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Background: Rapid approaches to collecting and analyzing qual-
itative interview data can accelerate discovery timelines and inter-
vention development while maintaining scientific rigor. We describe
the application of these methods to a program designed to improve

care coordination between the Veterans Health Administration
(VHA) and community providers.

Methods: Care coordination between VHA and community pro-
viders can be challenging in rural areas. The Telehealth-based Co-
ordination of Non-VHA Care (TECNO Care) intervention was
designed to improve care coordination among VHA and community
providers. To ensure contextually appropriate implementation of
TECNO Care, we conducted preimplementation interviews with
veterans, VHA administrators, and VHA and community providers
involved in community care. Using both a rapid approach and
qualitative analysis, an interviewer and 1–2 note-taker(s) conducted
interviews.

Results: Over 5 months, 18 stakeholders were interviewed and we
analyzed these data to identify how best to deliver TECNO Care.
Responses relevant to improving care coordination include health
system characteristics; target population; metrics and outcomes;
challenges with the current system; and core components. Veterans
who frequently visit VHA or community providers and are referred
for additional services are at risk for poor outcomes and may benefit
from additional care coordination. Using these data, we designed
TECNO Care to include information on VHA services and pro-
cesses, assist in the timely completion of referrals, and facilitate
record sharing.

Conclusion: Rapid qualitative analysis can inform near real-time
intervention development and ensure relevant content creation while
setting the stage for stakeholder buy-in. Rigorous and timely anal-
yses support the delivery of contextually appropriate, efficient, high-
value patient care.
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The traditional health services research pipeline has been
criticized for taking too long to transform knowledge into

practice.1–3 Over the timeline required to plan, conduct, and
analyze a clinical trial, funding priorities may change, health
care policies evolve, and newer therapies and technologies
are developed.4 Therefore, we must identify methods
that improve the innovation timeline without sacrificing
scientific rigor.

From the *Center of Innovation to Accelerate Discovery and Practice
Transformation, Durham Veterans Affairs Health Care System; †School
of Nursing, Duke University; ‡Division of Endocrinology, Diabetes, and
Metabolism, Duke University School of Medicine, Durham, NC; §Center
for Healthcare Organization and Implementation Research (CHOIR), VA
Boston Healthcare System; ∥Department of Psychiatry, Harvard Medical
School, Boston, MA; ¶Department of Population Health Sciences, Duke
University School of Medicine; #Division of General Internal Medicine,
Department of Medicine, Duke University School of Medicine; and
**Department of Psychiatry and Behavioral Sciences, School of Nursing,
Duke University, Durham, NC.

Portions of this work was presented at the following conferences: VA HSR&D/
QUERI National Conference, Washington, DC, from October 29 to 31,
2019 and the 12th Annual Conference on the Science of Dissemination and
Implementation; Arlington, VA, from December 4 to 6, 2019.

Supported by the US Department of Veterans Affairs (VA) Office of Rural
Health (VRHRC-IC #14416); the Department of Veterans
Affairs Office of Academic Affiliations grant #TPH 21-000 (to A.A.L.);
the Durham Center of Innovation to Accelerate Discovery and Practice
Transformation grant #CIN 13-410 (to H.B.B., C.W.-C., M.J.C.,
A.A.L., F.A.M., L.L.Z.); HSR&D grants #16-213 (to M.J.C.), #08-027 (to
H.B.B.); and the VA Office of Rural Health (to M.J.C.). Visit www.
ruralhealth.va.gov to learn more. The content is solely the responsibility of
the authors and does not necessarily reflect the position or policy of Duke
University, the US Department of Veterans Affairs, or the US government.

H.B.B. reports receiving research funds from Sanofi, Otsuka, Johnson and
Johnson, Improved Patient Outcomes, Novo Nordisk, PhRMA Founda-
tion as well as consulting funds from Sanofi, Otsuka, Abbott, and No-
vartis. L.L.Z. reports receiving funding from the PhRMA Foundation and
Proteus Digital Health as well as consulting funds from Novartis. A.A.L.
reports receiving funding from Otsuka and the PhRMA Foundation. The
remaining authors declare no conflicts of interest.

Correspondence to: Allison A. Lewinski, PhD, Durham VA Health Care
System, HSR&D COIN (558/152), 508 Fulton Street, Durham, NC
27705. E-mail: allison.lewinski@duke.edu.

Supplemental Digital Content is available for this article. Direct URL cita-
tions appear in the printed text and are provided in the HTML and PDF
versions of this article on the journal’s website, www.lww-medicalcare.
com.

