare, VA needs to
further develop and use technology for effective coordi-
nation of care.

Recommendations for a Research Agenda

The workgroup also formulated recommendations for a
research agenda that would build the evidence base for
guiding VA in designing and implementing optimal care
coordination systems for high-need Veterans. The
workgroup noted that, although evidence-based care coor-
dination practices that are developed and implemented out-
side VA should inform VA practices, they need to be
assessed for their applicability within the unique context of
the VA and may need to be tailored to Veterans’ needs.
Further, the use of reliable, yet timely and logistically fea-
sible methods for evaluating promising practices is essen-
tial. To date, many studies have used pre-post evaluation
designs which lack contemporaneous controls and may be
unreliable due to regression to the mean or other unmea-
sured confounding factors. The VA, with over 160 medical
centers, could study new coordination models through
stepped-wedge and/or group-randomized trial designs.20, 21

The specific research questions identified by the workgroup
as needing attention are summarized in Table 2. Veterans with
multiple chronic conditions are at a particularly high risk for
poor outcomes and costly care.16 Research is needed to deter-
mine optimal mechanisms for identifying these Veterans’ care
needs, including social determinants of health, and for aligning
services to those needs. Developing measures for assessing
collaboration between the multiple providers caring for these
Veterans would also allow researchers to examine an interven-
tion’s effect on collaborations and, in turn, how these collab-
orations affect outcomes.
For Veterans with high-intensity, focused specialty care

needs, the workgroup discussed the potential value of VA
implementing BSpecialty Care PACT^ models in which spe-
cialists assume primary ownership of care coordination in
situations where the preponderance of the patient’s care needs
fall within that specialty. Such models currently exist within
VA, in select locations, for Veterans with HIV.25 Although
these models have face validity, there is limited research on
their effectiveness and implementation beyond a few leading
centers. More research is needed to determine which medical
conditions and patients would benefit from these models; their
effects on Veteran satisfaction and perceptions of coordina-
tion; optimal configurations of providers’ roles and responsi-
bilities; arrangements for meeting needs of rural Veterans and
others with geographic barriers to specialty care services;
organizational determinants (e.g., resources, processes, cul-
ture) of these models being feasible and effective; and poten-
tial unintended consequences of these models, such as increas-
ing fragmentation or gaps in preventative care outside the
specialists’ area of expertise.
Multiple studies have documented that failures in care

coordination during transitions following hospitalizations are
associated with adverse outcomes, increased costs, and poor
patient experiences.29, 31–33 Although less studied, patients not
receiving needed care following ED visits are also associated
with adverse outcomes.30, 34–36 However, much less is known
about care coordination across these transitions in VA or
where levers exist for improvement.37, 38 Successful intensive
coordination models for post-hospitalization transitions have
been developed and shown as being effective in non-VA
settings.29 Research is needed on the extent to which they
would be valuable for VA, and how these proven models
should best be adapted to fit within the VA context, including
PACT. Further, researchers should investigate how to target
intensive coordination efforts to those Veterans who would
benefit the most.
A sizable proportion of Veterans could benefit from the

wide array of mental health services available in VA.39, 40

For Veterans with mental health needs presenting to settings
outside VA’s mental health clinics, research is needed on
processes for identifying and characterizing their needs, both
in type and acuity, and then steering them to appropriate care,
with effective and efficient hand-offs.41 Further, as VA has
embarked on integrating primary care and mental health
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teams, knowledge is needed regarding factors that are associ-
ated with successful implementation.
VA has expansive programs tailored for Veterans with

homelessness and/or substance use disorders. Research is
needed to develop and test innovative models that would be
most effective in connecting high-risk homeless and
substance-using Veterans to care coordination resources,
which in turn can help to engage them in VA’s medical, mental
health, substance use, housing, and social work services.
Finally, although VA has been a pioneer in the use of

telehealth and virtual care modalities, more research is needed
to guide development and use of technology for care coordina-
tion, and to determine how to maintain coordinated care when
virtual care is employed. Recent legislation and changes in
regulations will dramatically increase VA’s use of virtual care.10

Therefore, there is an urgent need to assess which Veterans and
situations are appropriate for thesemodalities, and how their use
affects care coordination. Although the use of these technolo-
gies has great promise for improving access to care, as well as
coordination, it is essential to assess for their potential unintend-
ed consequences on care fragmentation (e.g., if there is separa-
tion, without effective communication mechanisms, between
virtual care and in-person care providers).

LIMITATIONS

These recommendations should be interpreted in light of the
limitations of our evidence-informed consensus process. First,
our SOTA workgroup did not establish levels of priority for
their recommendations, nor discuss logistics for
accomplishing them. These would be the next steps in realiz-
ing the recommended actions. Secondly, our workgroup solely
focused on coordination of care internal to the VA system.
Recent legislation has enabled Veterans to access community
(non-VA) care. The additional associated coordination chal-
lenges that accompany Veterans’ increasing dual use of VA
and community care cannot be overstated, and therefore were
the focus of a separate SOTA conference workgroup dedicated
to that topic. The recommendations from that workgroup are
described by others.14

CONCLUSION

Achieving optimal care coordination for high-need Veterans is
a priority within VA. Our workgroup highlighted policy and
organizational initiatives that are ready for immediate consid-
eration as VA embarks on new care coordination models.
Numerous questions remain, however, that VA researchers
can address to guide future practice and policy. Partnerships
between research, clinical, and policy leaders in developing,
implementing, assessing, and spreading evidence-based care
coordination practices will be paramount for VA to success-
fully realize its potential for delivering highly coordinated care
to every Veteran.
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