
Since 2010, Patient Aligned Care Team 
(PACT) implementation in the Veterans 
Health Administration (VHA) has focused on 
improving care coordination and transitions 
of care for Veterans. PACT is VHA’s patient-
centered medical home model of primary care 
and is based on principles of personalized, 
proactive, patient-centered, team-based health 
care. PACT is a partnership between the Vet-
eran and the health care team—a partnership 
that places the Veteran at the center of a care 
team that also includes family members, care-
givers, and health care professionals. PACT 
emphasizes prevention, health promotion, 
and patient self-management. PACT staff 
work with the Veteran to identify personalized 
health care goals, provide basic health care 
services and education, develop a care plan, 
and coordinate care. When more specialized 
services are needed, PACT coordinates with 
other members of the patient’s care team, 
which may include discipline-specific, spe-
cialty, or non-VA team members. Together, 
the entire PACT is focused on helping the 
Veteran meet his/her health care goals while 
improving the patient experience, as well as 
ensuring the clinical quality, safety, and effi-
ciency of care.  

Care Coordination: A Foundational 
Pillar of the PACT Model
Care coordination and seamless transitions 
of care are core PACT change concepts, and 
together with care management, they make 
up the second of three foundational “pillars” 
of the PACT model. A variety of actions 

occur on a regular basis within PACTs to sup-
port this pillar, including daily team huddles, 
monthly treatment planning meetings to dis-
cuss complex/high risk clinical patient needs, 
notification of admission and involvement 
in discharge planning, and follow-up contact 
with patients within two business days follow-
ing hospital discharge. In addition, PACTs 
work to identify high risk or chronically-ill 
patients on a proactive basis by using patient 
registries. PACT team members also identify 
and monitor incomplete referrals/consults, 
and have in place a process for ensuring that 
Veterans receive timely notification of test 
results. Furthermore, at each regularly sched-
uled provider visit, PACT team members ask 
Veterans about non-VA providers and non-
VA care while educating Veterans about the 
importance of sharing medical records from 
non-VA providers. 

To ensure smooth, safe, and effective transi-
tions of care, Veterans and their family care-
givers should receive and understand their 
transition record and care plan as well as be 
encouraged to participate in the development 
of it. The care plan must be appropriate to the 
patient’s health literacy. Additionally, many 
VA PACTs have implemented clinic after-
visit summaries and/or printed care plans to 
enhance the Veteran’s participation in their 
health care and to support care coordination. 
All these activities are designed with the over-
arching goal of improving transitions of care 
by coordinating inpatient and outpatient care, 
primary and specialty care, and finally VA and 
non-VA care.
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National PACT metrics available on the  
Primary Care Almanac and the Primary  
Care Operations PACT Dashboard support 
data-driven PACT teams and continuous 
improvement. These metrics demonstrate 
that PACT has improved care coordination 
for Veterans. Approximately 65 percent of 
Veterans requesting a same day primary care 
appointment with their personal provider 
are accommodated, and 78 percent of Vet-
erans are able to see their own primary care 
provider for any appointment on the date 
they desire. Veteran access to primary care 
during extended hours (non-business hours) 
has increased 75 percent since January 2013. 
Post-discharge follow up is also important to 
reducing readmissions. Now, over 72 percent 

of all Veterans discharged from VHA are con-
tacted within two days to ensure they are fol-
lowing discharge instructions and doing well. 

Technological Innovations Support 
Care Coordination
An important benefit of health information 
technology (HIT) is to ensure that pertinent 
patient health information is readily avail-
able to all members of the health care team, 
especially during critical transitions of care. 
A variety of clinical care processes use HIT 
to enhance patient care coordination. First, 
secure messaging offers Veterans easy, asyn-
chronous communication with the PACT and 
connects them to their team between visits. 
Second, Blue Button technology allows Vet-

erans to download portions of their medical 
record for sharing with non-VA health care 
providers. And finally, Veterans who are lo-
cated far from VA medical centers may now 
use a variety of technologies to bridge that 
distance, including E-consults, CVT consulta-
tion, and SCAN-ECHOs. 

