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Abstract

Obijective: Receipt of follow-up care after emergency department (ED) visits for
chronic ambulatory care sensitive conditions (ACSCs)—asthma, chronic obstructive
pulmonary disease, heart failure, diabetes, and/or hypertension—is crucial. We as-
sessed Veterans' follow-up care knowledge, perceptions, and receipt of care after vis-
its to Veterans Health Administration (VA) EDs for chronic ACSCs.

Methods: Using explanatory sequential mixed methods, we interviewed Veterans
with follow-up care needs after ACSC-related ED visits, and manually reviewed ED
notes, abstracting interviewees' documented follow-up needs and care received.
Results: We interviewed and reviewed ED notes of 35 Veterans, 12-27 (mean 19) days
after ED visits. Follow-up care was completely received/scheduled in 20, partially re-
ceived/scheduled in eight, and not received in seven Veterans. Among those who
received care, it was received within specified time frames half the time. However, in-
terviewees often did not recall these time frames or reported them to be longer than
specified in the ED notes. Veterans who had not yet received or scheduled follow-up
care commonly did not recall follow-up care instructions, believed that they did not
need this care since they were not currently having symptoms, or thought that such
care would be difficult to obtain due to appointment unavailability and/or difficulties
communicating with follow-up care providers. Among the 28 Veterans in whom all
or some follow-up care had been received/scheduled, for 25 cases VA staff reached
out to the Veteran or the appointment was scheduled prior to or during the ED visit.
Conclusions: VA should prioritize implementing processes for EDs to efficiently com-
municate Veterans' needs to follow-up care providers and systems for reaching out
to Veterans and/or arranging for care prior to Veterans leaving the ED. VA should

also enhance practices using multimodal approaches for educating Veterans about
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recommended ED follow-up care and improve mechanisms for Veterans to communi-

cate with follow-up care providers.

INTRODUCTION

Poor communication and coordination across care transitions lead
to medical errors, adverse clinical outcomes, inefficient care, and
less favorable patient experiences. Discharges from an emergency
department (ED) to home ( “treat-and-release” visits)! are vulnerable
to communication and coordination deficiencies, leading to patients
not getting needed follow-up care.? Not receiving appropriate fol-
low-up care after ED visits increases the likelihood of patients hav-
ing adverse outcomes, including ED revisits and hospitalizations.®™
Although coordinating transitions in care has received increased
attention, much of the focus to-date has been on “handoffs” be-
tween providers during shift changes and care coordination fol-
lowing hospitalizations.® However, inadequate follow-up care after
ED visits and deficits in communication between ED and follow-up
care providers are common and worthy of attention.” Although im-
proving post-ED care has been prioritized by several commissions,
accreditors, and funders,>®™'! there remains a relative paucity of
evidence-based practices for reducing care fragmentation across
the ED treat-and-release transition; further study and intervention
development are needed.?*?

VA patients, who are generally older and have more complex
medical histories than the general population, may have even greater
care coordination needs following ED visits. 13 Concordantly, the
VA Directive for Emergency Medicine (1101.05) emphasizes the
importance of VA ED discharge transitions, stating that “a means
of providing appropriate follow-up for patients seen and treated in
the ED/Urgent Care Clinics must be available.”* However, the ex-
tent to which existing resources and mechanisms meet Veterans'
post-ED care needs is unknown. To address this knowledge gap,
and lay foundation for intervention development and prioritization
in VA, we assessed Veteran knowledge, perceptions, and receipt of
care following VA ED visits. We focused on Veterans with ED visits
for chronic ambulatory care sensitive conditions (ACSCs)—asthma,
chronic obstructive pulmonary disease (COPD), heart failure, dia-
betes, and/or hypertension—as individuals with chronic ACSCs are
particularly vulnerable to ED discharge communication and coordi-
nation failures, given frequent ED medication changes and post-ED

follow-up care needs.*

METHODS
Study design

We used an explanatory sequential mixed-methods design, integrat-
ing interview and electronic health record (EHR) data, using princi-
ples of grounded theory.!® We conducted semistructured telephone
interviews with Veterans who had recent visits for one or more

chronic ACSCs to one of eight VA EDs in Veterans Integrated Service
Network (VISN) 22. Interviews were informed by a pre-interview
EHR review identifying each participant's documented follow-up
care need(s). Following the interviews, we performed a second EHR
review to assess participants' follow-up care receipt, which provided
further context for interpreting interviewee responses. Study pro-
cedures were approved by the VA Greater Los Angeles Institutional
Review Board.

