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Background: The Compensation and Pension (C&P)
determination process is a potential gateway to accessing pain
treatment in the Veterans Health Administration (VHA). However,
attitudes about C&P as a gateway and about collaboration with
C&P clinics among VHA staff are unknown.

Methods: In preparation for an initiative to link veterans seeking
compensation for musculoskeletal disorders to treatment, clinical
and administrative staff from the 8 VHA medical centers in
New England were invited to complete a relational coordination
survey that examined how different workgroups collaborate
(communication and relationships) to provide pain care
to veterans. A subset of those staff also participated in a
semistructured interview about pain treatment referral practices
within their medical centers. VHA staff were from primary care,
administration, pain management, and C&P teams.

Results: Eighty-three VHA staff were invited to complete the
relational coordination survey; 66 completed the survey and

39 participated in the semistructured interview. Most C&P
staff interviewed thought of the compensation examination
as a forensic process and that C&P-based efforts to engage
veterans might interfere with the examination or were not their
responsibility. However, some examiners described their efforts
to determine new veterans’ eligibility for VHA care and to connect
them to specific treatments. VHA staff reported that there was
little communication between the C&P team and other teams.
The survey results supported this finding. The C&P group’s
relational coordination composite scores were lower than any
other workgroup.

Conclusion: Outreach to veterans at New England C&P clinics
was inconsistent, and C&P teams rated low on a measure
of coordination with workgroups involved in pain treatment.
Compensation examinations appear to be underused
opportunities to help veterans access treatment. C&P-based
treatment engagement is feasible; it is being done by some
Compensation teams.
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hronic pain is common in veterans,
and early engagement in pain treat-
ment is recommended to forestall
consequences of untreated pain, including
depression, disability, and substance use
disorders. The Veterans Health Administra-
tion (VHA) employs a stepped care model
of pain treatment, with the majority of
pain care based in primary care (step 1),
and an array of specialty/multimodal treat-
ment options made available at each step in
the model for patients with more complex
problems, or those who do not respond to
more conservative interventions.'
Recognizing the need for comprehen-
sive pain care, the US Congress passed the
Comprehensive Addiction and Recovery Act,
21 USC §1521 (2016), which included pro-
visions for VHA facilities to offer multimodal
pain treatment and to report the availabil-
ity of pain care options at each step in the
stepped care model.> With the passage of the
Veterans Access, Choice, and Accountabil-
ity Act of 2014, 38 USC §101 (2014) and
now the MISSION Act of 2018, 38 USC
8703 (2018) veterans whose VHA facilities
are too distant, who require care unavailable
at that facility, or who have to wait too long
to receive care are eligible for treatment at ei-
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ther VHA or non-VHA facilities.> These laws
allocate the same pool of funds to both VHA
and community care and thus create an in-
centive to engage veterans in care within the
VHA network so the funds are not spent out
of network.*

An opportunity to connect veterans with
VHA care arises at specialized VHA Com-
pensation and Pension (C&P) clinics during
examinations that determine whether a vet-
eran’s health conditions were caused or ex-
acerbated by their military service. Veterans
file claims with the US Department of Vet-
erans Affairs (VA) Veterans Benefits Admin-
istration (VBA), which sends the patient to
either a VHA facility or private practitioners
for these examinations. Although the num-
ber of examinations conducted each year is
not available, there were 274,528 veterans
newly awarded compensation in fiscal year
2018, and a substantial number of the total of
4,743,108 veterans with C&P awards had re-
evaluation examinations for at least 1 of their
conditions during that year.” Based largely on
the compensation examination results, mil-
itary service records, and medical records,
veterans are granted a service-connected rat-
ing for conditions deemed related to military
service. A service-connection rating between
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0% and 100% is assigned by the VBA, with
higher ratings indicating more impairment
and, consequently, more financial compensa-
tion. Service-connection ratings also are used
to decide which veterans are in the highest
priority groups for receipt of VHA health care
services and are exempt from copayments.