The Patient Care Assessment System (PCAS), 
a VHA Web-based application for care man-
agement tracking, also promises to greatly 
enhance care coordination. PCAS integrates 
key data from multiple sources while allowing 
manual entry of information such as non-VA 
providers and contact numbers. It is designed 
to link to the Care Assessment Needs (CAN) 
score and to support a summary of patient 
risk factors, task lists, and notifications. Future 
plans include the ability to create a care plan 
that is sent to CPRS as a standardized note.

Care coordination within VHA is supported 
by a robust electronic health record (EHR) 
system that enhances health information shar-
ing. The EHR provides support for key func-
tions of care coordination, including referral 
tracking, consultants’ recommendations, care 
management activities, medication manage-
ment and reconciliation, patient preferences, 
and more. Both VHA and non-VA health care 
systems are enhancing their EHRs to com-
ply with meaningful use certification, which 
includes, among many other requirements, 
clinical information reconciliation (medica-
tions, allergies, and problems) and the ability 
to automatically generate a transitions of care/
referral summary document. These innova-
tions will further support care coordination 
through enhanced information flow between 
VHA and non-VHA health care systems. 

Improving care coordination and transitions 
of care for Veterans is an important and pri-
mary focus of PACT. PACT policy, metrics, 
and practical implementation strategies are 
aligned to promote care coordination. As 
PACT evolves, continued identification and 
spread of best practices will further enhance 
coordination of care and smooth transitions 
between PACT and inpatient care, specialty 
care, and non-VA care. 
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Director’s Letter 

In today’s VA, where the average patient has long medication 
lists, sees multiple providers in multiple clinics, and receives 
inpatient care from hospitalists, active coordination is needed 
to ensure treatments are aligned and handoffs are not missed. 
Coordinating care will be challenged even further if the current 
crisis over wait times pushes VA to outsource more care to 
community providers. 

An integrated system like VA has many advantages in coordinating care: our 
well-functioning electronic health record, advanced primary care - mental health 
integration, and growing electronic communication with patients and among 
clinicians. Information exchange alone doesn’t ensure coordinated care, however. 
That only happens when everyone caring for an individual patient is working 
toward common, patient-identified goals. 

Coordination challenges are evident in VA; research has documented that an 
increasing number of prescribers correlates with worse outcomes. Risk of opiate 
overdose rises as patients are prescribed pain medication from both VA and non-VA 
providers. Efforts to improve coordination in VA face two fundamental challenges: 
(1) how to improve coordination without simply adding another layer of personnel, 
decisions, and communications to an already complex system (with many 
mandatory VA “coordinator” positions, e.g., OEF/OIF, suicide, homelessness, etc., 
some Veterans need a coordinator for all their coordinators); and (2) to establish a 
business case for better care coordination by focusing on the subset of patients for 
whom uncoordinated care is most likely to lead to waste and poor outcomes. As the 
articles in this issue document, better coordination is possible and necessary—but it 
needs to be built into the system of care and not added on as an afterthought. 

David Atkins, M.D., M.P.H.  
Director, HSR&D

VA Office of Research & Development, Health Services Research & Development Service		                             August 2014
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Care coordination is nearly always listed as a key 
feature in descriptions of new patient-centered 
primary care models, such as VA’s Patient 
Aligned Care Teams (PACT).  Truly coordi-
nated care holds promise for improving patient 
care and reducing costs by preventing negative 
outcomes, increasing efficiency, and avoiding 
unnecessary or duplicative services. Coordinated 
care, and the level to which it is achieved, has 
rarely been defined or measured in evaluations 
of these new models. In bringing together the 
definitions, measures, and actions related to 
care coordination in PACT, Shear and Corrigan 
have provided the beginnings of a map between 
theory and implementation for care coordination 
within new models of primary care.  