Setting

VA VISN 22 serves a racially and ethnically diverse Veteran popu-
lation,” spanning urban and rural settings in Southern California,
Arizona, and New Mexico. Within VISN 22 there are eight “health
care systems” (HCS), with each HCS consisting of a VA medical
center (VAMC), with primary, specialty, emergency and hospital care
services, as well as outlying “community-based outpatient clinics”
(CBOCs), which have primary care services. VA primary care uses a
patient-centered medical home model, in which most Veterans are
assigned to a “patient-aligned care team” (PACT) consisting of a pri-
mary care provider (PCP), registered nurse care manager, licensed
vocational nurse, and administrative support personnel.18 The
majority of specialty care services are located at the VAMC, with
selected specialty services also available at some CBOCs. Primary
and specialty care, as well as hospital and emergency care, are avail-
able to all healthcare-eligible Veterans; some Veterans will have a
copayment for care based on their income and whether they have a

service-connected disability.

Screening and recruitment

Using administrative data from VA's Corporate Data Warehouse

),19 each

(CDW), accmatics and Computing Infrastructure (VINCI
week from February 23 to March 7 and August 23 to October
24, 2020, we randomly selected 20-30 Veterans who had a
VISN 22 VA ED visit in the prior week, no VA hospitalization on
the same or following day, and an International Classification of
Diseases, Tenth Revision (ICD-10) code (in any diagnostic posi-
tion) indicating a chronic ACSC. Screening and recruitment pro-
cedures were interrupted (performed in two time periods) due
to disruptions in follow-up care processes and availability during
the early COVID-19 pandemic. We estimated that a total of 35
interviewees would provide thematic saturation across Veterans
who did and did not receive follow-up care. To ensure balanced
representation across the chronic ACSCs, which may have dif-
fering follow-up care needs, we used quota sampling aiming to
recruit seven Veterans per ACSC. For each randomly selected ED
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visit, we reviewed ED notes and excluded visits if (1) there was
no care for an ACSC documented; (2) no follow-up care need was
specified; (3) the visit was via telehealth; (4) there was documen-
tation (by ED providers or staff) that the Veteran was confused or
had a history of cognitive impairment; (5) the Veteran was trans-
ferred to another ED, hospital, or institution (e.g., nursing facility
or residential substance use rehabilitation); (6) the Veteran left
against medical advice; or (7) the Veteran was on hospice. We
further excluded visits for Veterans we had previously attempted
to recruit for this study.

We sent Veterans whose visits met these criteria a letter and
information sheet describing the study, their voluntary participa-
tion, and how to opt out of further contact. Then, 11 to 30days
following their ED visits, we called those who had not opted out to
invite them to participate. Upon attempted contact, we excluded
Veterans whose telephone numbers were not in service, who
were potentially confused (i.e., responses during the informed
consent process suggested they did not comprehend), who were
physically unable to talk on the phone (e.g., secondary to hear-
ing impairment), or who were unable to provide informed consent
in English. All participants were mailed a $10 Veterans Canteen

Service voucher.

Preinterview EHR review

Concurrent with participant screening, all EHR notes associated
with ED visits (provider, nurse, social work, etc.), including discharge
instructions, were reviewed by a physician researcher (KMC) to
ascertain documented reason(s) for the ED visit, verify and supple-
ment the information from the ICD-10 codes, and record follow-up
care needs. All follow-up care needs—for ACSCs as well as other

conditions—were included.

