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BACKGROUND: More and more Veterans are receiving
care from community providers, increasing the need for
effective coordination across health systems. For Veterans
with chronic obstructive pulmonary disease (COPD), this
need is intensified by complex comorbidity patterns that
often includemultiple providers co-managing patient care.
OBJECTIVES: We sought to understand how VA pro-
viders perceive coordination with community providers
for Veterans with COPD.
DESIGN:Qualitative study of VA providers.
METHODS: We selected six geographically diverse VA
sites and conducted semi-structured telephone inter-
views with providers practicing in inpatient and/or out-
patient settings who care for Veterans with COPD.
MAIN MEASURES: Interviews focused on communica-
tion with community providers about discharge informa-
tion and clinic management. We analyzed responses
according to the principles of conventional content anal-
ysis, allowing inductive themes to emerge.
KEY RESULTS: We interviewed 25 providers during the
period of June to October 2017. Qualitative data analysis
yielded five themes: (1) VA providers perceive communica-
tion challenges between VA and community providers, in-
cluding difficult, inadequate, and delayed communication;
(2) communication is facilitated by personal relationships
acrosshealth systems; (3) the lackof electronichealth record
(EHR) interoperability impairs communication, resulting in
transmission of unstructured data; (4) poor communication
leads to duplicative efforts and wasted resources; and (5)
providers frequently rely on patients to communicate about
care taking place in the community.
CONCLUSIONS:VA providers describedmajor challenges
in coordinating with community providers, leading to per-
ceptions of delayed, missed, or duplicative care and jeop-
ardizing the overall quality, safety, and efficiency of Veter-
an care. Our study highlights the need for system-level
solutions to support coordination across health systems
for Veterans with COPD and may have implications for
other conditions that lead to recurrent hospitalization
and/or care in the community.
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INTRODUCTION

High-quality healthcare depends on effective communication
and coordination between healthcare providers. In recent
years, there has been a rise in the number of providers co-
managing patients with multimorbidity, resulting in increased
care fragmentation.1 Fragmented care threatens healthcare
quality and contributes to higher costs.2 In the absence of
effective coordination, providers may have inadequate or in-
accurate information, and patients may suffer from delayed,
inappropriate, and/or erroneous care.3 Coordination is partic-
ularly important for patients who have multiple providers
practicing in different health systems, as system-level barriers
can impair the flow of patient information.
The Department of Veterans Affairs (VA) is the largest

vertically organized healthcare system in the USA, supporting
Veterans across the continuum of care and allowing diverse
providers to communicate through established channels of a
common electronic health record (EHR). Yet, Veterans are
increasingly receiving care from Bcommunity providers,^
who we define as providers who are not employed by or
contracted by the VA. This shift has been driven in part by
implementation of the Veterans’ Choice Act, which provides
funds for Veterans with long wait times or travel distances to
receive care from community providers.4 The Choice Act is
being replaced by the VA MISSION Act of 2018, which is
designed to consolidate VA community care programs and
simplify the process by which Veterans receive community
care.5 This new legislation has the potential to further expand
community care for Veterans, which highlights the need for
effective coordination across health systems.
Veterans with chronic obstructive pulmonary disease

(COPD) are particularly vulnerable to care coordination chal-
lenges. Several aspects of the disease process and patient
population underscore the need for effective coordination.
First, patients with COPD tend to have multimorbidity and
multiple providers involved in their care.2, 6, 7 Second, they
frequently receive community care which can impact clinical
decisions by VA providers.8 Third, COPD is one of the most
common causes of hospitalization, emphasizing the impor-
tance of coordination between inpatient and outpatient pro-
viders.9 Veterans who need emergent hospitalization may be
admitted at the nearest community hospital, further complicat-
ing multi-system coordination.
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While several studies have explored outpatient provider
perspectives on coordinating care between VA and community
health systems, clear gaps in the literature exist.10–15 Most
previous research focus on the experiences of community
providers, who have expressed frustrations interacting with
the VA system.10–12 Few studies have explored VA provider
perspectives in this context, especially as they relate to coor-
dinating across the continuum of care, including between
inpatient and outpatient providers who practice in different
health systems. Using COPD as an example, we sought to
understand how VA providers perceive the status of multi-
system coordination. Our goal was to inform and guide future
cross-cutting initiatives to develop systems of communication
and coordination between VA and community providers.

