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This study’s main objective was to examine care transition experiences of older veterans and 
their caregivers. Fifty patients age 65 years and older, discharged from a Veterans Affairs 
Medical Center hospital, completed the Care Transitions Measure-15TM survey three to four 
weeks postdischarge. Seven patients and six caregivers participated in semistructured interviews. 
Overall, the quality of care transitions was rated as good; however, some items were indicated 
as problematic for veterans. Themes that emerged included agreeableness, frustration with 
complex information, caregiver education, and the timing and methods of information de-
livery. These findings have implications for all clinical staff working with veterans, and par-
ticularly for social workers facilitating care transitions for veterans and their caregivers.
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Older adults are particularly vulnerable to the 
consequences of fragmented care as they 
transition between health care settings. 

Good care transitions are important for older patients 
because they typically have “multiple chronic con-
ditions and complex therapeutic regimens” and see 
many more providers than younger patients ( Naylor & 
 Keating, 2008, p. 58). Research indicates that almost 
half of older adults experience a medical error, and 
one in five suffers an adverse event associated with 
discharge ( Forster et al., 2004). Many of these medical 
errors and adverse events are potentially preventable 
by improving communication between hospital staff, 
patients, and caregivers. Studies indicate that patients 
are routinely discharged with test results pending; un-
resolved plans for follow-up tests, appointments, or 
both; vague discharge orders; and insufficient contact 
with their physicians ( Ziaeian,  Araujo,  Van  Ness, & 
 Horwitz, 2012). This lack of communication and 
coordination results in patients being uninformed or 
misinformed about their illnesses or medications, lack-
ing follow-up resources, and being not fully pre-
pared to manage their own health ( Lum,  Studenski, 
 Degenholtz, &  Hardy, 2012). In addition, informal 
caregivers who could greatly bolster the patient’s care 
during transitions have little involvement in the pro-
cess ( Bauer,  Fitzgerald,  Haesler, &  Manfrin, 2009). 
Ultimately, these factors can contribute to poor out-
comes, patient dissatisfaction, and unnecessary rehos-
pitalizations, all of which affect the costs of care ( Rau, 
2011a,  2011b).

According to the 2012 U.S. Census, there are 
roughly 12.4 million veterans over the age of 65 ( U.S. 
 Census  Bureau, 2012). Many of these older veterans 
seeking care from the Veterans Affairs (VA) health 
care system have more than five medical problems, 
in addition to struggling with problems associated 
with instrumental activities of daily living and mul-
tiple medications ( Kunik, 2010). Helping veterans 
to manage their care is often a complex process. 
Informal caregivers for these veterans tend to be 
spouses and, as one study suggested, these caregivers 
frequently struggle with gaining access to VA ser-
vices, understanding VA benefits, and dealing with 
their own depression ( Kunik, 2010). Therefore, find-
ing better ways to facilitate care transitions is impor-
tant for both older veterans and their caregivers.

Many studies in the care transition literature have 
indicated that interventions with the most impact in-
volve patient-centered education that begins at the 
time of admission to prepare patients for discharge 
( Naylor et al., 1999;  S. G. Parker et al., 2002). These 
targeted care transition interventions also have a 
 significant impact on patient satisfaction scores and 
rehospitalization rates in older patients ( Shepperd, 
 Parkes,  McClaran, &  Phillips, 2004). Patient-centered 
interventions have shown the most promise, because 
patients are the “common thread” in every care sce-
nario ( Parry,  Mahoney,  Chalmers, &  Coleman, 2008).

The literature on care transitions with veterans is 
scant, yet recent reports from the Centers for Medi-
care and Medicaid Services indicate that the VA 
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readmission rates are about the same as those at other 
private hospitals nationwide ( Rau, 2011a). Address-
ing readmission rates has become an important issue 
in the VA system, because veterans tend to have 
poorer health, more medical conditions, and higher 
medical resources utilization than nonveteran pop-
ulations ( Agha, 2000). Many of our nation’s older 
veterans use a single system of health care provided 
by the VA for many, if not all, of their health care 
needs ( Muus et al., 2010). If veterans feel dissatisfied 
as they are discharged from the VA, they are unlikely 
to return for needed follow-up care, which could 
affect their continuity of care and ultimately their 
overall health status ( Stroupe, 2005).