Interviews

Semistructured interviews (conducted by KMC, ARG, GJT) were
used to elicit Veterans' knowledge and perceptions related to dis-
charge communication and care coordination across the ED to home
transition, as well as Veterans' receipt of, and care coordination
experiences with post-ED VA and non-VA care. We based our in-
terview guide (see Supporting Information) on a 2014 Agency for
Healthcare Research and Quality environmental scan report that
conceptualizes the ED discharge transition as consisting of three
interwoven processes: communicating and educating patients, sup-
porting post-ED care, and coordinating care with other providers
and services.?° Information from the preinterview EHR review was
used to guide interview prompts so that, after open-ended ques-
tions about follow-up care needs, Veterans were asked specifically
about needs documented in their ED notes. We also asked Veterans
to comment about how well they had understood the ED instruc-
tions for follow-up care appointments.

Postinterview EHR review and demographics

After the interviews were completed, a physician researcher (KMC)
reviewed EHR notes for each interviewed Veteran ascertaining if
there was evidence in the EHR of receiving follow-up care related to
their ED visit and if received, who initiated arranging for that care.
Interviewee demographics were obtained from VA's CDW, accessed
through VINCI.Y?

Data analysis

All interviews were audio-recorded and professionally tran-
scribed. We then used rapid qualitative analysis methodology, in
which each interview is summarized using a structured template,
describing interviewee responses to each topic; summaries are
organized into a two-by-two matrix, facilitating identification of
themes across interviews and topics.?'2® Using a template based
on our interview guide, three members of the analytic team
(KMC, ARG, GJT) separately summarized three transcripts and
compared summaries across team members, assessing for com-
pleteness and consistency. The remaining 32 transcripts were
then summarized by one member of the analytic team (ARG or
GJT). A physician researcher (KMC) then reviewed transcripts
for potential edits and additions to each summary; edits were
discussed with the initial analyst so that a final summary was
determined by consensus. Matrices created from these inter-
views were integrated with data from the pre- and postinter-
view EHR data; EHR data were combined with Veterans' reports
to determine whether follow-up care was received. In a serial
multidisciplinary team-based analytic process, conducted via
videoconference and electronic mail, all team members reviewed
and discussed matrices to identify and describe themes. Team
members had a range of clinical and methodologic expertise,
including emergency medicine (KY, JPF), internal medicine/pri-
mary care (KMC, MK, DAG), medical record review (KMC), and
qualitative/mixed methods (KMC, ARG, RDH, NC). We also used
Microsoft Excel to examine demographics and compute counts

of follow-up care receipt and arrangements.

RESULTS

Among the randomly selected 243 ED visits with ICD-10 codes in-
dicating an ACSC, 161 were excluded (Figure 1); the most common
reasons for exclusion were no care for an ACSC documented (n = 76),
no follow-up care needs indicated in the ED note (n = 30), and the
Veteran was confused or had a history of cognitive impairment
(n = 24). In total, 73 Veterans were found to be eligible. Of these,
18 Veterans declined to participate, 20 could not be contacted and
35 (48%) were interviewed. Seven interviews were conducted March
19-23, 2020, with the remaining 28 interviews conducted September
9-November 4, 2020. Interviews occurred 12-27 (mean 19)
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VA ED ACSC visits” medical records reviewed (n=243) TABLE 1 .InterV|ewee (n = 35) demographic and clinical
characteristics
Excluded (1'1:161) Age (years) n (%)
* No care for ACSC documented (n=76)
40-54 5(14
* No follow-up care needs indicated in ED note =
(n=30) 55-64 8(23)
* Veteran was confused or had history of cognitive 65-74 16 (46)
impairment per documentation (n=24)
> . 7 17
" * Seen via telehealth (n=7) >+ 67)
* Transferred to another ED, hospital or institution Gender
(n=12) Male 30(85)
* Left against medical advice (n=8)
* Veteran on hospice care (n=2) Female > (13)
* Prior attempt to recruit Veteran (n=2) Race/ethnicity
Non-Hispanic White 21 (60)
Veterans sent recruitment packets (n=82) e = e [ ek 5 (14)
Excluded (n=9) Hispanic 6(17)
» * Veteran’s phone not working (n=6) Other/unknown 3(9)
* Veteran confused or unable to talk on phone (n=2) ED visit condition®?
* Veteran not able to provide consent in English (n=1)
Asthma 7 (20)
Veterans eligible for interview (n=73) CoPD 9(26)
Diabetes 9 (26)
Declined (n=18) Heart failure 7(20)
Did not respond (n=20) Hypertension 10(29)
Other® 19 (54)