Copyright © 2021 The Author(s). Published by Wolters Kluwer Health, Inc.
This is an open access article distributed under the terms of the Creative
Commons Attribution-Non Commercial-No Derivatives License 4.0
(CCBY-NC-ND), where it is permissible to download and share the
work provided it is properly cited. The work cannot be changed in any
way or used commercially without permission from the journal.

ISSN: 0025-7079/21/5906-S242

ORIGINAL ARTICLE

S242 | www.lww-medicalcare.com Medical Care � Volume 59, Number 6 Suppl 3, June 2021



Rapid qualitative analysis is an applied method used to
obtain actionable, targeted qualitative data on a shorter
timeline than traditional qualitative methods.5–8 This prag-
matic method follows accepted scientific practices, is rig-
orous, and facilitates the collection of readily applied
qualitative data.5,9,10 Compared with traditional qualitative
approaches, rapid qualitative analysis does not seek to pro-
vide a theoretically rich, in-depth understanding of a concept
or phenomenon. Data collection and analysis aim to identify
or broaden the understanding of key mechanisms, inter-
vention elements, salient descriptors, or facilitators and bar-
riers of a program to address time-sensitive research
questions. This method is suitable when data collection tar-
gets (eg, deliverables, selection of interviewees) and pro-
cesses (eg, interview protocols) are highly structured. Thus,
rapid qualitative analysis processes may be one way to
shorten the traditional research timeline by quickly identify-
ing and addressing real-world challenges in a health care
system.

Health services researchers embedded within a health
system may be particularly well-positioned to conduct perti-
nent rapid qualitative analyses. These researchers lead proj-
ects that are of importance to the health system, are familiar
with key stakeholders, and can incorporate stakeholder
viewpoints to ensure the relevance of research11 in a dynamic
health care environment with rapidly changing policies.12,13

A shorter research timeline enables embedded researchers to
meet and immediately address real-world clinical and policy
demand for improved health care delivery activities.

CONTEXT: EVOLVING POLICIES IMPACT
HEALTH CARE DELIVERY

AND HEALTH SERVICES RESEARCH
The Veterans Access, Choice, and Accountability Act

of 2014 (Choice Act) was designed to improve veterans’
access to timely, high-quality health care by expanding the
availability of medical services via agreements with com-
munity providers.14 Owing in part to the Choice Act’s rapid
implementation timeline,15 veterans, Veterans Health Ad-
ministration (VHA) clinical providers, and community pro-
viders experienced care coordination challenges.16–19

Suboptimal care coordination between VHA and community
providers has led to care fragmentation,16–20 difficulties with
care tracking,20 and redundant medication prescribing.15 In
mid-2019, VHA implemented the Maintaining Internal Sys-
tems and Strengthening Integrated Outside Networks Act
(MISSION Act) to expand the ability of veterans to obtain
community-based care as a means of receiving timely, high-
quality care.21

Given changing policies, pressing health care needs,
and a desire to improve the care provided to veterans, reliance
upon the traditional research timeline may delay efforts to
address suboptimal care coordination. Incorporating feedback
from veterans, as well as VHA and community providers, on
a rapid timeline during the design of an intervention may be
one way to improve the “fit” and usefulness of a coordinated
care intervention.

Purpose
We describe a focused methodological approach using

rapid qualitative analysis that facilitated the identification of
evidence-based recommendations for intervention develop-
ment and implementation while maintaining scientific rigor.

METHODS
We conducted a 12-month project, Telehealth-based

Coordination of Non-VHA Care (TECNO Care), to address
the challenges of suboptimal care coordination between VHA
and community providers. This project was deemed non-
research by the local Institutional Review Board. We fol-
lowed verbal informed consent procedures with all interview
respondents.

Framework
The Consolidated Framework for Implementation Re-

search (CFIR)22 guided all project activities. CFIR consists of
5 domains,22 which operationalized for our project:
(1) Intervention characteristics, core components of a

program to improve care coordination among VHA and
community providers.

(2) Inner setting, contextual features of the VHA such as the
administrative structure and processes that influence
health care delivery and care coordination.

(3) Outer setting, factors outside of the VHA which impact
community care and implementation of a care coordina-
tion program.

(4) Individual characteristics, characteristics of veterans and
of VHA and community providers who will implement
and use the care coordination intervention.

(5) Implementation process, actions that veterans as well as
VHA and community providers take to implement the
care coordination program.

We used CFIR to inform data collection methods,
sampling strategy, coding, analysis, and intervention refine-
ment so that we could develop a contextually relevant and
timely intervention.