Given the unique qualities of the veteran popula-
tion and the VA health care system, the techniques 
used in previous care transition intervention studies 
may or may not be appropriate or successful with 
this group of patients. Furthermore, the VA already 
offers an array of services and technologies, includ-
ing the MyHealtheVet (MHV) platform, an online 
tool that allows veterans to review their electronic 
medical records. However, these technologies are 
not yet adapted for application to care transition 
protocols, especially hospital discharge for older 
veterans. Thus, there is a need to develop a care 
transition intervention that is responsive to the spe-
cific needs of veterans and is compatible with exist-
ing VA services. Social workers are in a key position 
to develop these care transition interventions in the 
VA for two reasons. First, one of the primary roles 
of hospital social workers is to facilitate communica-
tion among staff, patients, and caregivers, especially 
at the time of discharge. Second, the VA is a primary 
source of employment for social workers ( National 
 Association of  Social  Workers, 2013). Social workers 
are uniquely qualified to coordinate care during 
transitions because they are trained to identify the 
patient’s social networks and to facilitate social sup-
port during periods of upheaval and change. Social 
workers’ values, knowledge, and skills are ideal for 
helping older adults successfully navigate transitions 
of care ( Herman, 2009). Social workers are trained 
to advocate, navigate systems of care, and identify 
community resources that can be critical to support-
ing patient needs. They also can assess the extent to 
which the patient and the caregiver can comply with 
follow-up care. In addition, social workers tend to 
have ties with practitioners and community resources. 
In sum, social work is in a unique position to help 
patients and caregivers prepare for and adjust to the 

transition from hospital to home ( Herman, 2009; 
 OBrien-Suric, 2011).

The purpose of this study was to lay the founda-
tion for developing a care transition intervention by 
examining the hospital discharge experiences of 
veterans and their caregivers. A mix of both quan-
titative and qualitative methods was used based on 
 Morgan’s (1998) conceptualization of the different 
ways in which quantitative and qualitative methods 
can be used to complement each other. We followed 
one of his models, that is, to begin with quantitative 
methods and to augment the findings with qualita-
tive methods. By starting with a quantitative survey, 
we were able to determine the overall scope of con-
cerns experienced by patients. The qualitative in-
terviews then provided us with richer understanding 
of the quantitative survey results. This mixed-methods 
approach helped us to characterize the quality of 
current discharge processes using a standardized 
 survey and, using more in-depth interviews, to un-
derstand the experiences of veterans and their care-
givers. In so doing we identified unmet needs and 
gaps in care and obtained veterans’ and caregivers’ 
views on potential components for a veteran-centered 
discharge planning intervention.

METHOD
Participants
This study was approved by an institutional review 
board, and all participants signed informed consents. 
Participants were 57 patients, age 65 years or older, 
admitted to the inpatient medical service at a single 
VA Medical Center (VAMC). We originally re-
cruited from a larger sample (approximately 210 
veterans and caregivers); those who declined to par-
ticipate cited personal privacy, health issues, or gen-
eral disinterest. We limited the study to medical 
admissions, because patients admitted for a medical 
condition are at a disadvantage compared with pa-
tients admitted for a surgical procedure. In general, 
those admitted for surgery are healthier, more likely 
to recover, and tend to have greater discharge plan-
ning follow-up ( Brown et al., 2009). Other inclu-
sion criteria were (a) not in isolation and (b) 
categorized as “high risk,” as determined by having 
at least one of the following diagnoses: cancer, dia-
betes mellitus, chronic obstructive pulmonary disease, 
congestive heart failure, cerebrovascular accident, or 
costovertebral angle (stroke) ( Society of  Hospital 
 Medicine, 2008). Exclusion criteria were (a) signifi-
cant language barrier requiring a translator, (b) life 
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expectancy less than 30 days, and (c) delirium and/
or dementia (as determined by the physician).