Veterans interviewed (n=35)

FIGURE 1 Numbers of visits/Veterans screened, excluded,
invited and interviewed. ACSC -ambulatory care sensitive
condition.

days after ED visits. Interviews lasted a mean of 18 (range 7-37)
minutes.

Interviewees were predominantly male and 65years of age or
older; 60% were non-Hispanic White (Table 1). Although quota
sampling was performed, seven participants had ED visits address-
ing more than one ACSC, and therefore there were slightly more
visits for hypertension, COPD, and diabetes. Cooccurring non-
ACSC issues were documented as being addressed in 16 visits, with
one visit having two and another having three non-ACSC condi-
tions addressed in addition to ACSC conditions. Visits in all eight
VISN 22 EDs were represented in the sample, ranging from one to
seven visits per ED.

As shown in Table 2, ED notes for most interviewed Veterans
(n = 33) specified that the Veteran needed primary care follow-up;
notes less commonly specified specialty care follow-up (n = 13),
tests to be performed (n = 4), and/or results to be obtained (n = 2).
Fifteen Veterans had two follow-up care needs (e.g., primary and
specialty care) and one Veteran had three needs (e.g., primary and
specialty care with tests). At the time of their interviews, 20 of the
35 participants had received, or had appointments for, all follow-up
care that had been specified in their EHRs. Eight additional Veterans
had received some, but not all, specified care and seven Veterans
had not received (nor had appointments for) any of the specified
care. Themes that arose from interviews are shown in Figure 2.

Abbreviations: ACSC, ambulatory care-sensitive condition; COPD,
chronic obstructive pulmonary disease.

@Per electronic health record review.

PSeven Veterans had care for two ACSCs.

“Cooccurring with ACSC.

TABLE 2 ED follow-up care needs and receipt

Care need? n (%)
Primary care 33(94)
Specialty care 15 (37)
Tests to be performed 4 (11)
Test results to be obtained 2 (6)

Care received/scheduled®
Completely received/scheduled 20(57)
Partially received/scheduled 8(23)
Not received/scheduled 7 (20)

Timeliness of care®
Within time frame specified 13 (46)
Not within time frame specified 9 (26)
No time frame specified 6(21)

Fifteen Veterans had two care needs; one Veteran had three needs.
PReceived or scheduled by the day of interview.
€Among the 28 with care completely or partially received.

Veterans who received follow-up care

Among the 28 Veterans in whom all or some follow-up care had been
received or scheduled, in most (n = 25) cases VA staff had reached
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Veterans who received follow-up care

e Commonly described VA staff reaching out to them

e Most reported receiving post-ED follow-up care instructions
Veterans who did not receive follow-up care

e Did not recall receiving specific post-ED follow-up care instructions

e Expressed frustrations with accessing follow-up care

e Were concerned with COVID-19 exposure
Recall of follow-up care (among all Veterans)

e Most felt confident in knowledge about follow-up care needs

e Veterans expressing uncertainty attributed this to illness or ED context

FIGURE 2 Themes that arose from interviews.

out to the Veterans after their ED visits to provide or arrange for
follow-up care or their appointments had been scheduled prior to
or during their ED visits. For example, one Veteran had received fol-
low-up care from both his PCP and his pulmonologist, both of which
were initiated by the providers. He relayed:

[My PCP] heard about [the ED visit] and called me ... She
made sure | was taking my medication and reordered
some medicine | was running low on ... [My PCP and pul-
monologist] seem to know everything ... They have great

communication. (71-year-old male Veteran with COPD)