Proposed Intervention
Draft Intervention

TECNO Care was designed to leverage VHA’s telehealth
infrastructure to address current problems with VHA and
community care coordination. On the basis of our expertise in
developing interventions,23,24 we decided early on that we
would use established care coordination approaches via com-
munity care home telehealth (CCHT) to facilitate communica-
tion between veterans, VHA providers, and community
providers (Fig. 1). Specifically, TECNO Care would leverage
CCHT resources in that: (1) it is delivered by existing VHA
CCHT clinical staff who are already trained to provide care
coordination services; (2) the note templates are based on
existing CCHT note formats, though tailored to focus on VHA-
community care coordination; and (3) it uses existing Veterans
Affairs (VA) electronic health record infrastructure for all
documentation and data tracking. However, many features were
left to be determined by data collected during the interviews
with stakeholders. Using CFIR as a guide, we identified 6

Medical Care � Volume 59, Number 6 Suppl 3, June 2021 TECNO Care

Copyright © 2021 The Author(s). Published by Wolters Kluwer Health, Inc. www.lww-medicalcare.com | S243



a priori areas of interest in which to obtain information as we
designed TECNO Care:
(1) How should we identify VHA sites in which to implement

TECNO Care? [Inner setting]—We identified contextual
factors and the ways in which TECNO Care could
supplement current VHA programs addressing care
coordination.

(2) How should we identify community sites to which to apply
TECNO Care? [Outer setting]—We obtained community
providers’ motivation and ability to engage with TECNO
Care.

(3) Which are the “right” patients and disease conditions for
TECNO Care? [Characteristics of individuals]—We
defined which veterans and/or disease states would most
benefit from TECNO Care.

(4) What are the central care coordination tasks TECNO
Care should address? [Intervention characteristics]—We
ensured that TECNO Care was neither duplicative nor
burdensome to those who would be delivering TECNO
Care.

(5) What are potential barriers and facilitators to VHA and
community provider communication for TECNO Care?
[Outer setting, Inner setting]—We identified optimal
strategies for communication between home telehealth
nurses and community providers.

(6) What are the right metrics to assess TECNO Care’s
effectiveness? [Process]—We identified which metrics
should be followed to assess the program’s impact.

Data Collection
Setting and Sample

All project activities occurred at a VHA in the South-
east US. We used a combination of purposive and snowball
sampling to interview local VHA stakeholders (eg, admin-
istrators and clinicians) who either led or provided care to
veterans. We used the electronic health record to identify
community providers and veterans. Eligible community

providers were those who had provided care to at least 10
veterans in the past year. Eligible veterans had to have ob-
tained community care within the past year from one of the
community-based providers we interviewed.

Interview Guide
Interview questions were informed by the a priori areas

of interest described above. To guide question development
in the interview guide, probing, and overall interview struc-
ture, we mapped interview questions to relevant CFIR do-
mains and constructs (Table 1). Interview questions were
open-ended and probes (“Tell me more,” “Please explain
what you mean”) were used, as needed, to clarify interviewee
responses.

Interview Structure
The interview team consisted of an interviewer and 1–2

note-taker(s). The interviewer followed the interview guide,
and the note-taker(s) simultaneously took notes in a struc-
tured format based on our 6 a priori areas. Note-takers were
permitted to ask questions during the interview to obtain
clarification on a concept or statement.

Analysis Plan
We used rapid qualitative analysis with purposeful data

reduction activities. While interviews were recorded, they
were not transcribed. Two investigators met and reviewed all
notes taken by the interviewer and note-taker(s) during in-
terviews with VHA providers, community providers, and
veterans. Informed by concepts in CFIR and a priori areas,
these investigators used thematic analysis and the matrix
method to identify main responses across all interviews and
debrief notes.25–27 Rigor and validity were established by
independently coding and assigning these data in the matrix
and discussions with the larger team.

RESULTS

Sample and Timeline
Interviews were completed with VHA stakeholders

(n= 8; primary care and specialty physicians, administrators,
operational leaders), community providers (n= 5; primary
care physicians and advanced practice providers), and veter-
ans (n= 5). Of the 5 veterans interviewed, the mean age was
70 years and 4 identified as male. We stopped interviewing
new stakeholders when we achieved information saturation
on care coordination.28 Interviews with VHA and community
providers lasted between 20 and 25 minutes, and veteran
interviews lasted between 15 and 20 minutes. All interviews
were conducted over 3 months. Analyses were completed
within 2 months of completion of the final interview, meaning
that the entire qualitative data collection and analysis process
was completed within 5 months.