In addition, six caregivers of inpatients were in-
cluded in the sample. Caregivers were asked if they 
identified themselves as the patient’s caregiver, defined 
as “a person who provides direct care (as for children, 
elderly people, or the chronically ill)” ( Caregiver, 
n.d.). The only exclusion criterion for caregivers was 
any significant language barrier requiring a translator.

Recruitment
Medical staff was asked to identify potentially eligible 
participants. Inclusion criteria: Patient in the hospital 
for a minimum of one night stay, over the age of 65 
years, and the physician’s agreement that the partici-
pant’s diagnostic history did not include any diagno-
sis that would make informed consent impossible. 
Exclusion criteria: Although a diagnosis of dementia 
or delirium excluded patients from the study, it did 
not exclude patients’ caregivers. Caregivers of cogni-
tively impaired patients were encouraged to partici-
pate in the study to provide a better understanding 
of the care transition experiences with cognitively 
impaired patients. To address recruitment bias, clini-
cal staff not associated with the research team made 
the initial selection of possible participants after the 
first author described the study criteria. If eligible, 
the patient, the caregiver, or both received a flyer 
describing the study and providing the principal in-
vestigator’s (PI’s) contact information. The patient, 
the caregiver, or both then contacted the PI about 
their interest in participating. The informed consent 
was completed at the time of enrollment.

Quantitative Assessment
A convenience sample of 50 patients (veterans) was 
selected based on inclusion/exclusion criteria and 
physician approval. Patients were contacted by tele-
phone approximately four weeks following discharge 
(so as not to interfere with medical follow-up) to 
complete the Care Transitions Measure-15TM 
(CTM-15TM) ( Parry et al., 2008) to assess the quality 
of care transitions between health care settings. The 
CTM-15TM is a 15-item questionnaire developed by 
the creators of the Care Transitions InterventionTM. 
This measure was chosen because of its high reli-
ability (alpha range = 0.93–0.95) regardless of age, 
gender, education, self-rated health, or ethnic group 
( Parry et al., 2008). Items are rated on a Likert scale 
ranging from 1 = strongly disagree to 4 = strongly 
agree. Ratings were transformed using CTM scoring 

calculations, resulting in total scores ranging from 0 
to 100, with higher scores indicating higher quality 
of care transitions. Although other discharge surveys 
exist, the CTM-15TM is unique in that it focuses  
on the patient’s experiences following discharge 
( Coleman et al., 2002). Descriptive statistical analy-
ses were conducted using SPSS statistical software 
( IBM Corp., 2013).

Qualitative Interviews
Seven patients and six caregivers (that is, six patient–
caregiver dyads and one patient) were recruited for 
face-to-face semistructured interviews following 
either a short or a long format. To preserve unifor-
mity, all of the participants were interviewed by the 
same interviewer. The short interviews lasted ap-
proximately 15 to 20 minutes and were completed 
in the patient’s room during the hospital stay. These 
interviews focused on information transfer and 
technology services and included questions such as 
“Let’s talk a little bit about the VA’s current technol-
ogy services MHV and/or the GetWellNetwork 
(GWN): How familiar are you with these services 
and how do you use them?” “What kinds of com-
munication technologies do you normally use at 
home?” These questions allowed the interviewer to 
assess the patients’ and caregivers’ knowledge of tech-
nologies while patients were in the hospital and to 
evaluate their preferred methods of communication 
during patients’ hospital stay. Qualitative comments 
were transcribed by the interviewer during the short 
interview. The long interviews lasted approximately 
one hour and took place in the hospital about 15 
days after patients were discharged. The long inter-
views included topics such as information transfer, 
patient and caregiver preparation, self-management 
support, empowerment to assert preferences, tech-
nology services, and patient- and caregiver-suggested 
improvements. These interviews included questions 
such as “Tell me a little about the communication 
between you and the hospital staff/doctors about 
your discharge/how did that process work for you?” 
“How confident were you in your own ability to 
take care of yourself when you got home?” For the 
patients’ convenience, interviews were scheduled to 
align with follow-up care appointments. Two pa-
tients and their caregivers returned to the VA for 
electronically recorded, in-person interviews de-
signed to explore in-depth the quality of their dis-
charge experiences and to identify unmet needs and 
gaps in care.
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The shorter interviews lasted approximately 15 
to 20 minutes and also took place in the hospital just 
before discharge. A total of nine patients and care-
givers (that is, four patient–caregiver dyads and one 
individual patient) participated in the shorter inter-
views. The timing and length of the interviews were 
based on the patient’s willingness to participate, 
medical fragility, and feasibility. These interviews 
were designed to elicit possible gaps in care; prefer-
able communication techniques between the patient, 
caregiver, and staff; and opinions on the feasibility 
and use of technology to assist in care transitions.

