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Mixed method study of feasibility iy

and acceptability of electronic screening

for measurement-based symptom monitoring
of veterans accessing mental health treatment
in VA community care program settings

Erin Almklov'?, Michael W. Lee', John D. Gault', Brian H. Blanco', Brian Huynh', Abigail Angkaw'?,
Neal Doran"?, Niloofar Afari"?? and James O. E. Pittman'**"

Abstract

Background 2022 survey data showed 29% of Veterans utilized Veterans Affairs (VA) paid health care at a non-VA
facility, 6% higher than in 2021. Despite an increase in the number of Veterans accessing care in the community

via the MISSION Act Community Care Program (CCP), there is limited information on the quality of mental health care
delivered to Veterans in these settings. Further, Veterans report barriers to quality care, including poor communication
between CCP and VA providers, which can result in negative patient outcomes. We aimed to evaluate the feasibility
and acceptability of using electronic screening, eScreening, as part of a process involving remote symptom screening,
symptom monitoring, and clinically driven communication from VA to CCP providers, for Veterans accessing mental
health treatment in CCP settings.

Methods Veterans (n=150) diagnosed with major depressive disorder, an anxiety disorder, post-traumatic stress
disorder, and/or an adjustment disorder referred to mental health care in CCP between August-November 2021 were
eligible to participate. Veterans received an eScreening link to complete an initial web-based assessment and three
follow-up assessments spaced 4-6 weeks apart over the course of their treatment. Quantitative assessment data

was largely characterized using descriptive statistics and included patient-reported outcome (PRO) measures (PTSD
and depression), health-related quality of life/functioning, community care information (e.g., number of sessions
attended), and satisfaction with the eScreening technology. Qualitative interview data was also collected from partici-
pating Veterans and CCP providers to better understand experiences with eScreening.

Results Findings support the feasibility and acceptability of using eScreening to administer and monitor PROs

for Veterans accessing mental health treatment in CCP. Of the Veterans who provided eScreening satisfaction ratings
(Ns=45-55), 89% had no technical difficulties; 78% felt comfortable entering personal information; and 83% were
neutral or positive about ease of use. Focus group interviews revealed strong support from Veterans, who stated

the software was easy to use; they felt comfortable completing PRO measures; and they appreciated having their
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tion of care, and transparency.

receive when they access CCP.

symptoms monitored. Similarly, providers indicated eScreening had a positive impact on communication, collabora-
Conclusions Technologies like eScreening represent a promising tool to support the mental health care Veterans

Keywords Veterans, Mental health, Community care, Measurement based care, eScreening

Background

Under the VA MISSION Act, the Department of Vet-
erans Affairs (VA) provides care to eligible Veterans
through community providers when VA Medical Centers
cannot provide the care needed. The number of Veterans
authorized to receive health care in non-VA settings, via
the MISSION Act Community Care Program (CCP), has
increased annually since 2014, with 33 million appoint-
ments completed in 2021 [1]. VA spending on commu-
nity care has more than doubled from nearly 8 billion
in 2014 to approximately 18.5 billion in 2021 [2]. The
expansion of Veterans’ health care options has the poten-
tial advantage of giving many Veterans more freedom to
decide which settings best meet their needs, but it has
come with concerns and unintended challenges as well.
Specifically, information on the quality of mental health
care delivered to Veterans in CCP settings is scarce.
Further, Veterans have identified barriers in relation to
community mental health services, including awareness
of available services, short appointments, provider con-
tinuity, providers’ lack of knowledge of military culture,
stigma, and administrative challenges, such as poor com-
munication between community providers and the VA
[3, 4]. Poor communication can diminish the coordina-
tion and safety of Veterans’ care if critical information
obtained in the community is not available or communi-
cated to VA providers and vice versa [5, 6]. Systems are
needed to facilitate the collection and communication
of health information between VA and CCP clinicians to
ensure that Veterans’ care is effective, well-coordinated,
and safe [6].

Electronic self-report screening has been shown to
be an effective assessment tool for timely detection and
intervention of suicidal ideation and other mental health
symptoms [7, 8]. Research also demonstrates that elec-
tronic self-report screening encourages patient-provider
communication and aids in follow-up care [7]. The VA
eScreening program is a secure web-based, patient-facing
screening and information-provision system developed
with Veteran and staff feedback that allows for rapid
capture of self-report data and can improve care qual-
ity and coordination [9, 10]. It was created by the VA
Center of Excellence for Stress and Mental Health with
funding from the VA Innovations Ecosystem to facilitate
early identification of Veteran needs in care coordination

programs. Across 38 VA facilities, eScreening has been
utilized over 100,000 times with Veterans in over 20 dif-
ferent clinical settings (e.g., Military2VA, Mental Health,
Spinal Cord Injury, Whole Health, Caregiver Support,
etc.). In 2016, the eScreening program was named a Gold
Standard Practice for diffusion throughout VA by the
Under-Secretary for Health [11] and it is now available
nationwide.