Methodological Process Results
Our queries about whom to interview and rationale for

conducting interviews at certain times were informed by our
knowledge of VHA processes and infrastructure. We used our
personal and clinical networks to initially identify VHA

FIGURE 1. Conceptual framework of TECNO Care inter-
vention. TECNO Care indicates Telehealth-based Coordination
of Non-VHA Care; VHA, Veterans Health Administration.
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stakeholders to interview. We asked interviewees to suggest
names of other VHA-affiliated individuals who oversaw, or
were involved in, community care with whom we might
speak. Interviewees were asked to send an email to in-
dividuals whose names they suggested to introduce the
TECNO Care study and describe the purpose of an interview.
Next, the primary investigator emailed that individual to in-
troduce himself, further describe the study, and arrange an
interview time. This approach to identifying interviewees
ensured we did not “cold-contact” individuals and decreased
the chances that interview requests would be ignored.

The interview process was iterative. Questions were
reduced and/or changed according to responses received in

prior interviews (Fig. 2). Intervention refinement began after
the first interview and continued until the final interview. At
each interview, after describing the emerging intervention,
interviewees were asked to express how our intervention
aligned with their work duties and schedule and whether the
intervention, as described, addressed suboptimal care
coordination. Detailed notes were taken during interviews,
and debriefs were held immediately after each interview to
enable the interview team to discuss common responses
across interviews; identify areas upon which to gather more
data, either through interviewing new stakeholders or
reinterviewing stakeholders; and amend the interview guide
over time to probe interviewees on emerging findings.

TABLE 1. Provider and Veteran Interview Questions (CFIR Domain and Related Construct)23

VHA and community providers
Community care experiences

(1) What conditions or types of patients do you think require better care coordination between VHA and community providers? [Outer setting; patient needs
and resources]

(2) Who are the key players inside your organization that we should talk with about TECNO? [Process; engaging]
(a) How about more broadly in the VHA?
(b) How about in the community?

(3) What types of community care (specific referrals or services) require better care coordination between VHA and community providers? [Inner setting;
relative priority]

(4) What specific tasks should be addressed by a program designed to improve care coordination between VHA and community care? [Inner setting; relative
priority]

(5) How would you know if a program designed to improve care coordination between VHA and community care were effective? [Intervention
characteristics; relative advantage]
(a) What metrics would you follow to determine success?

Barriers and facilitators for TECNO Care
(1) Tell me about how the VHA currently oversees coordination with community care. [Intervention characteristics; relative advantage]

(a) How do you transfer and receive clinical data?
(b) How does the reimbursement system work?

(2) How well do you think the current system of VHA/community care coordination aligns with your patients’ needs? [Outer setting; patient needs and
resources]
(a) What works well about that system or approach?
(b) What could be improved?

(3) When you think about a telehealth-delivered program to improve coordination between VHA and community care, what factors to do you see already in
place to support such a program? [Inner setting; structural characteristics]
(a) What factors could or should be put in place?
(b) How does innovative technology factor into this system?

Barriers and facilitators for TECNO Implementation
(1) What challenges do you see in implementing a program like TECNO Care into routine practice at your facility? [Inner setting; readiness for change]
(2) What resources would make it easier to implement a program like TECNO Care into routine practice at your facility? How does innovative technology

factor into this system? [Process, planning]
(3) Is there anything you can share about care coordination and the Veteran’s CHOICE Act that was not discussed?

Veterans
Barriers and facilitators for TECNO Care

(1) When you accessed medical care outside the VHA, what worked well? What did not work well? [Outer setting; patient needs and resources]
(2) When you accessed community-based care, how did VHA facilitate coordinating communication between VHA and community providers? [Outer

setting; patient needs and resources]
(a) How did you or your VHA providers ensure that your community providers had the information that they needed to give you the best possible care?
(b) Did you have to deal with any bills? If so, how did the billing process work?

(3) Are you familiar with telehealth in the VHA? Have you used it and if so, what thoughts do you have about it? [Outer setting; patient needs and
resources]

Barriers and facilitators for TECNO Implementation
(1) If there were a program designed to improve care coordination between VHA and community care, what things would be most important for it to

address? [Characteristics of individuals; knowledge and beliefs about the intervention]
(2) If there were a program designed to improve care coordination between VHA and community care, how would you know if the program were working

well? [Characteristics of individuals; knowledge and beliefs about the intervention]
(3) What would make it easier or more difficult for you to use a program designed to improve care coordination between VHA and community care?