As part of the interviews, two existing VA health 
care system service portals were addressed: MHV and 
GWN. MHV allows patients and their caregivers to 
access their own health records, send e-mails to their 
primary care physician, and schedule follow-up ap-
pointments. GWN is an interactive patient care sys-
tem that delivers both educational and entertainment 
resources to the patients in their hospital rooms.

Analysis of qualitative interview data explored pa-
tients’ and caregivers’ experiences of the care transi-
tion process using a phenomenological approach 
( Moustakas, 1994). The phenomenological approach 
allows for the inquiry to unfold within a perspective-
free context and guides the exploration of the under-
lying social processes. The data from these interviews 
were first divided into statements, and each statement 
was labeled and then clustered based on commonality. 
Direct statements from the interviews were tran-
scribed into an Excel spreadsheet. The themes that 
emerged from these statements, and their significance, 
were described in a corresponding column. These 
clusters of similar statements were then reread to iden-
tify common themes addressed by each cluster of 
statements. The themes were independently vali-
dated by two researchers with expertise in qualitative 
methods.

RESULTS
Quantitative Data
The 50 patients who completed the CTM-15TM 
ranged in age from 65 to 89 years. The majority of 
veterans interviewed were white, male, and married; 
lived at home with their spouse; and carried a primary 
diagnosis of diabetes. CTM-15TM scores ranged from 
55.56 to 100, with a mean of 66.67 (SD = 10.45 and 
Cronbach’s α = .95) (see Table 1). Sixty-two percent 
(38/61) of participants answered all 15 questions on 
the questionnaire. Eighteen percent of those recruited 
(11/61) did not respond to the questionnaire. Scores 

for the individual survey items were ranked from low-
est to highest. Most of the veterans’ responses were 
positive. Items on which veterans scored the lowest 
were as follows: not understanding the possible side 
effects of medications; hospital staff not taking into 
consideration the patient’s or family’s preferences as to 
where and what health care needs would be met; not 
receiving an easily understood written list of follow-up 
appointments; not being confident in taking care of 
their own health; and not understanding the purpose 
of medications.

Qualitative Data
The majority of veterans interviewed in the qualita-
tive portion of the study were male and black, lived 
with their spouse, and carried a primary diagnosis of 
diabetes. The majority of caregivers in the study were 
female, either black or white, and the spouse of the 
veteran. Analysis identified five themes: (1) gratitude 
and agreeableness, (2) frustration with complex in-
formation, (3) frustration with the timing of informa-
tion delivery, (4) targeting education to caregivers, 
and (5) methods of delivering information.

Gratitude and Agreeableness. Patients expressed 
their gratitude and appreciation to the clinical staff 
and the VA health care system throughout the in-
terviews. This theme is consistent with the data 
from the quantitative surveys in that veterans and 
caregivers were generally complimentary about both 
the quality of hospital care and the quality of the 
discharge process. Both patients and caregivers ex-
pressed appreciation for the time that clinical staff 
took to speak to them before they left the hospital. 
Most important, they were reluctant to criticize any 
clinical staff or the VA health care system, repeatedly 
noting that they were “very grateful [for their] care.” 
This theme of gratitude and appreciation is consis-
tent with previous literature on frail elders that 
found patients tended to defer to staff and did so, in 
part, by providing “socially desirable responses” 
( Beel-Bates,  Ingersoll-Dayton, &  Nelson, 2007).