eScreening provides actionable, real-time scoring and
feedback, and integrates into the VA electronic medical
record system. It supports a variety of patient self-report
data elements and is unique among all other available
systems in VA because it can easily be customized to any
program- or provider-specific needs (e.g., display text,
selection of measures/screens, Veteran feedback sum-
mary, automated medical record note text). eScreening
has been used as a standard method for collecting patient
reported outcomes (PRO) at the VA San Diego Health-
care System. PROs are standardized, validated survey
tools that assess health outcomes (e.g., mental health
symptoms) reported by patients [12]. They are used to
track or report on the performance of healthcare pro-
viders and healthcare delivery organizations with an aim
of improving the quality of healthcare services [12]. The
regular assessment of specific PROs over time is highly
important to inform treatment decisions, such as when
to increase or decrease the level of care, alter treatment
plans and interventions, or adjust treatment goals [13].
Routine use of PRO measures in clinical care is associ-
ated with benefits, including improvements in communi-
cation, quality management, and patient outcomes [14].

As the number of Veterans accessing care in the com-
munity (via the CCP) increases, so does the need to
ensure effective, high quality, and coordinated care.
Given the functionality, versatility, and increasing use
nationally, eScreening could be a valuable tool to use with
Veterans receiving mental health treatment in the com-
munity. Specifically, eScreening can be used by VA to
remotely collect important PRO data, monitor outcomes
over time, and signal when communication with a CCP
provider is needed (e.g., if data indicate an important
change in symptoms or functioning). Therefore, using
a mixed methods design, this project aimed to evaluate
the feasibility and acceptability of using eScreening as
part of a remote VA directed process involving routine
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administration of PRO measures, outcome monitoring,
and clinically driven communication from VA to CCP
providers, for Veterans accessing mental health treat-
ment in CCP settings.

Methods

Participants

All Veterans with a diagnosis of major depressive disor-
der, an anxiety disorder, post-traumatic stress disorder
(PTSD), and/or an adjustment disorder referred to men-
tal health care (i.e., individual psychotherapy) in the CCP
between August 2021 through November 2021 were eli-
gible to participate. Veterans were excluded if they were
referred for other mental health conditions or were no
longer receiving treatment in CCP due to consults being
cancelled because of Veteran unresponsiveness, failure
in scheduling efforts with CCP providers, or no longer
being engaged in CCP.

Procedures

Eligibility was determined via chart review conducted
by a member of the project team. A VASDHS Mental
Health Social Worker (MHSW) or Clinical Psychologist
was notified of eligible participants and provided Veter-
ans with an overview of the project by telephone, which
include the following description: “As part of your partic-
ipation in community care, VA San Diego Mental Health
is going to send you a link to complete a web-based self-
report health screening using eScreening. This will allow
VA San Diego to collect information about your mental
health symptoms and functioning as you receive treat-
ment in the community so that we can ensure that you
are getting the care you need. If there are concerns based
on your responses, we will reach out to you to check
in and assess to see if you need additional services. We
will also let your community provider know so they can
check in with you. Next, we will be sending you an email
with a link to eScreening now and monthly throughout
your course of treatment. It’s very important that these
are completed consistently to ensure our best response to

Table 1 Assessment schedule
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your needs while outside the VA. If you have any prob-
lems accessing eScreening, the email will list the support
person for you to contact” The CCP providers were also
notified about the project. Thirty-six CCP providers were
contacted by the study coordinator to inform them they
had patient(s) participating in this project. The VA San
Diego Institutional Review Board (IRB) waived the eth-
ics approval and informed consent as this project was
considered quality improvement in nature and deter-
mined by the IRB not to constitute research (reference
ID: HRD210087).

Veterans who met inclusion were sent an eScreening
link via email for an initial assessment, written instruc-
tions on how to access and complete the eScreening
assessment and contact information for technical sup-
port. Following completion of the initial assessment, Vet-
erans were sent an eScreening link via email to complete
three follow-up assessments spaced approximately four
to six weeks apart (Table 1). Nonrespondents received
two reminders per week by email or telephone. A pro-
ject team member monitored the eScreening dashboard
daily for Veterans who completed assessments. Veteran
assessments were automatically scored and pushed to the
VA electronic medical record system as a note assigned
to the MHSW. The MHSW monitored results of com-
pleted screens and followed up with Veterans and CCP
providers as needed if there were clinical increases in
symptoms, as defined as an endorsement of suicidal
ideation on question 9 of the Patient Health Question-
naire-9 (PHQ-9) or a 5-point increase on the PHQ-9 or
a 10-point increase on the PTSD Checklist for DSM-5
(PCL-5).