Care coordination is necessary whenever two 
or more parties need to perform distinct tasks 
related to a patient’s care.1 Those involved may 
include primary or specialty care providers, other 
members of the health care team (e.g., nurses, 
pharmacists, social workers), informal caregivers, 
or the patient. Using this broad conceptualiza-
tion, it is difficult to think of scenarios in modern 
medicine that do not require at least some care 
coordination, especially with the rising preva-
lence of chronic disease. Yet, or perhaps because 
of this, care coordination is a longstanding, tena-
cious, and pervasive challenge in health care. 
As noted by Shear and Corrigan, coordination 
is particularly challenging across transitions in 
settings and care providers, such as between in-
patient and outpatient care, primary and specialty 
care, and care that crosses health care systems, 
such as VA and non-VA care.  

VA Investments in Care  
Coordination
As described by Shear and Corrigan, since 
2010 VA has invested heavily in establishing 
structures and processes to facilitate care co-
ordination within implementation of PACT. 

PACT notification of admissions, PACT 
involvement in discharge planning, and post-
hospitalization phone calls aim to coordinate 
care across inpatient and outpatient transi-
tions. Consult monitoring, electronic consul-
tations (e-consults), and videoconferencing 
between primary care and specialist providers 
are tools to coordinate care between primary 
and specialty care. Providers facilitate care co-
ordination between VA and non-VA provid-
ers by explicitly asking Veterans about their 
use of non-VA care and providing Veterans 
with electronic access to portions of their VA 
medical record. This represents considerable 
progress. However, more is needed for VA to 
fully realize its aim of providing highly-coor-
dinated, seamless transitions in care.  

Compared to prior primary care models, 
PACT provides substantially more support 
for care coordination and communication. 
Yet, gaps remain in promoting bidirectional 
provider communication, which is founda-
tional for care coordination. For example, 
while VA’s electronic medical record (EMR) 
allows all VA providers to view a complete re-
cord of care that has been delivered by other 
VA providers and in distant VA settings, and 
selected information can be “pushed” to pro-
viders by using an “additional signer” mecha-
nism, these communication mechanisms are 
either passive or, at best, unidirectional. The 
recent innovation of e-consults appears to 
improve communication, but again, in its cur-
rent implementation is unidirectional—i.e., in 
most cases, the primary care provider asks a 
specialist a question and receives an answer 
without discussion. More difficult still is 
achieving bidirectional communication with 
non-VA providers; as highlighted by Shear 
and Corrigan, achieving even consistent uni-
directional communication in this area would 
be a major advance. 

New communication tools show great promise 
for improving coordination, but further re-
search is needed to fully understand their most 
appropriate, effective, and efficient uses. Vid-
eoconferencing, for example, can build com-
munication and collaboration across distances, 
yet is only beginning to be understood in terms 
of its optimal use for care coordination.  

Intensive Interventions
Studies have also shown that more inten-
sive care coordination interventions may 
be needed for certain patient populations.2 
Research is needed to identify the patients 
who may need more (or less) coordination as-
sistance when transitioning across health care 
settings, providers, or systems. Akin to clini-
cal trials assessing the appropriate dose, and 
differences across patients, there are likely dif-
ferent “dosages,” of care coordination needed 
for different patients, depending on their 
medical, social, or personal characteristics.  

In addition, given VA’s core educational mis-
sion, interdisciplinary training for achieving 
coordination needs development. Optimal 
care coordination requires special skills in col-
laboration, communication, and teamwork.3 
In all of the above actions, and those men-
tioned by Shear and Corrigan, assessment and 
improvement of training is needed to achieve 
optimal care coordination in PACT.

In conclusion, successful VA development, 
implementation, and research on care coordi-
nation will have a positive impact on all VA 
patients. Further, as the issue of care coordi-
nation gains increasing attention nationally, 
VA, as a large, fully-integrated health care sys-
tem with a comprehensive EMR, and having 
already made significant strides in this area, is 
primed to be a leader in both innovation and 
research in this important topic. 
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Since undergoing a transformation of primary 
care into patient-centered medical homes 
(PCMH) via Patient Aligned Care Teams 
(PACT), VA has been increasing efforts to ad-
dress care coordination challenges. Veterans 
with complex health needs require additional 
care outside of PACT in the larger “medical 
neighborhood,” including care from specialists, 
emergency department, and inpatient, as well 
as care from non-VA or community providers. 
Guided by the logic model outlined by Taylor 
et al,1 we examined the prevalence of care coor-
dination problems experienced in VA primary 
care before PACT implementation, and identi-
fied barriers and facilitators to care coordina-
tion. While facilitators serve as examples of best 
practices, barriers indicate potential pathways to 
improved care coordination.