Frustration with Complex Information. Several of 
the participants spoke about the complexity of the 
medical and discharge information they were given, 
which is reflected in the survey data by some of the 
respondents who indicate that they do not clearly 
understand the possible side effects of the medication 
that they are taking. Indeed other studies have noted 
that medication is a complex issue that needs to be 
properly addressed during discharge ( Coleman, 
 Mahoney, &  Parry, 2005). Many of the participants 
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felt the information provided was not easy to under-
stand. One caregiver mentioned that she “did not 
really understand what the doctor was talking about.” 
Another caregiver confessed that she threw the dis-
charge paperwork away when they arrived at home 
saying, “It was so complicated and such a big stack 
of paperwork that I didn’t even understand what it 
all was.”

Frustration with Timing of Information Delivery. 
Others expressed their frustration with when the 
information was delivered. These expressions of frus-
tration were consistent with existing literature indi-
cating that patients and caregivers have preferences 
for when information is delivered ( S. M. Parker et al., 
2007). One caregiver noted,

The nurse walked in right before we left and 
told us all this stuff. I just nodded, but I really 
didn’t understand anything she said. I was too 
busy thinking about things like: if we leave right 
now, will we be home before dark; do we have 
time to stop at the pharmacy tonight; what are 
we going to do about dinner?

Another caregiver mentioned,

We have all this time when we are just sitting 
here [during the hospital stay]. It seems like I 
could have been learning about what we need 
to do when we go home then, and not right 
before I walk out the front door.

Table 1: List of Items in Care Transitions Measure

Variable N M SD Skew Kurt

Before I left the hospital, the staff and I agreed about clear  
health goals for me and how these would be reached.

45 3.08 0.35 1.27 4.46

The hospital staff took my preferences and those of my 
family or caregiver into account in deciding what my 
health care needs would be when I left the hospital.

50 3.02 0.37 0.22 4.69

The hospital staff took my preferences and those of my 
family or caregiver into account in deciding where my 
health care needs would be met when I left the hospital.

50 3.00 0.40 0 3.73

When I left the hospital, I had all the information I needed 
to be able to take care of myself.

50 3.14 0.35 2.13 2.68

When I left the hospital, I clearly understood how to 
manage my health.

49 3.16 0.37 1.88 1.59

When I left the hospital, I clearly understood the warning 
signs and symptoms I should watch for to monitor my 
health condition.

50 3.14 0.49 –0.73 6.74

When I left the hospital, I had a readable and easily 
understood written plan that described how all of my 
health care needs were going to be met.

48 3.16 0.42 0.96 1.22

When I left the hospital, I had a good understanding of my 
health condition and what makes it better or worse.

50 3.18 0.38 1.71 0.98

When I left the hospital, I had a good understanding of the 
things I was responsible for in managing my health.

49 3.12 0.38 1.19 2.72

When I left the hospital, I was confident that I knew what to 
do to manage my health.

49 3.12 0.48 –0.80 7.53

When I left the hospital, I was confident I could actually do 
the things I needed to do to take care of my health.

50 3.10 0.41 0.70 2.57

When I left the hospital, I had a readable and easily 
understood written list of the appointments or tests I 
needed to complete within the next several weeks.

48 3.16 0.37 1.84 1.47

When I left the hospital, I clearly understood the purpose  for taking 
each of my medications.

50 3.10 0.36 1.32 3.89

When I left the hospital, I clearly understood how to take 
each of my medications, including how much I should 
take and when.

50 3.12 0.38 1.22 2.84

When I left the hospital, I clearly understood the possible side effects 
of each of my medications.

45 2.93 0.49 –0.16 1.31

CTM score 50 70.13 10.45 1.94 2.89
Note: CTM = care transitions measure.
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This theme coincides with literature that suggests 
the best discharge protocols begin soon after the 
patient enters the hospital and are updated during 
the stay ( Bixby &  Naylor, 2010;  Jack et al., 2012).