Focus groups were conducted with two groups of the
participating Veterans (N=13). After a minimum of two
months participation in regular screening, Veterans were
invited to participate in a focus group interview to pro-
vide feedback about their experiences. Interview guides
were developed to explore Veterans’ experiences with
using eScreening and perceived impact on treatment.
Qualitative focus group interviews were audio-recorded

Assessment Measures

Initial

Follow-up 1 (4-6 weeks after initial assessment)
eScreening survey

Follow-up 2 (4-6 weeks after follow-up 1)
eScreening survey

Final (4-6 weeks after follow-up 2)
eScreening survey

Demographic data; mental health measures (PHQ-9, PCL-5° and VR-12)
Mental health measures (PHQ-9, PCL-5% and VR-12); community care treatment information;

Mental health measures (PHQ-9, PCL-5% and VR-12); community care treatment information;

Mental health measures (PHQ-9, PCL-5° and VR-12); community care treatment information;

2 Only included for participants with a PTSD diagnosis
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and transcribed verbatim by study staff. Using the same
methods, the study team conducted individual interviews
with seven CCP providers with a high volume of VA
patients. The focus of these interviews was on willingness
to use PRO data to inform their care with Veterans and
on the perceived benefits and drawbacks of the care coor-
dination model.

Measures and data sources
Demographics include gender and race/ethnicity.

The PCL-5 [15] is a 20-item self-report measure of
PTSD symptoms corresponding to DSM-5 diagnostic cri-
teria. Respondents rate how much they are bothered by
PTSD symptoms over the past month on a scale from 0
to 4 (“not at all” to “extremely”). Total scores range from
0 to 80. Previous research has demonstrated that the
PCL-5 has excellent psychometric properties, includ-
ing strong convergent validity with the Impact of Event
Scale—Revised (IES-R), a well-established measure of
PTSD symptom severity, (r=0.82, p<0.001), and excel-
lent internal consistency, «=0.95 [16].

The PHQ-9 [17] is a 9-item self-report measure of
depressive symptoms using a 4-point rating scale ranging
from O (“not at all”) to 3 (“nearly every day”). The maxi-
mum score is 27, with higher scores indicating greater
severity of depressive symptoms. The PHQ-9 has strong
psychometric properties, including good internal consist-
ency, test—retest reliability, and convergent validity [17].

The Veterans RAND Health Survey VR-12 [18] is a
12-item self-report health survey used to measure health
related quality of life. The Likert-type items correspond
to different physical and mental health domains includ-
ing general health perceptions; physical functioning; role
limitations due to physical and emotional problems; bod-
ily pain; energy-fatigue; social functioning and mental
health. The 12 items are summarized into two scores, a
Physical Health Summary Measure (PCS) and a Mental
Health Summary Measure (MCS), with higher summed
scores indicating better health. The VR-12 has been
shown to be a reliable and valid PRO measure that is also
responsive to change.

Community Care Treatment Information was collected
using an investigator-created form that captured the
number of mental health appointments the Veteran had
attended and the treatment modality.

The Feasibility, Acceptability, and Satisfaction eScreen-
ing Surveyis a 15-item investigator-created survey com-
prised of six yes/no and nine Likert scale items designed
to evaluate eScreening experience [16]. Items included
questions about ease of use (e.g., length, text size, tech-
nical difficulties), acceptability, and satisfaction. See
Table 3.
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Qualitative Interviews guides were developed simi-
lar to those used in our other studies [13] to collect
qualitative data on the feasibility and acceptability of
eScreening as part of a measurement-based approach
to care coordination of Veterans receiving mental
health treatment in the community.

Veteran focus group interviews lasted approximately
90 min and included the following questions: “What
have you liked about using eScreening?”; “What have
you NOT liked about using eScreening?”; “Can you
think of any improvements to eScreening that would
make the experience better for you?”; “Have you found
eScreening easy or difficult to use?”; “Did you have any
technical difficulties using eScreening?”; “What do
you think about having your eScreening results sent to
your community provider?”; “Did you understand how
your eScreening results would be used when you were
invited into the project?”; and “Did you feel that the
information that you're providing through eScreening
has been redundant with what you also provide during
treatment with your community care?”.

Individual interviews with CCP providers lasted
approximately 30 min and included the following ques-
tions: “How would having regular symptom informa-
tion be useful to you (or not)?”; “What would be the
most helpful information to communicate?”; “What
would be the most helpful way to communicate
eScreening assessment results about your patients?”;
“What or how much communication would you want
from the VA Mental Health team?”; “Do you see poten-
tial drawbacks to this process?”; “Can you think of any
improvements to this model?”.