Our studies used data from two national sur-
veys of VA primary care directors, both funded 
through research-policy partnerships. The VHA 
Clinical Practice Organizational Survey (2007) 
asked primary care directors to report how fre-
quently their providers encountered challenges 
in coordinating care with each of 25 different 
medical specialty clinics (e.g., neurology, cardiol-
ogy) or allied health programs (e.g., pharmacy, 
physical therapy, social work). The VHA Pri-
mary Care Survey (2008) asked primary care 
directors to assess the degree to which care co-
ordination with other VA settings (e.g., medical, 
surgical, and mental health specialties; inpatient 
and emergency care; and VA to non-VA set-
tings) posed significant management challenges. 
We found widespread reports of care coordina-
tion challenges. More than 80 percent of VA 
primary care directors reported frequent care 
coordination problems with at least one medi-
cal specialty clinic. The most frequently cited 
clinics for care coordination challenges included 

neurology, cardiology, and gastroenterology. 
Across different medical neighborhood settings, 
the most often-cited challenge was coordinat-
ing care between VA providers and non-VA or 
community providers.  

Primary care directors cited sufficient primary 
care staff (e.g., doctors, nurses, physician assis-
tants, administrators, clerks, and receptionists) 
as facilitating care coordination. This finding 
highlights the time commitment required for ef-
fective care coordination, which can include re-
questing consultations, setting up appointments 
for labs or diagnostic tests, explaining care plans 
to patients, making follow-up calls or sending e-
mails if consultation requests were declined, then 
reviewing specialty consultation letters sent back 
to primary care. PACT has designated RN care 
managers whose roles explicitly focus on these 
care coordination tasks, however, early findings 
from the PACT Demonstration Laboratories 
suggests that care managers may already be over-
whelmed and that lack of role clarity and gaps in 
support staffing levels pose ongoing challenges.2 

We found that VA primary care practices with 
more fully implemented service agreements 
reported fewer care coordination problems. 
Serving as “contracts” between primary care 
and specialty care clinics, service agreements  
can specify the types of patients that should be 
referred to specialty care, the kinds of informa-
tion required by specialists to act efficiently on 
consult requests (e.g., labs, diagnostic tests, some 
initial trials prior to consultation), and timelines 
for consultations and communication—all of 
which help to prioritize referrals, clarify roles and 
responsibilities for clinicians, and enhance care 
coordination. The communication between pri-
mary care and specialists required for developing 
service agreements may offer important oppor-
tunities to facilitate care coordination.

In another study, we described the prevalence 
of management challenges faced by primary 
care directors before PACT implementation.3 
While electronic medical records (EMRs) like 
VA’s Computerized Patient Record System 
(CPRS) are widely cited as promoting effective 
coordination of care, VA primary care direc-
tors’ foremost challenges were actually related 
to information technology (IT): the burden of 
excessive CPRS alerts; the volume of clinical 
reminders; the time and effort to input notes; 
as well as gaps in the adequacy of clinical in-
formatics support. In additional analyses, we 
found that the number of IT challenges were 
associated with care coordination challenges in 
the medical neighborhood. Addressing clini-
cian challenges with EMRs may be an oppor-
tunity for quality improvement interventions 
among clinicians and IT staff, to improve “end 
user” efficiencies and enhance clinicians’ best 
efforts to coordinate care.