Although traditionally thought of as a fo-
rensic evaluation with no clinical purpose,
the C&P examination process affords many
opportunities to explain VHA care to veter-
ans in distress who file claims.® A random-
ized clinical trials (RCT) involving veterans
with mental health claims and a second RCT
including veterans with musculoskeletal
claims each found that veterans use more
VHA services if offered outreach at the time
of the C&P examination.”® In addition to
clinical benefits, outreach around the time
of C&P examinations also might mitigate
the well documented adversarial aspects of
the service-connection claims process.®*1°
Currently, such outreach is not part of rou-
tine VHA procedures. Ironically, it is the VBA
and not VHA that contacts veterans who are
awarded service-connection with information
about their eligibility for VHA care based on
their award.

Connecting veterans to pain treatment can
involve clarifying eligibility for VHA care for
veterans in whom eligibility is unknown, in-
volving primary care providers (PCPs) who
are the fulcrum of VHA pain care referrals,
and motivating veterans to seek specific pain
treatment modalities. Connecting veterans
to treatment at the time of their compensa-
tion examinations also likely involves bidi-
rectional cooperation between the specialized
C&P clinics where veterans are examined
and the clinics that provide treatment.

Relational coordination is a theoretical
framework that can describe the horizontal
relationships between different teams within
the same medical facility. Relational coor-
dination theorizes that communication be-
tween workgroups is related synergistically
to the quality of relationships between work-
groups. Relational coordination is better be-
tween workgroups that share goals and often
have high levels of relational coordination,
which is thought to be especially important
when activities are ambiguous, require coop-
eration, and are conducted under time pres-
sure.'’ High relational coordination also has
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been associated with high staff job satisfac-
tion, high satisfaction with delivered services,
and adherence to treatment guidelines.'*'*
An observational cohort study suggested that
relational coordination can be improved by
targeted interventions that bring workgroups
together and facilitate intercommunication.'

To better understand referral and engage-
ment for pain treatment at compensation
examinations, VA staff from primary care,
mental health, pain management, and C&P
teams at the 8 VHA medical centers in New
England were invited to complete a validated
relational coordination survey.'"'® A subset of
invited staff participated in a semistructured
interview about pain treatment referral prac-
tices within their medical centers.

METHODS

Assessments were conducted as part of
a mixed methods formative evaluation in-
volving quantitative and qualitative meth-
ods for a clinical trial at the 8 VHA medical
centers in New England. The trial is test-
ing an intervention in which veterans pre-
senting for service-connection examinations
for musculoskeletal conditions receive brief
counseling to engage them in nonopioid
pain treatments. The VHA Central Institu-
tional Review Board approved this formative
evaluation and the clinical trial has begun
(ClinicalTrials.gov NCT04062214).

Potential interviewees were involved in re-
ferrals to and provision of nonpharmacologic
pain treatment and were identified by site in-
vestigators in the randomized trial. Identified
interviewees were clinical and administrative
staff belonging to VHA Primary Care, Pain
Management, and Compensation and Pen-
sion clinics. A total of 83 staff were identified.

Semistructured Interviews

A subset of the 83 staff were invited to partic-
ipate in a semistructured interview because
their position impacted coordination of pain
care at their facilities or they worked in C&P.
Staff at a site were interviewed until no new
themes emerged from additional interviews,
and each of the 8 sites was represented. In-
terviews were conducted between June and
August 2018. Standardized scripts describ-
ing the study and inviting participation in
a semistructured interview were e-mailed
to VA staff. At the time of the interview the
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TABLE Relational Coordination Composite Scores for Workgroups?

Workgroups Evaluated

Total Surveys, No. Mean (95% CI)

Surveys Excluding Workgroup Members, No.

Mean (95% CI)

Compensation and pension 66 2.21 (2.01-2.42) 59 2.09 (1.91-2.27)
Primary care 66 3.49 (3.34-3.64) 50 3.38 (3.22-3.55)
Pain management 66 3.78 (3.61-3.96) 34 3.53 (3.25-3.81)
Administration 66 2.86 (.093-4.78) 55 2.84 (2.63-3.05)

aRelational coordination survey scores range from 1 to 5.

study purpose was restated and consent for
audiotaping was obtained. The interviews
followed a guide designed to assess a rela-
tional coordination framework among vari-
ous workgroups. The data in this manuscript
were elicited by specific prompts concerning:
(1) How veterans learn about pain care when
they come through C&P; and (2) How staff
in C&P communicate with treatment pro-
viders about veterans who have chronic pain.
Each interview lasted about 30 minutes.