[Characteristics of individuals; individual identification with organization]

CFIR indicates Consolidated Framework for Implementation Research; TECNO Care, Telehealth-based Coordination of Non-VHA Care; VHA, Veterans Health Administration.
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In addition, interviewers discussed emerging patterns with the
larger project team at biweekly meetings to ensure validity,
rigor, and relevance to the study purpose. Discussions during the
biweekly meetings served to contextualize emerging patterns
and identify the need to interview additional stakeholders.

Responses
We identified expected and unexpected responses dur-

ing analysis. Four responses were expected and addressed
structural aspects of TECNO Care. Two responses were novel
and addressed system-level and information needs. Due to
our framework and structured questioning, these actionable
findings could be directly and quickly applied to TECNO
Care. We fully describe each response in Table 2 and describe
how we used these findings to develop TECNO Care in
Table 3.

Structural Aspects
Structural aspects focused on discrete characteristics of

VHA, the target population, metrics, and TECNO Care core
components. When asked about VHA characteristics, re-
spondents described the capacity of VHA to provide care and
medication management, structural characteristics of VHA,
and how veterans experience care within VHA and the
community. One VHA provider described current care co-
ordination processes, “For certain medical and surgical spe-
cialties, care coordination is not a need … as comprehensive
authorization tends to cover a good amount … for other in-
stances or diagnoses, it is more of a one-and-done type of
authorization.” Another VHA provider commented, “we
could look at where the biggest problem areas are in terms of
volume of patients waiting a long time to receive community
care services, in many cases, it has less to do with the patient
population themselves, and more to do with the supply of
providers for that specific disease condition.”

In regard to target population characteristics, re-
spondents described disease-specific and demographic factors
that influence VHA and community care coordination. When
asked which patients are at risk for poor care coordination,

one VHA provider first described the benefit of the VHA
patient-aligned care team (PACT) in the context of patients
who have complex health care needs (eg, comorbidities,
polypharmacy, specialized care needs). He then stated, “[We
should focus on] patients we send out to the community for
primary care. If [a patient] gets primary care in the VA they
have PACT … a whole team who can help coordinate the
care and then send [the patient] to specialists. If you are out in
the community, [patients] don’t have that.”

We queried respondents about metrics or outcomes that
would ensure TECNO Care is providing relevant care coor-
dination data to VHA stakeholders. One VHA provider de-
scribed how access was important, “it is not just true access,
meaning what percentage of our patients have visits within
30 days of their desired day. It is also patient perceptions of
access.” Another VHA stakeholder stated examining the
quality of care is important and described current challenges,
“we want to make sure our patients are getting high-quality
care … [describes metrics used in VHA], but I don’t know
[these same statistics] for our providers in the community.”

Respondents commented on the core components of
TECNO Care such as the specific aspects of care coordination
on which to focus and where to allocate resources to ensure
successful care coordination. In a second interview with a
VHA provider, we reviewed what we learned from other
interviews and described how TECNO Care could align with
current VHA processes. The VHA provider stated, “That is
the goal of trying to use the resources we have to have to
focus on those conditions and those patients.” In addition, we
described TECNO Care in interviews with community pro-
viders. In response to hearing about how TECNO Care would
assist in care coordination, one community provider stated,
“That is probably the biggest thing, just the outside referrals, I
think that is the biggest need.”

System-level Challenges
Respondents described challenges with the current

system, which included general lack of knowledge about

FIGURE 2. Timeline of activities from month 1 through month 5. VHA indicates Veterans Health Administration.
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community care and the referral process. One community
provider stated, “I would say the number one challenge is
referrals … it is confusing in regards to what we need au-
thorizations for and what we do not need authorizations for.”
Veterans echoed challenges experienced by community pro-
viders with referrals to receiving additional specialty care.
When asked how to overcome challenges with community
care, one Veteran stated, “accessing medical records, [com-
munity providers] … should have access to my past medical
records.” Overall, veterans described obtaining community
care was a positive experience because the providers were
close and convenient.

Information Needs
We identified, additional observations, such as the need

for timely information pertaining to care coordination pro-
cesses and how to integrate this care with VHA care. One
Veteran stated, “the [community provider] needs the same

access that the VA primary care would provide [the patient]
as far as setting up appointments [for referrals].” Overall,
Veteran interviews were critical in refining the intervention to
ensure that TECNO Care was beneficial to veterans as well as
VHA and community providers.