METHODS

Study Design and Sample

We conducted a qualitative study examining VA provider
perspectives on collaborative care for Veterans with COPD
from six geographically and organizationally diverse VA sites.
We used purposive and snowball sampling methods to recruit
providers who treat patients with COPD at the selected sites.16

To obtain a range of views on Veterans’ care coordination, we
intentionally enrolled some providers practicing primarily in-
patient medicine and others practicing in outpatient settings.
We included mental health providers in the study because
COPD has high rates of mental health comorbidity (anxiety,
depression, suicidal ideation).17 We emailed providers to ex-
plain the study and request their participation in the research,
and we only included providers who responded to the request
(opt-in approach). We continued interviewing participants un-
til we reached thematic saturation, such that no new themes
emerged with subsequent analysis.18 The project was ap-
proved by the Edith Nourse Rogers Memorial Veterans Hos-
pital Institutional Review Board.

Data Collection

A researcher trained in qualitative methods (KR) conducted
semi-structured telephone interviews at a time convenient for
participants. The interview guide contained questions focused
on communication about COPD care taking place in the
community, including discharge information and clinic man-
agement. The interview guide was developed by the research
team with input from two practicing pulmonologists (SR and
RW) and two qualitative researchers (KR and ARE). We
focused on gaps in the literature relating to COPD manage-
ment and transitions of care, especially regarding coordination
across health systems.8, 19 Specific questions included (1)
How do you collaborate with other providers to manage
complex patients with multimorbidity, such as those with
COPD?; (2) How do you communicate with non-VA pro-
viders?; (3) How do non-VA hospitals communicate discharge

information to VA providers?; (4) What is the typical content
of communication?; (5) What technologies are used to com-
municate?; (6) How are urgent patient issues (such as wors-
ening condition) communicated?; and (7) What barriers to
providing collaborative care for patients with COPD do you
encounter?
We audio-recorded all interviews and contracted with a

professional transcription service to transcribe recordings ver-
batim. After verifying transcriptions for accuracy, we
uploaded the final transcription documents into NVivo 11
qualitative software for analysis.20

Data Analysis

Using principles of conventional content analysis, two
researchers (SR and KR) performed a close reading and line-
by-line analysis of transcripts to identify codes.21 We focused
initial coding on the underlying research question: BHow do
VA providers perceive coordination with community pro-
viders for Veterans with COPD?^ We (SR and KR) began
by independently coding three transcripts, conventional con-
tent analytic methods, allowing for the emergence of inductive
codes.18When possible, we used phrases from the transcript to
represent codes (e.g., Bdirect communication^ to represent
references to face-to-face or telephone conversations or
Bpersonal relationships^ to represent statements that empha-
size the importance of pre-existing relationships in facilitating
coordination).
We compared coded transcripts between the two research-

ers, reviewing the code structure for logic, shared meanings,
and comprehensiveness. We (SR and KR) met repeatedly to
compare codes after each additional subset of five transcripts.
In keeping with inductive coding methods, we continued to
develop additional codes as new ideas emerged. We discussed
the relevant sections of the transcripts to find common under-
standing of coded segments and discern and reconcile differ-
ences between coders. The entire research team met regularly
during the analytic process to compare data, develop a code-
book, and agree on emergent themes. We revised the code-
book iteratively until we reached consensus among all team
members. From these codes, we used inductive category de-
velopment based on our research questions to generate themes
that reflected commonalities that we encountered in interview
responses.22

RESULTS

We conducted interviews during the period of June to October,
2017. The final sample consisted of 25 providers, including 13
internal medicine providers, 10 pulmonologists, and two men-
tal health providers (Table 1). The responding mental health
providers had a particular interest in managing patients with
COPD.
Qualitative data analysis yielded five themes: (1) VA pro-

viders perceive communication challenges between VA and
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community providers, including difficult, inadequate, and
delayed communication; (2) communication is facilitated by
personal relationships across health systems; (3) the lack of
electronic health record (EHR) interoperability impairs com-
munication, resulting in transmission of unstructured data; (4)
poor communication leads to duplicative efforts and wasted
resources; and (5) providers frequently rely on patients to
communicate about care taking place in the community.

Communication challenges. Respondents in our study
perceived communication challenges with community
providers, and frequently described this communication as
Bdifficult,^ Binsufficient,^ and Bdelayed.^ One respondent
noted, BI think there’s this sense of it’s so hard so why
should I try. I’m just not going to bother. It’s too hard to get
records…it’s sort of this learned helplessness.^ Obtaining
information on hospitalizations in the community was
particularly challenging, as another provider noted, BRarely,
if ever, do we see things ahead of time or even
contemporaneously. Not infrequently the type of information
that comes is insufficient.^ Poor communication about
hospitalizations in the community can place an added burden
on VA providers as described by another respondent, BMy
perspective is [communication with community providers]
doesn’t happen a lot and that’s often incumbent on the VA to
go find the information once they learn that the patient was
admitted.^

Personal relationships. In our study, establishing or
capitalizing on relationships with community providers was
described as the best way to facilitate communication: BUnless
the providers have a personal relationship, we never hear from
the outside hospitals.^ Community providers who trained at a
VA site weremore likely to contact VA providers, as according
to one provider, they have Bpreexisting knowledge and they’re
able to kind of break into the VA and find me.^ These pre-
existing relationships opened lines of communication that
would have otherwise stayed closed.