Relational Coordination Survey

All identified staff were invited to partici-
pate in a relational coordination survey. The
survey was administered through VA RED-
Cap. Survey invitations were e-mailed from
REDCap to VA staff and included a descrip-
tion of the study and assurances of the con-
fidentiality of data collected. Surveys took <
10 minutes to complete. To begin, respon-
dents identified their primary workgroup
(C&P, primary care, pain management, or
administrative leadership or staff), secondary
workgroup (if they were in > 1), and site. Re-
spondents provided no other identifying in-
formation and were assured their responses
would be confidential.

The survey consisted of 7 questions re-
garding beliefs about the quality of commu-
nication and interactions among workgroup
members in obtaining a shared goal.!' The
shared goal in the survey used in this study
was providing pain care services for veter-
ans with musculoskeletal conditions. Using
a 5-point Likert scale, the 7 questions con-
cerned frequency, timeliness, and accuracy
of communication; response to problems
providing pain services; sharing goals; and
knowledge and respect for respondent’s job
function. Higher scores indicated better re-
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lational coordination among members of a
workgroup. Using the survey’s 7 items, com-
posite mean relational coordination scores
were calculated for each of the 4 primary
workgroups. To account for the possibility
that a member rated their own workgroups,
2 scores were created for each workgroup;
one included members of the workgroup and
another excluded them.

Data Analysis

The audio-recorded semistructured inter-
views were transcribed and entered into
Atlas.ti qualitative data analysis software. To
identify cross-cutting themes, a semistruc-
tured telephone interview guide was de-
veloped by the qualitative study team that
emphasized interrelationships between dif-
ferent clinical teams. The transcripts were
then analyzed using the grounded theory
approach, a systematic methodology to re-
duce themes from collected qualitative data.
Two research staff read each transcript twice;
first to familiarize themselves with the text
and then, using open coding, to identify im-
portant concepts that emerged from the lan-
guage and assign codes to segments of text.
To ensure accuracy, researchers included suit-
able contextual information in the coding.
Using the constant comparative method, re-
search staff then met to examine the themes
that emerged in the interviews, discuss and
coalesce coding discrepancies, and compare
perspectives.'’

The composite score (mean of the 7 items
and 95% CI) of the survey responses was an-
alyzed to identify significant differences in
coordination across the 4 workgroups. Anal-
ysis of variance (ANOVA) was used to ex-
amine each relational coordination score by
respondents’ workgroup. Post hoc analyses
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examined relational coordination survey dif-
ferences among the 4 respondent groups.

RESULTS

Thirty-nine survey respondents participated
in the semistructured interviews. C&P ex-
aminers expressed varying degrees of com-
fort with their role in extending access to
pain care for veterans. Some of the examiners
strongly believed that their role was purely
forensic, and going beyond this forensic role
to refer or recommend treatment to veter-
ans would be a violation of their role to con-
duct a forensic examination. “We don’t have
an ongoing therapeutic relationship with any
of the patients,” a C&P examiner explained:
“We see them once; they're out the door. It's
forensic. We're investigating the person as a
claimant, we're investigating it and using our
tools to go and review information from 30,
40 years ago.”

Other examiners had a less strict ap-
proach for working with veterans in C&P,
even though examiners are asked not to pro-
vide advice or therapy. One C&P examiner
noted that because he “can’t watch people
in pain,” during the examination this doc-
tor recommends that patients go to the of-
fice that determines whether they are eligible
for benefits and choose a PCP. Another C&P
examiner concurred with this approach. “I
certainly spend a little time with the veteran
talking to them about their personal life, who
they are, what they do, what they’ve done,
what they're going to do to kind of break the
ice between us,” the second examiner ex-
plained. “At the end, I will make some sug-
gestions to them. 'm comfortable doing that.
I don’t know that everybody is.”