Targeting Education to Caregivers. In general, 
veterans reported being less interested in being en-
gaged in matters of health, while caregivers repeat-
edly reported an eagerness for information about 
health, medicines, and follow-up care. One veteran 
noted, “My wife takes care of all of that.” One of 
the daughters stated, “I usually just take care of all 
of that for him,” meaning that she filled his prescrip-
tions, made his appointments, and drove him to the 
VA for care. The caregivers also reported being highly 
motivated to seek out information about health and 
medicines. For example, a niece of one of the veterans 
said, “I mean, I am nervous about going home . . . there 
is so much we need to do . . . [and] so many medica-
tions.” The salience of this theme suggests that, be-
cause veterans rely so heavily on their caregivers, 
educational materials should be targeted more to 
the caregivers. This theme was also represented in 
the survey, as some of the patients felt that the pref-
erences of their family members were not taken into 
account with respect to their health care needs dur-
ing discharge planning, and has arisen in previous 
research ( Coleman &  Williams, 2007).

Methods of Delivering Information. Participants 
also spoke about how they preferred to receive health 
information, which is consistent with the literature 
( S. M. Parker et al., 2007). Many of the veterans and 
caregivers mentioned that they liked the idea of hav-
ing more choice in how they accessed information. 
Participants described three preferred options for 
receiving information: (1) speaking  in person or by 
telephone with the clinical staff, (2) having some-
thing in hand to read, (3) looking the information 
up themselves or asking a family member to look it 
up online.

Patients reported that they liked speaking to the 
doctor, nurse, or social worker about their health 
when at the hospital. Several mentioned that they 
liked seeing the doctor, but noted that they rarely 
asked questions. One caregiver said, “I like speaking 
with the doctor, but I like having something in my 
hand so I can read it.”

Most veterans and caregivers mentioned that 
they were not very familiar with computers, and a 
few stated that they did not own a computer. How-
ever, when asked what they do when they want to 
know something about their health, all patients and 

caregivers mentioned someone on whom they relied 
to look up information online. For example, one 
spouse explained, “We are kind of old- fashioned. 
We don’t even own a computer or anything like 
that. I don’t even know how to use one.” However, 
she mentioned later that her son “always looks stuff 
up on Google.”

When participants were asked specifically about 
their familiarity with MHV and the GWN, ap-
proximately half said they were familiar with MHV; 
none of them knew about GWN. When these two 
services were further described by the interviewer, 
the majority of older veterans stated that even if they 
had known about either of these electronic programs 
they did not expect to use them. However, the care-
givers overwhelmingly thought both services would 
be helpful. One spouse indicated that she liked the 
idea of being able to see her husband’s health record 
and e-mail the doctor. “Sometimes, I get home and 
forgot to ask the doctor this or that. I think having 
one place to go to see everything about his health 
would be great.” Another spouse mentioned, “It 
would be nice to use all of this down time in the 
hospital to learn about his illness,” and even connect 
to her work e-mail.

Many of the participants noted that their pre-
ferred way to get information once at home was to 
call on the telephone. One veteran said,

I like calling and talking to someone. Even if my 
paper says I have to be back here at this time, go 
to this [part of the hospital] . . . I call anyway and 
ask, write it down, and show up.

DISCUSSION
This study used a mixed-methods approach to bet-
ter understand the care transition experiences of 
veterans and their caregivers in the VA health care 
system and support the development of VA- centered 
discharge interventions suited to the needs of vet-
erans and their caregivers. Our goals were to under-
stand the quality of discharge processes of the VA 
health care system, to identify possible gaps in care, 
and to assess veterans’ and caregivers’ views on po-
tential components for a veteran-centered discharge 
planning intervention.

The quality of care transitions in the VA health 
care system, as indicated by the CTM-15TM survey 
(M = 66.67, SD = 10.45), is similar to that found at 
non-VA hospitals (M = 67.37) ( Coleman et al., 2005). 
Our findings mirror recent Medicare data that indicate 
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that the VA health care system’s readmission rates are 
comparable to those at national private hospitals ( Rau, 
2011b). Although the majority of veterans in our 
study responded favorably about their care transition 
process, we know from national data that a little over 
20 percent of veterans diagnosed with congestive 
heart failure are readmitted to the hospital for the 
same problem within 30 days of discharge ( U.S. 
 Department of  Veterans  Affairs, 2013).