Lack of EHR interoperability. Study participants repeatedly
identified challenges with connectivity due to a lack of EHR
interoperability. They acknowledged that interoperability is a
pervasive challenge: BI think it’s a frustration of anybody at

any hospital in the United States because we don’t have any
centralized medical record.^ However, respondents described
added layers of VA security that can impair communication:
B[VA] has stunningly robust information security walls…
sometimes it feels like we have stunningly well-protected
information, [in a] medical information system that can’t
communicate.^ A lack of EHR interoperability results in
transmission of unstructured data, such as letters and faxes
that are subsequently scanned as PDF documents, posing
barriers to providers in their ability to rapidly find, access,
and search for pertinent clinical information.

Duplicative efforts and wasted resources. Poor coordination
frequently resulted in unnecessary care and duplicated tests. This
effect was summarized by one provider: BSometimes [patients]
come back to us with questions, concerns, or prescriptions, and
then we would get involved and it’s kind of a duplicative effort.
We need to figure out what was done or what wasn’t done and
why they’re asking for things.^ Imaging studies were a frequent
source of duplicative efforts andwasted resources, as radiographs
conducted outside VAwere challenging to obtain and/or software
was not always compatible. As one participant said, Bit is almost
easier to obtain another study at the VA…which is obviously a
waste of resources.^

Reliance on patients. Respondents in our study described
relying on patients to act as intermediaries for communication
with community providers: BBasically, our form of
communication [with community providers] is periodically the
patient bringing records…^ Several respondents indicated that
even hospitalizations were communicated through patients: BIt’s
up to the patient to bring their discharge summary with them [to
clinic].^ When VA providers attempted to communicate with
community providers, they still relied on patients to facilitate
the communication. For example, one respondent indicated that
they typically asked patients to provide contact information of
their community providers.

CONCLUSIONS

VA providers identified major challenges in coordinating care
with community providers, which may disproportionately

Table 1 Characteristics of Interview Respondents by Site

Site Region n No. of respondents by practice setting No. of respondents by specialty Average years
VA service

Inpatient
only

Outpatient
only

Inpatient and
outpatient

General
medicine

Pulmonary
medicine

Mental
health

A West 6 4 0 2 4 2 0 8
B West 5 1 1 3 3 2 0 12
C Midwest 5 1 3 1 3 1 1 9
E Midwest 3 1 1 1 2 1 0 8
D South 3 1 1 1 2 0 1 12
F South 3 1 2 0 3 0 0 5
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affect Veterans with COPD or other complex chronic condi-
tions as they navigate care from inpatient and outpatient
providers across health systems. Qualitative data analysis
identified key themes that related to the magnitude of coordi-
nation challenges, the causes and mitigators of coordination
challenges (EHR interoperability and provider relationships),
and the consequences of coordination challenges (reliance on
patients and duplicated and wasted resources).
Providers in our study described difficult and delayed com-

munication with other health systems, especially about hospi-
talizations that occurred in the community. Similar care coor-
dination challenges were noted in a previous qualitative study
of coordination outside the VA system between community
PCPs and hospitalists, in which providers described the need
to enhance interpersonal relationships, clearly define account-
ability, and promote information exchange through a shared
EHR.23While many of these themes were similar in our study,
the recurrent hospitalizations among COPD patients and the
unique features of VA, practice, may place additional stress on
provider coordination. These repeated hospitalizations in the
community could reinforce dysfunctional patterns of poor
coordination. One provider in our study described developing
a sense of Blearned helplessness^ about the ability to commu-
nicate with community providers, implying that some pro-
viders have capitulated to a standard of poor coordination.
Overturning this perspective would likely require a transfor-
mative change in providers’ roles and expectations. It is pos-
sible that even after barriers to coordination have been
addressed, providers may need to be persuaded to proactively
pursue multi-system coordination.
Conceptual frameworks for care coordination tend to present

coordination as the task of exchanging information between
members of a healthcare team, and few frameworks consider
the unique challenges that exist for providers who coordinate care
across health systems.24 The MacColl Institute’s Care Coordina-
tion Model (CCM) presents coordination from the perspective of
a patient-centered medical home (PCMH) and includes the im-
portance of coordinating with external community agencies,
hospitals, and specialists.25 PCMHs have used this framework
to guide policy and quality improvement efforts that promote
coordination.26–28 We found that many of the themes that
emerged in our study reflected core constructs of the CCM,
which emphasizes accountability, patient support, connectivity,
and relationships and agreements between providers as critical
components for delivering high-quality, coordinated care.25 Des-
ignated care coordinators may provide one evidence-based solu-
tion to reinforce these principles of coordination across health
systems. For patients with COPD, care coordinators have been
shown to reduce hospitalizations and improve quality of life.29

While care coordinators are commonly integrated into VA pri-
mary care, their responsibilities tend to focus on coordinating care
within VA rather than communicating with community pro-
viders.30, 31 Establishing designated care coordinators focused
on supporting multi-system coordination could improve coordi-
nation for Veterans who receive care in the community.