Earlier studies found that patients with multi-
morbidity face significant care coordination 
challenges. In our work, we identified a num-
ber of care coordination challenges at the pri-
mary care clinic level, as well as barriers and 
facilitators to care coordination that are mu-
table, and amenable to quality improvement 
interventions. Further study is needed to 
understand challenges to implementing best 
practices, and identifying additional strategies 
to improve care coordination and optimize 
Veterans’ care experiences.
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As VHA moves to a team-based model of 
care, care coordination becomes ever more 
important. Coordinating care is not a new 
task in the delivery system, by any means. 
Yet, despite the many recommendations of 
entities like the Institute of Medicine that em-
phasize the importance of well-coordinated 
health care, guidance on how to coordinate 
it in order to achieve best results is scarce. 
One of the most common and longstanding 
forms of coordination is referring a patient to 
a subspecialist. Referrals serve as an excellent 
laboratory for understanding how to best co-
ordinate amongst health care providers.

Researchers have long lauded the electronic 
health record (EHR) as an important tool 
with significant potential to improve care co-
ordination in the context of referrals. EHRs 
allow the primary care provider (PCP) and 
subspecialist to exchange information instan-
taneously, and provide both with immediate 
access to the entire patient record. However, 
around 7 percent of patients referred to sub-
specialists are still lost to follow up despite 
providers who use an EHR in the referral 
process. This observation suggests we may 
need to understand how to optimize infor-
mation communication through an EHR.

Coordination of Electronic Health 
Record-Based Referrals: A Quali-
tative Analysis 
We conducted a qualitative study at two 
large tertiary care VA Medical Centers 
(VAMC) from different geographical areas 
in order to: (1) understand coordination 
breakdowns related to e-referrals; and (2) 
examine work-system factors that affect the 
timely receipt of subspecialty care.1, 2 

First, we conducted interviews with seven 
subject matter experts to document and under-
stand the e-referral process workflow at four 
high-volume referral subspecialty clinics at one 
VAMC. We created subspecialty-specific refer-
ral process maps capturing workflow, informa-
tion transfer, and actions needed for processing 
referrals. We found considerable variability 
across subspecialties in how they handled an 
incoming referral request; nevertheless, seven 
summary steps emerged as necessary to success-
fully coordinate transition to a subspecialist: (1) 
PCP places the referral request; (2) subspecialist 
reviews the request; (3) subspecialist commu-
nicates the review decision; (4) responsibility 
for care is transferred from primary to specialty 
care; (5) the referral encounter occurs; (6) the 
care plan is communicated to the PCP; and  
(7) responsibility for care is transferred back to 
primary care.  

Next, we conducted six focus groups with a 
total of 30 PCPs from both VAMCs. Using 
techniques from grounded theory and con-
tent analysis, we identified four organizational 
themes that affected the referral process: (1) 
lack of an institutional referral policy; (2) lack of 
standardization in certain referral procedures; 
(3) ambiguity in roles and responsibilities; and 
(4) inadequate resources to adapt and respond 
to referral requests effectively. Marked differ-
ences in PCPs’ and subspecialists’ communica-
tion styles and individual mental models of the 
referral processes likely precluded the devel-
opment of a shared mental model that would 
facilitate coordination and successful referral 
completion. Notably, providers reported very 
few barriers related to the EHR itself.

EHRs Can Help, but the Basics  
of Coordinating Still Apply
Our study began as an examination of specific 
aspects of EHRs that formed barriers to coor-
dination through referrals, hopefully to serve as 
pathways for improving the EHR. Our most 
important finding was that the key to suc-
cessful care coordination depends less on the 
EHR interface, and far more on the basics of 
coordination itself: a clear, institutional referral 
policy and standardized referral practices that 
everyone was aware of and understood; a clear 
understanding by all concerned about which 
provider is responsible for which aspect of care; 
and adequate resources (personnel or other-
wise) to adapt and respond to incoming referral 
requests. In their evidence-based coordination 
framework, Okhuysen and Bechky suggest three 
integrating conditions that must be present for 
coordination to occur successfully:  account-
ability (clarity over who is responsible for what), 
predictability (knowing what tasks are involved 
and when they happen), and common under-
standing (a shared perspective on the whole 
process being coordinated and how individuals’ 
work fits within the whole).3 As we found in 
our study, the EHR can help improve account-
ability (for example, by restricting permission 
for certain actions exclusively to those who are 
responsible for completing them) and, to some 
extent, common understanding (for example, by 
displaying all clinicians currently providing care 
for a given patient and their role in the care team 
for that patient), but is quite limited in its ability 
to improve predictability as defined above. Even 
in areas where EHRs can help, there are still 
basic decisions about coordinating that must be 
done by humans. Deciding who is responsible 
for information gathering and patient workup, 
for example, is something that must be done by 
people. In short, the EHR is only as good as the 
policies, procedures, and human decisions that it 
is designed to support. 
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Substance misuse is a common health condition 
among Veterans receiving care from VHA. The 
harmful health effects of substance misuse are 
well documented and include loss of relation-
ships and employment, legal problems, medical 
and mental health comorbidities, and premature 
death. The term “substance misuse” refers to a 
range of behaviors, from the hazardous use of 
a substance to meeting diagnostic criteria for a 
substance use disorder (SUD). 