DISCUSSION
The processes to develop TECNO Care facilitated the

design of a contextually relevant and timely intervention to
address suboptimal coordination between VHA and com-
munity providers. Moreover, rapid qualitative analysis fa-
cilitated the refinement of the intervention components to
ensure alignment with the overall study purpose and VHA
goals. Our research team leveraged our expertise in inter-
vention development and conduct at VHA as well as our
knowledge of the importance of stakeholder buy-in to the
success and adoption of any program in determining our re-
search approach. By interviewing veterans and VHA and

TABLE 2. Description of Identified Responses and Related CFIR Domain23

Response Description

Structural
VHA context
[Inner setting]

Capacity
Number of clinicians to meet clinical need; limited physical space at facilities
Unique factors
Communication among offices; differences among facilities within the VHA
Veteran experience
Preference for providers with knowledge of Veteran experience
Convenience and continuity of care offered in VHA is a positive
Medications
Veterans can obtain medications at VHA pharmacies

Target population
[Intervention characteristics]

Illness-specific
Patients with a chronic illness, frequent visits to VHA, special populations (eg, mental illness, physical therapy)

or polypharmacy
Demographic-specific
Rural veterans, veterans who obtain medications at VHA, or veterans with challenging social determinants of health

Metrics and outcomes
[Process]

Quality of care outcomes
Strategic Analytics for Improvement and Learning (SAIL) or Healthcare Effectiveness Data and Information Set (HEDIS)
Completed referrals, rehospitalizations
Patient-reported outcomes
Satisfaction with care, access to care

Core components of the
intervention

[Intervention characteristics]

Care coordination
Facilitate referrals and medication refills and update providers about status
Coordinate information sharing (medical records, laboratory/test results) among providers
Information sharing
Provide information to community providers and veterans about VHA and community care program

System-level
Challenges with the current

system
[Inner setting]

General challenges
Challenges identifying community providers in a timely fashion
Confusion about community care processes
Referral process for specialty care or medical services is confusing
Billing procedures are not transparent
VHA-specific
Identifying veterans who would benefit from community care is challenging
Medical record sharing makes it challenging to re-engage veterans into VHA
Care coordination staff are busy

Information needs
Additional observations
[Characteristics of individuals]

Veteran-centered
Provide timely and personalized care; facilitate continuity of care
Provide education on telehealth and share that telehealth is supplementary to care, not a replacement

Interview sample included: VHA stakeholders (n= 8), community providers (n= 5), and veterans (n= 5).
CFIR indicates Consolidated Framework for Implementation Research; VHA, Veterans Health Administration.
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TABLE 3. TECNO Care Components and Structure
Month and Activity

Month 1 Month 2 Month 3 Month 4 Month 5

Area
of Interest

Draft
Intervention

VHA
Interviews

Community
Interviews

Veteran
Interviews

Impact on Final
Intervention

Fit in VHA Area of interest
How should we

identify VHA and
community sites in
which to implement
TECNO Care?

Finding
High need for clinicians in

the community and at
VHA to meet the needs
of veterans

Finding
Challenges exist with

record sharing,
obtaining and
completing referrals

Finding
Veterans satisfied with

providers, but have
challenges with billing and
medications

Outcome
Involve stakeholders in

implementation to ensure
TECNO Care is a value
add and contextually rele-
vant as use of community
care will increase

TECNO Care can ensure
community care processes
are seamless

Action
TECNO Care fits a need

at VHA and can assist
with care coordination
for veterans

Action
Community providers

are unaware of how
community care
and/or VHA works

Action
Veterans like the

convenience and
continuity of care offered
in VHA

Question remaining
What are the experiences of

community providers with
community care?

Question remaining
What are the

experiences of veterans
using community care?

Population Area of interest
Which are the “right”

patients and
disease
conditions
for TECNO Care?

Finding
High-risk veterans with

frequent visits or special
populations (ie, rural, mental
illness) are at risk for poor
outcomes

Finding
Community providers

suggested veterans with
polypharmacy and/or who
need specialty services

Finding
Veterans want care that

addresses their medical
needs completed in a
timely fashion

Outcome
Focus on high-risk veterans

(eg, multiple comorbid-
ities, polypharmacy,
challenging social deter-
minants of health) and
those veterans who need
referrals to specialty care,
tests, or procedures

Complete referrals and
activities in a timely
fashion and “close the
loop” among all parties
involved

Action
TECNO Care may be most

beneficial for high-risk
veterans with many visits to
providers

Action
TECNO Care may be most

beneficial for veterans
who need referrals to
other services

Action
TECNO Care should

facilitate the completion
of referrals and medical
care in a timely fashion

Question remaining
What characteristics of

veterans do community
providers feel would benefit
most from TECNO Care?