Many of the VHA providers we inter-
viewed had little knowledge of the C&P
process or whether C&P examiners had
any role or responsibilities in referring vet-
erans for pain care. Most VHA providers
could not name any C&P examiners at
their facility and were generally unfamil-
iar with the content of C&P examinations.
One provider bluntly said, “I've never com-
municated with anyone in comp and pen
[C&P].”

Another PCP also expressed concerns
with referrals, suggesting that C&P and pri-
mary care “are totally separate and should
remain separate,” the PCP explained. “My
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concern with getting referral from comp
and pen is that is it then they’re seeking all
sorts of treatment that they wouldn’t neces-
sarily need or ask for otherwise.”

Conversely a different PCP had a pos-
itive outlook on how C&P examiners
might help ease the transition into the
VHA for veterans with pain, especially for
newly discharged veterans. “Having comp
and pen address these issues is really going
to be helpful. I think it could be significant
that the topic is introduced early on.”

Relational Coordination Survey

Relational coordination surveys were
sent to 83 participants of whom 66 re-
sponded. Respondents were from C&P
(n = 7), primary care (n = 16), pain
medicine (n = 32), and administra-
tion (n = 11). Of the 66 respondents,
18 indicated a secondary workgroup.
Respondents on 2 teams (primary/sec-
ondary) were primary care/administrative
(n = 4), pain management/primary care
(n = 4), primary care/pain management
(n = 3), administrative/primary care (n = 3),
and C&P/administrative (n = 1).

The relational coordination compos-
ite scores were lowest for C&P. This find-
ing remained whether C&P staff surveys
were included or removed from the C&P re-
sponses. As demonstrated by the 95% ClI,
when team members’ surveys were included,
C&P scores (95% CI, 2.01-2.42) were signif-
icantly lower than the primary care (95% CI,
3.34-3.64) and pain management (95% CI,
3.61-3.96) groups. All the relational coordi-
nation composite scores were slightly lower
when staff who described their own work-
group were removed (ie, respondents rated
their own workgroups as having higher re-
lational coordination than others did). Using
the composite scores excluding same work-
group members, the composite scores of the
C&P remained significantly lower than all
3 other workgroups (Table). Means values
for each individual item in the C&P group
were significantly less than all other group
means for each item except for the question
on responses to problems providing pain ser-
vices (data not shown). On this item only,
the mean C&P rating was > 3 (3.19), but this
was still lower than the means of the primary
care and pain management workgroups.
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Further analyses were undertaken to un-
derstand the importance of stakeholders’
ratings of their own workgroup compared
with ratings by others of that workgroup. A
1-way ANOVA of workgroup was conducted
and displayed significant workgroup differ-
ences between member and nonmember
relational coordination ratings on 3 of the
4 workgroup’s scores C&P (F = 5.75, 3, 62
df; P < .01) primary care (F = 4.30, 3, 62 df;
P < .008) and pain management (F = 8.22,
3, 62 df, P < .001). Post hoc contrasts be-
tween the different workgroups doing the
rating revealed: (1) significant differences in
the assessment of the C&P workgroup be-
tween the C&P workgroup and both the pri-
mary care (P < .01) and pain management
groups (P < .001) with C&P rating their own
workgroup significantly higher; (2) a signifi-
cant difference in the scoring of the primary
care workgroup with the primary care group
rating themselves significantly higher than
the C&P group; and (3) significant differ-
ences in the scoring of the pain management
workgroup with both pain management and
primary care groups rating the pain man-
agement group significantly higher than the
C&P group. The results were not substan-
tially changed by removing the 18 respon-
dents who identified themselves as being part
of > 1 workgroup .