One Veteran, who needed follow-up care with cardiology, endo-
crinology, and primary care, reported that the specialist appointments
were scheduled while he was in the ED and his primary care nurse
called him right after he left. He reported being very clear about the
details of the care he needed:

| was clear. | knew | had to see the cardiologist and |
knew | had to see the diabetes doctor. And when | saw
the diabetes doctor, he told me what my sugar levels
were when | was in the ER and that the referral came,
| guess from the ER. (67-year-old male Veteran with
diabetes and heart failure)

Some Veterans who received their specified follow-up care were
not aware that they needed this care until VA staff reached out to
them. For example, one patient whose ED notes indicated that he

needed follow-up with cardiology reported:

| didn't know | was gonna have an appointment
until they called me the next day—I think it was the
next day—and told me that | had an appointment.

(79-year-old male Veteran with heart failure)
All but one interviewee reported that the entirety of their fol-
low-up care was received within VA.
Veterans who did not receive follow-up care

The Veterans who had neither received, nor scheduled, any of the
specified care (from VA or non-VA providers), and those who had

received partial care only, did not recall receiving instructions about
needing this care, believed that they did not need it since they were
not currently having symptoms, and/or thought that such care
would be difficult to obtain due to lack of appointment availability.
A Veteran whose ED notes indicated that he was instructed to fol-
low up with primary care had not yet done so, reporting that he had
received instruction to follow-up if “things did not improve.” He re-
ported that he had not yet called to arrange for this care because
he “was going to wait and see how it played out another couple of
weeks.” Another Veteran described how she is always told to follow
up with primary care after ED visits, but she does not do so because
she perceives it as being a generic, rather than specific, instruction
(“because they always do”) and was frustrated by difficulties com-

municating with, and lack of access to, her primary care team:

They'll say ... “Now follow up with your normal doc-
tor.” | didn't follow up with my doctor because ... to
tell you the truth, it's hard to get into to my normal
doctor place .... It's very frustrating ... | just didn't feel
like going through that. (65-year-old female Veteran

with asthma)

Expressions of frustration regarding communicating with and ac-
cessing primary care were common among those who had not received
primary care follow-up. In addition, a few Veterans expressed that they
did not think that their PCPs could meet their care needs. One reported
that he preferred to obtain care directly from a specialist for his advanced
asthma and another reported that he intended to return to the ED if he
needed additional care, since primary care usually refers him to the ED:

For everything serious my primary care doctor sends
me to the emergency room anyway. So normally if |
have any problems breathing and coughing, | pretty
much go to the emergency room myself and get the
antibiotics and then head on home. (71-year-old male
Veteran with COPD)

Concerns about COVID-19 exposure risks and frustrations about
providers' use of virtual care (rather than in-person visits) were named
by a few Veterans as additional barriers to receiving follow-up care.
One Veteran relayed:

| was to have an appointment, | think it was two weeks
later .... I'm not sure who it was with. But | woke up
that day and | did not feel good and | did not feel that
it was safe for me to go to the VA at that time with
the COVID deal that's going on. (72-year-old male
Veteran with COPD)

Veteran recall of follow-up care instructions

Time frames for follow-up care were specified in ED notes for
26 Veterans. Specified time frames ranged from 2 to 10days.
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Interviewees often did not recall these time frames or reported
them to be longer than specified. Among the 28 Veterans who re-
ceived some or all the specified follow-up care, 13 received this care
within the timeframe specified, nine received care or had it sched-
uled for beyond this time frame, and in six no time frame was speci-
fied (Table 2).