The SUD Care Continuum
Veterans who misuse substances obtain care 
in a range of settings including primary care 
and SUD specialty care (involving inpatient, 
residential, and outpatient settings).  Substance 
misuse is common among primary care pa-
tients; almost one-quarter of male, and one-fifth 
of female OEF/OIF Veterans in VA outpa-
tient care screen positive for alcohol misuse. 
Patients with SUDs frequently require varying 
intensities of care throughout the course of the 
disorder. Often, more intensive intervention 
is needed upon initial identification of SUDs, 
whereas less intensive care, such as monitoring, 
is needed post-treatment to support continued 
abstinence. Due to the chronic nature of ad-
diction, this stepping up and stepping down of 
care may occur repeatedly over a number of 
years. Existing treatment guidelines emphasize 
coordination between care settings based on the 
core assumption that SUD patients have better 
clinical outcomes, and require fewer health care 
resources, when they are able to successfully 
transition between different levels of care.  

Despite the availability of evidence-based 
interventions, providers face considerable chal-
lenges in facilitating care transitions of patients 
with SUDs. Accordingly, we have presented 

a conceptual model of SUD care transitions 
that takes into account patient, provider, and 
system-level facilitators and barriers that may 
impact the transition process. This model also 
offers intervention strategies that providers can 
utilize to improve care transitions.1 A potentially 
useful intervention strategy to support this pro-
cess is telephone monitoring. 

Telephone Monitoring to Facilitate 
SUD Care Transitions
Telephone monitoring is designed to increase 
participation in continuing care and improve 
outcomes for SUD patients who have achieved 
abstinence in intensive treatment. Much of the 
early work on telephone monitoring with SUD 
patients was conducted at the Philadelphia 
VA by James McKay, Ph.D., and colleagues. 
Telephone monitoring generally consists of one 
face-to-face session to orient patients to the 
protocol, followed by regular, brief telephone 
contact, with provisions to step up the level 
of care when a patient’s status or symptoms 
indicate increased risk of deterioration. Re-
search with SUD patients completing intensive 
treatment has demonstrated that telephone 
monitoring facilitates access to, and engagement 
with, SUD continuing care and 12-step mutual-
help groups, and improves SUD outcomes. 
However, this prior work has focused on care 
transitions within the SUD specialty system. It 
is likely that opportunities exist to identify SUD 
patients in other settings and link them to SUD 
services prior to discharge. For example, a VA 
study found that, among Veterans in inpatient 
psychiatry diagnosed with both SUD and an-
other mental health disorder, only 31 percent 
received continuing SUD care, even though 
such care was associated with a significantly re-
duced likelihood of rehospitalization.2  

To facilitate the transition from inpatient 
psychiatry to continuing SUD care among 
dually diagnosed patients, we are conduct-
ing a randomized trial comparing telephone 
monitoring to usual care (HSR&D IAC 09-
055; Timko & Ilgen, Multiple PIs). The trial 
tailors the telephone monitoring protocol 
developed by Dr. McKay for SUD patients, 
to help dually-diagnosed Veterans at the Palo 
Alto and Ann Arbor VAs to utilize outpatient 
continuing care and mutual-help groups fol-
lowing discharge from inpatient psychiatry. 
Our experience conducting this project 
indicates that telephone monitoring can be 
integrated into inpatient psychiatry settings 
and delivered post-discharge. Based on this 
successful experience, we will use enhanced 
telephone monitoring in a project to help Vet-
erans completing inpatient detoxification to 
access and engage with SUD treatment (VA 
HSR&D CRE 12-010). The latter project en-
hances telephone monitoring by incorporating 
Contracts-Prompts-Reinforcements (CPR), 
a method developed in VA to facilitate SUD 
patients’ care transitions.3 