Findings from this study point to some of the ways 
in which care transition interventions may be adapted 
to better suit the needs of veterans and their caregiv-
ers. Results of the quantitative survey, together with 
the themes that emerged in the analysis of the qual-
itative interviews, suggest five issues that could be 
addressed during the discharge process: (1) agreeable-
ness, (2) frustration with complex information, (3) 
caregiver education, (4) the timing of information, 
and (5) the delivery methods of information. Our 
findings mirror themes other national research pro-
grams have identified as important in discharge plan-
ning. For instance, four of the most widely used care 
transition models (the Care Transitions Program, the 
transitional care model, Project BOOST, and Project 
RED) suggest a need to focus on issues such as tar-
geting education to patients and caregivers, starting 
discharge planning sooner rather than later, establish-
ing clear communication patterns, empowering pa-
tients, and providing timely follow-ups ( Bixby & 
 Naylor, 2010;  Coleman &  Williams, 2007;  Jack 
et al., 2012;  Society of  Hospital  Medicine, 2008).

The first issue deals with patients’ and caregivers’ 
gratitude and agreeableness. During the interviews 
some of the veterans and caregivers reported being 
“very grateful” for their care at the VAMC. Indeed, 
almost all of the survey respondents and interviewees 
seemed to acquiesce to what they believed the inter-
viewer would like to hear. Other studies have noted 
that elders who are ill or disempowered may be def-
erential to interviewers ( Beel-Bates et  al., 2007; 
 Ingersoll-Dayton,  Saengtienchai,  Kespichayawattana, 
&  Aungsuroch, 2004). However, this tendency to be 
acquiescent may pose a hindrance to addressing prob-
lems associated with care. If veteran patients or their 
caregivers do not feel empowered, they are less likely 
to ask questions and to seek out health information. 
This point is consistent with findings from this study’s 
quantitative survey, in which one of the lowest 
ranked items dealt with the extent to which the dis-
charge process took into account patient and care-
giver “ preferences.”

Second, the patient and caregiver interviews re-
vealed frustrations with understanding the complex 
health information. Patients reported not understand-
ing provider jargon, difficult aftercare tasks, and prob-
lems with navigating the health care system. This is 
consistent with the quantitative surveys, as medication 
dosing and side effects were among the most problem-
atic issues. Other studies have noted the need to address 
complex health information at discharge ( Chugh, 
 Williams,  Grigsby, &  Coleman, 2009; Coleman, Parry, 
Chalmers, Chugh, & Mahoney, 2007;  Lindquist 
et al., 2012). These qualitative findings were further 
supported by the results of the quantitative survey, in 
which understanding the side effects of their medica-
tions was ranked as the most problematic issue. The 
third care transition issue identified by this study was 
patient and caregiver frustration with the timing of 
information delivery. Learning about multiple med-
ications just before leaving the hospital is not optimal 
for knowledge retention.

The fourth issue was ensuring that education is 
appropriately targeted to caregivers, in addition to 
patients. The final issue highlights optimal ways of 
delivering information and addresses veterans’ and 
caregivers’ views about existing VA health care sys-
tem services and technologies, such as MHV and 
GWN. Other programs have successfully used tech-
nology during discharge planning ( Gurses &  Xiao, 
2006;  Holt,  Flint, &  Bowers, 2011;  Jack &  Bickmore, 
2013). Whereas participants generally appreciated 
the idea of having alternative pathways for receiving 
information, most of the older veterans were hesitant 
to use computers.