Most Veterans, including those who did not recall receiving spe-
cific follow-up care instructions, indicated that they perceived them-
selves as being very clear about their ED follow-up care instructions.
Some Veterans explained that they felt confident in their knowledge
due, at least in part, to having experienced multiple ED visits for their
chronic conditions. One such Veteran, who had not gotten follow-up
care and did not recall that he had been told to do so, stated that:

Since I've been having the chronic asthma, | basically
know what to do after | get out of there. It's always
basically the same thing. (74-year-old male Veteran
with asthma)

A few Veterans attributed their lack of knowledge about follow-up
care to their own limitations or those of the situation or their illness.
For example, a Veteran who did not recall what he was told about fol-
low-up care explained:

| don't remember what we talked about. | wasn't
feelin' good. That's why | was there and | don't re-

member. (79-year-old male Veteran with heart failure)

For all but one Veteran, the EHR indicated that the Veteran re-
ceived written discharge instructions. However, seven Veterans did
not recall getting any written instructions and another six indicated
that they had not looked at their discharge instructions or had done
so very briefly.

Veterans with multiple ED visits and/or other frequent contact
with providers generally had difficulty describing events and in-
structions provided to them at a particular visit, describing instead
what they were usually told and/or the events in their care in the
general time period of the visit, commingling their recollection of
events and instructions from their ED visit with those from other VA

clinical encounters.

DISCUSSION

Among Veterans with chronic ACSCs and an ED visit with docu-
mented follow-up care needs, more than half received the care
that was specified in their ED notes. However, a notable minority
of Veterans did not receive any, or received only a portion, of the
follow-up care specified in the ED notes for their visits. Among those
who did get follow-up care, they received this care within the time
frame specified about half the time.

Many Veterans either did not recall receiving follow-up care in-
structions and/or recalled them differently than what was specified.

This finding is consistent with previous studies in non-VA settings
showing that it is not uncommon for patients to demonstrate limited
comprehension of instructions for ED follow-up care, even when
assessed immediately after ED visits.>*"?® Further, Engel et al.?®
showed that patients being discharged from EDs generally do not
perceive their own comprehension deficits, with less than one-third
of studied patients indicating awareness that they did not under-
stand their discharge instructions. Our study similarly found that
Veterans who lacked knowledge about need or time frame for fol-
low-up care often did not perceive themselves as having a knowl-
edge deficit. This finding suggests that it is unlikely that Veterans
will request follow-up care instructions if they are not clearly and
proactively provided.

Importantly, although documentation in the ED notes conveyed
that ED providers intended for Veterans to receive follow-up care,
it is unknown the extent to which or how this recommendation was
relayed to Veterans. Veterans not recalling receiving this recommen-
dation indicates that, at the very least, communication was not ade-
quate. These findings suggest the need to develop and/or implement
practices for educating Veterans about optimal ACSC care, including
clearly and routinely communicating the need for timely follow-up
care after an ED visit. Although educating patients when they are in

20.27 avidence-based interventions for improv-

the ED is challenging,
ing patients' understanding of ED discharge instructions have been
developed.?®?? For example, instructions must not only convey fol-
low-up care needs, but also reasons; patients knowing the reason for
follow-up care is associated with higher receipt of care.’° Further,
using the teach-back method, in which the patient repeats back
the instructions they have been given, has been shown to improve
patient recall of follow-up care instructions.3! Other interventions
have specifically targeted post-ED chronic ACSC management;323
for example, a systematic review revealed that ED educational inter-
ventions for patients with asthma are associated with greater likeli-
hood of receiving ED follow-up care.®® Our findings, paired with this
evidence, suggest that VA ED leaders should further examine and
seek to improve upon their practices for discharge education.

Our study findings indicate that providing written discharge in-
structions is likely insufficient to enhance education for Veterans
about their VA ED follow-up care. This finding echoes that of Gettel
et al.,*? who interviewed older non-Veterans about their discharge
experiences and found that lengthy ED discharge instructions were
not helpful. Improving the quality of written instructions, through

35,36

individualization,®* illustrations, and simplifications appropriate

for patients at all levels of health literacy,>”:

may make them more
useful. However, using a multimodal approach for ED discharge edu-
cation (e.g., verbal education combined with written instruction), has
been shown to be better than using a single modality.3%4°

Beyond the need for VA EDs to enhance patient education about
follow-up care recommendations, our interviews revealed that some
Veterans perceive access challenges as a barrier to obtaining fol-
low-up care. Over the past decade, VA has implemented a series of
evidence-based approaches for managing access to care.*! However,

despite this progress, the Veterans we interviewed continued to
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perceive challenges in communicating with their providers regarding
follow-up appointments and obtaining access to care, which discour-
aged them from seeking post-ED care. Although it is unknown to
what degree our interviewees' perceptions reflect current practices,
or linger from experiences prior to VA's access improvements, it is
crucial that VA ensures that Veterans can reliably and easily obtain
the care they need after an ED visit and that Veterans are aware of
how to obtain this care.