As SUD or dually-diagnosed inpatients step 
down to and complete continuing care, it is 
important that they also obtain regular primary 
care services. Making this transition is associ-
ated with many important health benefits for 
SUD patients: reduction in addiction severity, 
higher abstinence rates, and fewer emergency 
department visits and hospitalizations. Histori-
cally, SUD care has been poorly integrated into 
the rest of the health care system, so concerted 
efforts are needed to enhance the ways in which 
SUD patients receive needed medical, psychia-
try, and SUD-related care.

References
1. Cucciare, M.A., Coleman, E., and Timko, C. “A Concep-

tual Model to Facilitate Transitions from Primary Care 
to Specialty Substance Use Disorder Care: A Review of 
the Literature,” Primary Care Health Research & Development 
(in press).

2. Ilgen, M.A. et al. “Continuing Care after Inpatient 
Psychiatric Treatment for Patients with Psychiatric 
and Substance Use Disorders,” Psychiatric Services 2008; 
59(9):982-8.

3. Lash, S.J. et al. “Contracting, Prompting and Reinforc-
ing Substance Use Disorder Continuing Care,” Journal of 
Substance Abuse Treatment 2013, 44(4):449-56.

Research Highlight

Facilitating Care Transitions Among  
Patients with Substance Use Disorders  
Christine Timko, Ph.D., HSR&D Center for Innovation to Implementation, VA Palo Alto 
Health Care System, Palo Alto, California; Michael Cucciare, Ph.D. HSR&D Center for 
Mental Healthcare and Outcomes Research, VA Central Arkansas Healthcare System, 
North Little Rock, Arkansas; Mark Ilgen, Ph.D., HSR&D Center for Clinical Management 
Research, VA Ann Arbor Health Care System, Ann Arbor, Michigan



VA Office of Research & Development, Health Services Research & Development Service		                              August 2014

FORUM — Translating research into quality health care for Veterans	  	      				                 7

Heart failure is one of the medical conditions 
most likely to benefit from care coordina-
tion through times of patient transition. As 
a chronic condition characterized by peri-
odic hospitalizations, heart failure involves 
frequent care site transitions accompanied 
by important changes in management, for 
example, new medications or dosage changes. 
Heart failure patients may experience transi-
tions between different levels of inpatient 
care (e.g., acute care, long-term skilled nursing 
care), between inpatient and outpatient care, 
and between different levels of outpatient care 
(e.g., to advanced heart failure care). While 
transitions also can occur on the home front 
(e.g., from not working to returning to work), 
few of those with heart failure symptoms are 
working given their older age. Those heart 
failure patients who continue working may 
experience significant fatigue and risk of ar-
rhythmia that require modification of work 
duties. For those with advanced heart failure, 
the appropriate timing of any transition to 
hospice is difficult to determine given the un-
certainty in prognosis. 

The transition with the greatest potential im-
pact on health and resource use is the transition 
from hospital to home. Not only are changes 
in care common during hospitalization but 
patients are often not yet back to their baseline 
health status at time of discharge. Close follow-
up during the transition from hospital to home 
is likely to improve patient outcomes. 

The most commonly used measure of qual-
ity for hospital care and the transition to 
home is the all-cause readmission rate at 30 
days, which is near 25 percent following a 
heart failure admission for both the VA and 
Medicare populations. This measure, with risk 
adjustment for patient characteristics, is publi-

cally reported at the hospital level by VA and 
Medicare with the latter imposing financial 
penalties on those hospitals that fall below the 
U.S. average readmission rate.  