Question remaining
What are the experiences of

veterans with referrals and
obtaining care in the
community?

Implementation
process

Area of interest
What are key

barriers and
facilitators to VHA
and community
provider
communication for
TECNO Care?

Finding
There are opportunities to

integrate TECNO Care
into existing workflows
using existing staffing, but
staff effort is limited

Finding
Minimal, if any,

information is provided to
community providers about
VHA processes and how to
use VHA services

Finding
There is perceived

discontinuity in
communication between
VHA and community
providers

Outcome
Examine person-time and

effort for TECNO Care
interventionist to de-
termine how much time
is needed for
completion of TECNO
Care

Obtain feedback from VHA
and community providers
and Veteran during
implementation to help
identify problems

Action
Design TECNO Care to be

delivered in a way that
complements existing
care coordination efforts and
with the minimal dose possi-
ble to facilitate coordination

Action
Ensure that community

providers are given
tangible resources and
information about who
can address their questions

Action
Consider what

Veteran-specific care
information can be shared
from VHA to community
providers to reduce asking
veterans repeated questions

Question remaining
What key pieces of

information should be
universally communicated
to community providers
about VHA?

Question remaining
What is the best approach

and timing for disseminating
resources to community
providers?

Outcomes Area of interest
What are the right metrics

to follow in assessing
TECNO Care’s
effectiveness?

Finding
Outcome metrics (eg, SAIL,

HEDIS) are important
to VHA in determining
operations

Finding
Completion of referrals

and obtaining information
on the Veteran is
challenging

Finding
Veterans find obtaining in-

formation about community
providers and test results
challenging

Outcome
Number of referrals and

referral completion rate,
health outcomes,
hospitalizations

(Continued )
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community providers, we obtained key insights into chal-
lenges experienced in care coordination, and we began to
build engagement and buy-in for our work to improve care
coordination. In a search of published, peer-reviewed liter-
ature describing the rapid analysis, we identified the use of
rapid analysis in process and summative evaluations of pro-
grams. However, we did not locate literature on the use rapid
qualitative analysis in intervention development similar to the
methods described in this manuscript. Our use of rapid
qualitative analysis in intervention development adds to the
literature because our rigorous and valid approach was guided
by the CFIR framework, clearly articulated a priori areas of
interest, targeted selection of key stakeholders to interview,
continuous stakeholder feedback, immediate debriefs fol-
lowing each interview and routine research team discussions.

Rapid qualitative analysis is one way to develop con-
textually relevant interventions to time-sensitive problems
and reduce research waste. Half of the research completed is
never published, has avoidable design flaws, or does not align
with health systems’ priorities.1 Once evidence is established,
only one third of studies are implemented.2,3 Much of this
delay relates to current research funding processes and tra-
ditional methodological approaches. The use of qualitative
methods throughout the research process can bridge the re-
search-to-practice gap by ensuring the “fit” of the research

within the local context.5,6,29,30 Qualitative methods can help
researchers develop interventions or programs, identify
effective components within those interventions or programs,
and determine when, how, where, and for whom the inter-
ventions or programs are most successful.29,31 Qualitative
data can help ensure that the intervention provides a relative
advantage over current practice, is feasible to implement,
leverages the health system or community’s strengths, and is
contextually appropriate.32,33 However, in a rapidly changing
health care environment, traditional methods are not often
equally rapid and thus become unsuitable as these traditional
qualitative research methods may incompatible with rapidly
changing health care delivery needs.5,6,32

Rapid qualitative analysis in the context of a frame-
work-guided approach and a priori areas of interest facilitated
the development of actionable evidence faster than traditional
qualitative methods. For example, using operationalized
definitions of CFIR domains and a priori areas of interest, we
were able to capture the needs of the various stakeholders on
a timeline that ensured that findings were still relevant when
data collection ended. Our analytic approach, with targeted
sampling and more structured questions, quickly identified
challenges to care coordination and developed a useful, evi-
dence-informed intervention that aligned with the Office of
Rural Health VHA priorities. Importantly, we meaningfully

TABLE 3. TECNO Care Components and Structure (continued)

Month and Activity

Month 1 Month 2 Month 3 Month 4 Month 5

Area
of Interest

Draft
Intervention

VHA
Interviews

Community
Interviews

Veteran
Interviews

Impact on Final
Intervention

Examine community
provider and Veteran
satisfaction with TECNO
Care and care in the
community program

Action
Use patient-reported

outcomes and metrics
that are valuable to
VHA stakeholders

Action
Include a metric to assess

referral completion and
quality of record sharing

Action
Examine patient-reported

outcomes and satisfaction
with community providers

Question remaining
What outcomes and metrics

are important to community
providers?