Although our study revealed communication and access barriers,
it is highly notable that a common facilitator to receiving post-ED
follow-up care was VA staff reaching out to Veterans to arrange
for and/or provide care. This outreach overcame gaps in Veterans'
knowledge about the follow-up care they needed and may have also
overcome Veterans' perceptions or concerns about being able to ac-
cess care. This finding is consistent with studies in non-VA settings
showing positive outcomes (e.g., patient satisfaction, adherence
to follow-up care) being associated with post-ED follow-up phone
calls.2%2? Within VA, Hastings and colleagues*? tested an interven-
tion using primary care-based nurse telephone support following
VA ED visits for high-risk Veterans and showed higher rates of pri-
mary care follow-up among those who received this support. Six VA
EDs have piloted the “Supporting Community Outpatient, Urgent
Care & Telehealth Services (SCOUTS)” program in which technicians
provide post-ED visits for high-risk older Veterans, in the Veterans'
home or via telehealth.*® Separately, three VA EDs use the ED-PACT
tool, an EHR-based message, triggered by ED physicians for patients
with specific or urgent post-ED care needs, prompting PACT nurses
to call Veterans to coordinate post-ED care.** Similarly, some VA
EDs are using VA's ED-RAC innovation, which allows scheduling
of follow-up care appointments with specialists prior to Veterans
leaving the ED,* an evidence-based practice that has also been
shown to improve patients' receipt of follow-up care.?”*¢ Both the
ED-PACT Tool and ED-RAC were in use at one of the eight VA EDs
targeted for this study. Our findings suggest that arrangements such
as these, which feature VA staff reaching out to the Veteran post-ED
and/or arranging for care prior to the Veteran leaving the ED, are key
ingredients for Veterans receiving post-ED follow-up care for ACSCs
and should be implemented across all VA EDs.

While there is evidence in support of the potential value in im-
plementing more intensive approaches for improving ED follow-up
care receipt,?># there are cost and logistic barriers to their wide-
spread use in VA. To facilitate targeting such intensive approaches,
risk assessments have been developed to aid in identifying older pa-
tients at higher risk for adverse outcomes after ED visits;*® however,
their predictive validities are modest.*84? Early work is promising in
using predictive analytics to improve identification of high-risk pa-
tients.’® Investments should be made in furthering development of
these tools, and their application to VA patients, as well as assessing
for the relative effectiveness, and cost-effectiveness, of arrange-
ments for communicating and coordinating post-ED care for differ-
ent Veteran populations.

Separately, in nearly one-fifth of the ED visits reviewed, notes
did not specify that follow-up care was needed. Effective use of

primary care, with specialty consultation when needed, is vital for
optimal management of chronic ACSCs—preventing exacerbations,