Evidence-Based Interventions
Given the spotlight on readmissions as a 
measure of quality, what interventions should 
hospitals adopt to improve the transition of 
care for patients with heart failure? The most 
powerful data come from randomized con-
trolled trials. A 2011 review of readmission 
studies identified 16 randomized trials that 
evaluated the impact of different interventions 
on patients’ readmission rates.1 These stud-
ies evaluated a variety of interventions, many 
multifactorial, which included such processes 
as patient education, medication reconcili-
ation, early phone calls, a transition coach, 
home visits, early communication with the 
primary care provider, and patient-centered 
discharge instructions. Unfortunately, only 
four trials reported statistically significant 
results demonstrating a reduction in readmis-
sion at 30 days as a result of one or more of 
these interventions. More importantly, the 
review found no clear pattern as to which 
intervention or combination of interventions 
is effective in reducing readmissions. In other 
words, the positive results from one trial were 
rarely confirmed by a second trial. How could 
this be given the strong face validity of low re-
admission as a measure of a quality transition? 
First, the benefit of a transition intervention 
may be smaller than expected and undetect-
able given the size of the trials. Second, the 
benefit may occur later or last longer than 30 
days (e.g., education or medication change) 
and a longer follow-up time may reveal an 
impact on readmission. Finally, readmission 

itself may be a poor measure of quality regard-
less of the timing. Close follow up may have 
unpredictable effects on readmission rates 
depending on the impact such follow up may 
have on reducing preventable admissions and 
detecting problems for which readmission will 
improve health (the good readmission).

When researchers examine outcomes be-
yond readmissions, the evidence suggests 
that transition of care practices work. Of 
19 trials examining patient outcomes such 
as health status, medication knowledge, and 
satisfaction, 11 reported statistically signifi-
cant results. Three of eight trials significantly 
reduced errors or medication ‘near misses’ 
using pharmacy-targeted interventions.2 Trials 
aimed at improving communication between 
the inpatient and primary care providers were 
most likely to be effective (14 of 19 trials 
reported statistically significant positive re-
sults). Evidence for improved communication 
included enhanced primary care providers’ 
knowledge of their patients’ inpatient course, 
medication reconciliation, and subsequent ap-
propriate patient management by the primary 
care team. 

VA has not mandated any particular interven-
tion for the transition of care, though VA 
facilities have adopted many strategies aimed 
at improving care transitions. VA has led the 
U.S. in pharmacist involvement in the tran-
sition of heart failure care, which research 
demonstrates is one of the best practices as-
sociated with reduced readmission.3 While the 
field needs more rigorous studies of transition 
of care interventions, perhaps the greatest 
need is to determine the best measure of a 
quality transition, both from the health system 
and patient perspective.
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JGIM Supplement Highlights 
VA’s Patient Aligned Care Teams
As discussed earlier in this issue, VA 
launched a national implementation of Pa-
tient Aligned Care Teams (PACT), includ-
ing a rollout to all VA primary care practices 
in more than 150 medical centers and over 
800 community-based outpatient clinics. A 
newly published Supplement in the Journal of 
General Internal Medicine includes 19 articles 
that share lessons learned by VA researchers 
and their clinical and policy partners during 
the early stages of PACT implementation. 
Articles focus on its roll-out, as well as its 
evaluation. The complete issue is available, 
open access, at http://link.springer.com/
journal/11606/29/2/suppl/page/1

Amy Kilbourne, Ph.D., M.P.H., 
Named QUERI Director
Dr. Kilbourne was named Director of VA 
HSR&D’s Quality Enhancement Research Ini-
tiative (QUERI). She is a national expert in im-
plementation science, partnered research, and 
translation of clinical quality improvement in-
tervention findings into actionable policy. She 
has been widely recognized for her research 
in multisite implementation intervention trials, 
development of large outcomes databases to 
improve person-centered care, and integrated 
physical and mental health care strategies. Dr. 
Kilbourne brings to QUERI extensive knowl-
edge of VA operations through her previous 
national roles as Associate Director of the 
Serious Mental Illness Treatment Resource and 
Evaluation Center, and as Director of the VA 
Homelessness Health Services Research Initia-
tive, in partnership with the National Center 
on Veteran Homelessness. 