This study represents an initial step in identifying 
the care transition needs of veterans. The study is 
limited by its reliance on a small convenience sample 
drawn from a single VAMC and therefore lacks gen-
eralizability. Further research on care transitions in 
the VA system would benefit from larger samples and 
from the inclusion of a broader array of VA hospitals. 
Our interview method and limited sample size did 
not allow us to compare patient versus caregiver per-
spectives. The study was conducted at a single VA 
hospital, so it would also be important to determine 
whether the issues identified in this study’s sample are 
consistent with those in the larger VA system. An-
other limitation of the study was not including ques-
tions about education level, health literacy, and 
activities of daily living functioning, so future research 
should include such questions. In addition, potential 
interviewer effects could have influenced participants’ 
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comfort and willingness to participate. Given the 
finding that older veterans tended to be acquiescent, 
future research might be strengthened by addressing 
this potential response bias with techniques to encour-
age respondents to feel more comfortable expressing 
themselves freely. In addition, future intervention re-
search on issues surrounding the discharge of veterans 
should examine methods of empowering veterans, 
creating health education targeted to caregivers, and 
enhancing communication between the patient and 
the health care provider.

CONCLUSION AND IMPLICATIONS
Recently, the VA health care system has come under 
fire for the quality of care provided to its veterans 
( NBC News, 2014). Care transitions are one of the 
more critical pieces to the VA’s care process. The 
results of this study begin to identify best practices for 
developing better care transition interventions in the 
VA health care system and providing higher quality 
of care for our nation’s veterans. The discharge pro-
cess might be improved by interventions that ensure 
communication of complex information in terms that 
patients and caregivers can understand. As suggested 
by the participants in this study, discharge information 
would best be presented in multiple formats so that 
patients and caregivers may use more than one modal-
ity and have choices based on their learning preferences. 
This also means minimizing one-way comm unication, 
in which the clinician instructs the patient–caregiver 
dyad without careful consideration to their level of 
comprehension. The patient–caregiver dyad needs to 
leave the hospital with an assured sense that they un-
derstand their medications, self-care duties, and 
where to turn when they have questions.

Patient education might be optimized by begin-
ning the educational process upon hospital admis-
sion and continuing throughout the patient’s stay. 
Many studies have noted timing of information 
delivery ( Bixby &  Naylor, 2010;  Jack et al., 2012). 
Education can begin by addressing the patient’s risks 
for being readmitted to the hospital, using instru-
ments like the BOOST risk assessment tool to iden-
tify potential problems, and then targeting these 
topics during the hospital stay ( Society of  Hospital 
 Medicine, 2008). Information should be provided 
in person, in writing, and electronically, so that pa-
tients and caregivers can have access to it once they 
return home from the hospital.

Patient education should not only encompass the 
caregivers, but also be targeted directly to them. 

This approach is essential to optimizing care transi-
tions, because caregivers become the frontline of 
care once patients are home, and study results indi-
cated that they were eager for information. In fact, 
the caregivers were more motivated to learn than 
were the patients, but the results from both the sur-
veys and the interviews indicated that they felt left 
out of the care process. Several studies have also 
identified this theme that caregivers should be in-
cluded in discharge planning ( Bixby &  Naylor, 
2010;  Jack et al., 2012). This becomes a problem 
once they are home and have resumed their role as 
principal care provider.

Older veterans were more comfortable speaking 
one-on-one with the clinical staff and having a 
single phone number to call to address follow-up 
issues. The veterans tended to rely heavily on care-
giver support when seeking information. In con-
trast, caregivers appreciated having access to the 
Internet/computer-based formats to obtain such 
information themselves. Patients and caregivers pre-
ferred interactional videos provided through VA 
technologies to accompany written instruction and 
in-person dialogue with the clinical staff.

A truly responsive care transition protocol should 
allow a tailored approach based on the patient’s in-
dividual needs and preferences. Successful patient 
outcomes are likely to rely on providing multiple 
methods by which patients and caregivers can find 
information when it becomes pertinent in their 
lives. Timing is just as much an element of this equa-
tion as is obtaining the right information through 
the right channel. For instance, if patients and their 
caregivers have been coached about where to find 
information (for example, on the side of the pre-
scription bottle), they will be able to access that in-
formation when it is important to do so.

However, in a large health care system such as the 
Veterans Health Administration, special efforts are 
necessary to enhance patient transitions between the 
many services and clinics within the VA system. For 
example, policies that require the identification of 
high-risk patients in need of follow-up after hospi-
talization and the use of patient-aligned care teams, 
or PACTs, could facilitate the implementation of 
practices identified in this research project. 
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