DISCUSSION
Mixed methods revealed disparate view-
points about the role of C&P in referring
veterans to pain care services. Overall, C&P
teams coordinated less with other work-
groups than the other groups coordinated
with each other, and the C&P clinics took
only limited steps to engage veterans in VHA
treatment. The relational coordination results
appeared to be valid. The mean scores were
near the middle of the relational coordination
rating scale, with standard deviations indi-
cating a range of responses. The lower rela-
tional coordination scores of the C&P group
remained after removing stakeholders who
were rating their own workgroup. Further
support for the validity of the relational co-
ordination survey results is that they were
consistent with the reports of C&P clinic iso-
lation in the semistructured interviews.

The interview data suggest that one rea-
son the C&P teams had low relational coor-
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dination scores is that VA staff interpret the
emphasis on evaluative rather than therapeu-
tic examinations to preclude other attempts
to engage veterans into VHA treatment, even
though such treatment engagement is per-
mitted within existing guidelines. VBA re-
ferrals for examinations say nothing, either
way, about engaging veterans in VHA care.
The relational coordination results suggest
that an intervention that might increase treat-
ment referrals from the C&P clinics would
be to explain the (existing) policy allowing
for outreach around the time of compensa-
tion examinations to VHA staff so this goal
is clearly agreed-upon. Another approach
to facilitating treatment engagement at the
C&P examination is to use other interven-
tions that have been associated with better
relational coordination such as intergroup
meetings, horizontal integration more gener-
ally, and an atmosphere is which people from
different backgrounds feel empowered to
speak frankly to each other.!>!#!° An impor-
tant linkage to forge is between C&P teams
and the administrative workgroups respon-
sible for verifying a veteran’s eligibility for
VHA care and enrolling eligible veterans in
VHA treatment. Having C&P clinicians who
are familiar with the eligibility and treatment
engagement processes would facilitate pro-
viding that information to veterans, without
compromising the evaluative format of the
compensation examination.

An interesting ancillary finding is that re-
lational coordination ratings by members
of 3 of the 4 workgroups were higher than
ratings by other staff of that workgroup. A
possible explanation for this finding is that
workgroup members are more aware of the
relational coordination efforts made by their
own workgroup than those by other work-
groups, and therefore rate their own work-
group higher. This also might be part of a
broader self-aggrandizement heuristic that
has been described in multiple domains.?
Staff may apply this heuristic in reporting
that their staff engage in more relational co-
ordination, reflecting the social desirability of
being cooperative.

There are simple facility-level interven-
tions that would facilitate veterans access to
care such as conducting C&P examinations
for potentially treatment-eligible veterans at
VHA facilities (vs conducted outside VHA)
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and having access to materials that explain
the treatment options to veterans when
they check in for their compensation ex-
aminations. The approach to C&P-based
treatment engagement that was success-
fully employed in 2 clinical trials involved
having counselors not connected with the
C&P clinic contact veterans around the
time of their compensation examination to
explain VA treatment options and motivate
veterans to pursue treatment.®? This inde-
pendent counselor approach is being evalu-
ated in a larger study.

Limitations

These data are from a small number of VA
staff evaluating veterans in a single region
of the US. They do not show causation, and
it is possible that relational coordination is
not necessary for referrals from C&P clin-
ics. Relational coordination might not be
necessary when referral processes can be
simply routinized with little need for com-
munication.!! However, other analyses in
these clinics have found that pain treatment
referrals in fact are not routinized, with
substantial variability within and across in-
stitutions. Another possibility is that fea-
tures that have been associated with less
relational coordination, such as male gen-
der and medical specialist guild, were dis-
proportionately present in C&P clinics
compared to the other clinics.” Finally, vet-
erans may be eligible for priority VA care
for reasons that do not involve service-
connection claims (38 CFR § 17.37).

CONCLUSIONS

There have been public calls to improve
the evaluation of service-connection claims
such that this process includes approaches
to engage veterans in treatment.*? Refer-
ring veterans to treatment when they come
for C&P examinations will likely involve
improving relational coordination between
the C&P service and other parts of VHA.
Nationwide, sites that integrate C&P more
fully may have valuable lessons to impart
about the benefits of such integration. An
important step towards better relational co-
ordination will be clarifying that engaging
veterans in VHA care around the time of
their C&P examinations is a facility-wide
goal.
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