Improving EHR interoperability can further support coordina-
tion by establishing lines of communication across health sys-
tems. Our results demonstrated that a lack of interoperability is a
pervasive problem impairing coordination and leading to trans-
mission of unstructured data. These findings reflect the core
construct of connectivity in the CCM and are consistent with
prior VA research.10–13 Legislation passed to support meaningful
use of health information technology incentivizes health systems
to use certified EHR technology that supports electronic infor-
mation exchange.32 Despite this requirement, EHRs often fail to
communicate important patient information in an effective and
timely manner.33 Impaired interoperability has been particularly
problematic for the VA, and ongoing efforts to upgrade the VA
EHR are focused on improving the flow of information across
health systems.34

Relationships between providers can further facilitate coordi-
nation and lead to agreements that specify coordinating roles and
responsibilities. Providers in our study emphasized the impor-
tance of established relationships in coordinating care across
health systems. The informal relationships that respondents de-
scribed developed through personal contact and shared history,
such as participating inmedical training at the VAmedical center.
This emphasis on relationships is also highlighted in the CCM as
essential to developing shared expectations for communication
and care. In the absence of pre-existing relationships, contractual
relationships or networks can develop through governance struc-
tures that promote coordination.35 To be effective, these struc-
tures need to engage diverse stakeholders, including front-line
providers involved in patient care.36 Policies, regulations, and
financial incentives can encourage contractual relationships and
promote better coordination.37

The purpose of care coordination is to support patients as they
receive recommendations from multiple providers who are often
focused on different aspects of their care. Yet, providers in our
study described frequently relying on patients to convey care that
they receive in other health systems. This finding was also noted
in a qualitative study of community providers, who described
relying on Veterans as the main vehicle for information transfer
between providers.12 Patients may not be willing or able to
acquire their health records from community providers and share
it with VA providers, or short of that, to verbally summarize
health events, test results, and treatment changes in a timely and
accurate fashion to ensure that their providers in different systems
are on the same page. While this responsibility would be an
undue burden on any sick patient or family member without a
medical background, it is likely to be particularly onerous for the
many Veterans with limited health literacy.38 Furthermore, direct
communication between providers may be necessary to collabo-
ratively manage patients with complex multimorbidity.39 It is
therefore important and necessary that providers establish sys-
tems of coordination that do not depend on patient participation.
Extending the principles of the PCMH model to support coordi-
nation across health systems could ensure that patients are sup-
ported and the need to rely on them as intermediaries is
eliminated.
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This study has several strengths. We interviewed multiple
providers practicing at geographically and organizationally
diverse VA centers who were involved in diverse aspects of
patient care, including inpatient and outpatient medicine. We
used conventional content analysis, allowing inductive themes
to emerge. After our inductive coding, we found that our
results closely mirrored the existing framework in the CCM,
which then served as a framework to generate potential sol-
utions to address the challenges we found in coordinating care
between VA and community providers. The research also has
limitations. We were unable to observe coordinating practices
and cannot determine whether provider perspectives reflected
reality of clinical practice. Reassuringly, we heard common
responses from multiple participants, and the themes that
emerged from the data are well represented in the theoretical
framework of the CCM.
Our study underscores the need for system-level solutions

to support coordination for Veterans with COPD. It is likely
that Veterans with other complex chronic conditions experi-
ence similar challenges with care coordination, especially for
conditions that lead to recurrent hospitalization and/or care in
the community. Implementation of the VA MISSION Act
expands community care for many Veterans, which may aug-
ment the challenges of care coordination between VA and
community providers and could threaten the quality of Veteran
care. Providers and policymakers need to be aware of this
threat and anticipate ways to counteract the deleterious effects
of multi-system care. Adopting systems that incorporate prin-
ciples of the Care Coordination Model could improve care for
Veterans who receive treatment across health systems. Future
efforts may include establishing care coordinators that support
multi-system coordination, encouraging relationships and
agreements across health systems, improving EHR interoper-
ability, and focusing efforts on supporting patients in coordi-
nation efforts.
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