and therefore ED visits and hospitalizations,51

as well as disease pro-
gression and long-term complications.52 An ACSC ED visit, signaling
an acute exacerbation or need, should serve as a prompt that fol-
low-up primary and/or specialty care is indicated to assess for res-
olution of the acute need and whether additional care is needed to
prevent additional exacerbations. Even low-acuity ACSC ED visits
(e.g., a request for a chronic ACSC medication refill) may be viewed
as an indication that the Veteran had an unmet ambulatory care
need. The importance of this follow-up care is further underscored
by the frequency with which our interviewees received ED care for
multiple conditions, including seven receiving care for more than
one ACSC, which is consistent with previous studies showing that
VA ED users have complex medical histories and enhanced care co-
ordination needs.* It is not known how often Veterans received
recommendations for follow-up care without this being documented
in the EHR; however, a recommendation for follow-up care should
be universal for ACSC-related ED visits, although the optimal time
frame for this follow-up care may vary based on patients' needs.
Our interviews also revealed challenges with using patient re-
port in isolation to assess discrete health care events among pa-
tients with multiple health care system encounters. Veterans who
had frequent contact with providers prior to and following their ED
visit had significantly more difficulty recalling the details of the ED
visit we were asking about. This is notable because patient experi-
ences and perceptions of care are increasingly used to assess health
care performance and quality, including emergency care through
the ED Consumer Assessment of Healthcare Providers and Systems
(CAHPS) survey.’® This instrument, shown to be reliable and valid
when administered 2-35days following ED visits, contains two
questions about follow-up care asking (a) whether ED staff talked
to the respondent about follow-up care and (b) whether ED staff
provided the respondent with information about how to get needed
follow-up care. Our interviews suggest that using patient report to
obtain detailed information about follow-up care instructions may
be challenging if patients are being asked to recall these details after
2-3weeks have passed and they have had multiple interactions with

the health care system.

LIMITATIONS

It is important to note the timing of this study in context of the
COVID-19 pandemic. In addition to COVID exposure and barriers
related to using telehealth noted by our interviewees, during this
time Veterans' family members were generally not allowed to ac-
company them into the ED in the interest of decreasing exposure
risks for these family members, other patients, and ED staff; studies
have shown that caregiver support and characteristics are influential
in health care communications and outcomes for older adults,54’55
and exclusion of caregivers from the ED may have exacerbated

inadequate follow-up care communications. Further, due to the
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COVID-19 pandemic, health care providers would have been wear-
ing masks, which is a communication barrier for patients with hear-
ing impairment.56

This study was also limited by excluding Veterans with a his-
tory of cognitive impairment, including those with mild impairment
who may still be managing their own health care. These Veterans
are likely to be even more vulnerable to not recalling instructions;
post-ED health system outreach may be even more important for
these individuals. We also excluded Veterans discharged to nursing
facilities, another transition across which poor communication is
common.”’” Future efforts should focus on these vulnerable popu-
lations as their needs, and strategies for meeting these needs, may
be unique.

Another limitation of this study is that it was not designed to
assess potential differences in Veteran knowledge, experiences,
or care receipt by social and medical risk factors for experiencing
ED discharge process failures. Inequities in Veterans' care access
and utilization associated with social and medical factors have been
well documented.’® Social risk factors for poor outcomes associ-
ated with the ED discharge process include homelessness, lower
income, limited health literacy, and minority race and ethnicity (i.e.,
effects of interpersonal and structural racism), while medical risk
factors include substance dependence, psychiatric illness, phys-
ical and/or cognitive impairment, and advanced age.?° Although
Veterans with most (but not all) of these characteristics were rep-
resented in our interviewees, understanding how these factors in-
teract with Veteran knowledge, experiences, and care receipt for
ED follow-up care is important for considering potential tailoring
and/or enhanced interventions for these subpopulations with even
higher vulnerability.

Finally, in addition to potential recall bias, our findings, like many
that use patient report, may be subject to social desirability biases
influencing interviewees' responses. Further, about half of our po-
tential participants did not respond or declined to participate in in-
terviews; we do not have information on the extent to which these
Veterans' post-ED care experiences may have differed from those of

our participants.

CONCLUSIONS

Ensuring receipt of needed post-ED follow-up care is integral to
patient safety, preventing unnecessary ED revisits and delivering
patient-centered care. As an integrated health care system, optimi-
zation of communication and coordination across providers (e.g., ED
and primary care), and between providers and patients, should be a
VA priority. Despite being eligible for comprehensive follow-up care,
in an integrated health care system using a common EHR and a ro-
bust patient-centered medical home model, Veterans are experienc-
ing barriers to receiving needed post-ED care. Interviews revealed
the potential importance of VA health care staff reaching out to
Veterans following ED visits to overcome these barriers and ensure
that all Veterans receive the post-ED care they need.
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