Question remaining
Are veterans satisfied with

the care they receive from
community providers?

Interventionist
and content
delivered

Area of interest
What are the

central care
coordination tasks
TECNO Care
should
address?

Finding
Timeliness of referrals and

follow-up to understand
when/which referrals have
been completed

Help identify providers in
the community

Finding
Information from the VHA

can be delayed or
incomplete

Medication (re)fills and
formulary information is
particularly problematic

Finding
It is disconcerting when

VHA and community
providers share incongruent
information about resources
and processes

Outcome
Knowledge of VHA and

community resources
available to assist the
Veteran

Share information on VHA
processes and procedures

Serve as a point of contact
for questions

Educate veterans and
community providers on
VHA pharmacy
procedures

Action
Develop an approach to

quickly identify veterans
and/or referrals that need
additional support

Action
Provide resources and

information about how to
connect with VHA for
Veteran-specific questions

Action
Provide resources and

information about how
to connect with VHA
for specific questions

Question remaining
Can we predict “at-risk”

referrals that should be
prioritized for TECNO
Care?

Question remaining
What mode of delivery is most

suitable to provide
information about VHA
processes?

HEDIS indicates Healthcare Effectiveness Data and Information Set; SAIL, Strategic Analytics for Improvement and Learning; TECNO Care, Telehealth-based Coordination of
Non-VHA Care; VHA, Veterans Health Administration.
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refined our questions over time based upon CFIR domains;
these changes occurred because we were explicit in the in-
formation we desired in our a priori areas of interest.

Our use of researchers familiar with the VHA enabled
us to prioritize questions during the interviews to obtain tar-
geted and actionable information on care coordination
processes. Rapid approaches are pragmatic, follow accepted
scientific practices, are rigorous, can be done in teams, and
can use researchers and resources already within the health
care system to focus the collection and analysis of data.
However, challenges exist to using rapid qualitative analysis,
as this method necessitates a clear understanding of the
funder/stakeholder’s priorities, a grasp of the phenomenon of
interest, and a need for less exploratory qualitative findings.

Innovative research methods that leverage the inherent
strengths of qualitative approaches and data can inform the
design, implementation, processes, feasibility, and accept-
ability of health services and implementation science research
and interventions34; however, the use of in-depth qualitative
research methods may not be appropriate, or equitable, for
projects with shorter timelines, limited resources, and/or a
need for more targeted data collection to refine interventions.
For instance, qualitative research methods such as semi-
structured interviews or focus groups with key stakeholders,
or observations of stakeholders, provide valuable insight into
current values, priorities, and contextual factors that can in-
fluence or hinder an intervention. Obtaining stakeholder in-
sight is critical to the success of efforts pertaining to data
collection, analysis, and research resources.

Our rigorous and efficient analysis practices helped us
align the intervention with current practice and VHA’s stated
goals to improve care coordination. TECNO Care is currently
being implemented at 3 VHA sites, and a future manuscript will
describe outcomes (ie, care continuity, unique veterans served)
and implementation data (eg, encounters completed, stake-
holder and veteran interviews). Overall, rapid approaches, when
guided by a framework and a priori areas of interest, can bridge
the gap between the lengthy traditional research pipeline and
the need for contextually relevant, timely solutions to current
health care challenges,9 and they can be used in multiple set-
tings and contexts, as long as the use of the method aligns with
the research question and overall study purpose.5,9

Limitations
Several considerations of our approach should be ac-

knowledged. First, all community providers were located in
one geographic region of the state. Second, we interviewed
veterans who had received care from 3 of the 5 community-
based providers we interviewed. Due to our rapid timeline,
and because our community providers and veteran inter-
viewees expressed similar challenges with obtaining and/or
providing community care, we did not pursue interviewing
additional community providers and veterans. Future work
should include additional input from diverse VHA and
community providers, veterans, and veteran caregivers.

CONCLUSIONS
This manuscript describes how rapid qualitative analysis

can elicit timely feedback to improve the fit and relevance of

interventions and programs. This work illustrates: (1) the value
and importance of using embedded researchers who are familiar
with the health care system in which the intervention is to be
used and (2) that vetting our intervention ideas with relevant
stakeholders throughout intervention development helped to
increase “fit” while setting the stage for stakeholder buy-in.
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