Data collection and analyses
This project used a pre-post mixed methods design to
collect and analyze quantitative and qualitative data.
Assessments followed the schedule in Table 1.
Quantitative data were characterized using descrip-
tive statistics including means, standard deviations, fre-
quencies, and percentages. Paired samples t-tests were
used to examine changes in PCL-5, PHQ-9, and VR-12
scores between the initial assessment and follow-up
assessments one and two, but not the final assessment
which had a small number of respondents. All quanti-
tative analyses were conducted using SPSS 27. Quali-
tative data from interviews were transcribed verbatim
and coded by a project team member using a rapid
qualitative analytic approach described by Hamilton
and colleagues [19]. The data was used to describe and
compare unique and common themes.
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Results

A total of 150 Veterans were referred to participate in this
project. Ninety-three (62%) Veterans completed the ini-
tial eScreening assessment, 60 (40%) completed the first
follow-up assessment, 37 (24.7%) Veterans finished the
second follow-up assessment, and 25 (16.7%) Veterans
participated in the final assessment. The primary reasons
for Veteran dropout at each timepoint was that they were
either no longer participating in CCP, which resulted in
the consult being discontinued, or unsuccessful attempts
to contact Veterans. Figure 1 depicts assessment com-
pleters and non-completers.

Demographics and mental health symptoms

The Veteran sample (N=93) at the time of the initial
assessment was 30% female. Regarding ethnicity and
race, 27% of Veterans identified as Hispanic/Latino; 53%
identified as White; 24% as Black/African American;
15% as Asian American; 6% as Pacific Islander/Native

150

4

93

A4

) 4

37

\ 4

Completed Final Assessment

25

Fig. 1 Participant flow diagram

. 57 Excluded
Referred to eScreening 14 Ineligible
Program Team » 16 CC Consults discontinued*
8 Opted out**

Completed Initial Assessment » 12 CC Consults discontinued*

23 Excluded
Completed Follow-up 1 2 Ineligible
J d » 7 CC Consults discontinued*
60 4 Opted out**

Completed Follow-up 2 »
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Hawaiian; 2% as American Indian; and 7% as other. Sev-
enty-six percent of Veterans were somewhat to very com-
fortable answering questions about ethnicity and race
using eScreening. Nine percent declined to answer. The
PRO mental health data collected at each time point are
summarized in Table 2 and includes only the Veterans
who supplied complete data.

There were no significant differences in mental health
symptom severity measures across assessment time
points. However, there was a general trend toward
improvement over time in PTSD and depression scores.
This project led to 55 clinical encounters in which VA
mental health staff called Veterans and conducted sui-
cide screens (all negative) based on symptom scores.
For each clinical encounter, VA mental health staff also
called the Veteran’s CCP provider to communicate the
clinically significant symptom increase. CCP providers
did not have direct access to the PRO measures collected
with eScreening. Instead, study staff reached out to CCP

6 Technical limitations
13 Unable to contact or engage***

33 Excluded
3 Ineligible

1 Opted out**
3 Technical limitations
14 Unable to contact or engage*™*

10 Unable to contact or engage***

12 Excluded

2 CC Consults discontinued*
2 Opted out**
8 Unable to contact or engage***

*Veterans who were no longer receiving treatment in
community care.

**Veterans who specifically requested over the phone or in
email to opt out of eScreening.

***\/eterans who were not responsive after multiple attempts
to contact them or remind them of their eScreening
Assessment
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Table 2 Mental health measures by assessment time

Time Point Measures N Mean Std. Deviation
Initial Assessment PCL-5° 56 4412 19.00
PHQ-9 86 13.95 6.44
VR-12 PCS 80 21.51 346
VR-12 MCS 81 21.74 3.00
Follow-up 1 PCL-5° 40 41.68 18.52
PHQ-9 58 12.78 6.20
VR-12 PCS 56 21.34 3.63
VR-12 MCS 56 21.66 3.02
Follow-up 2 PCL-5° 26 40.73 17.35
PHQ-9 37 12.27 5.64
VR-12 PCS 37 20.81 333
VR-12 MCS 37 21.00 229
Final Assessment PCL-5° 16 34.81 20.99
PHQ-9 22 11.95 548
VR-12 PCS 21 21.76 3.74
VR-12 MCS 20 21.65 2.76

2 PCL5 was only administered to Veterans with a PTSD diagnosis. Ns are reflective
of missing data

providers via phone call to share PRO data when it was
clinically indicated. Study staff did not track if or how
providers used the data as part of this project.

Treatment history

Veterans were also asked questions about CCP. When
asked how many sessions Veterans had with their VA
CCP Mental Health provider at follow-up 1 (N=60), 43%

Table 3 Veterans eScreening experience
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reported O sessions, 15% had 1 session, 12% had 2 ses-
sions, 12% had 3 sessions, 8% had 4 sessions, 3% had 5
sessions, 2% had 6-7 sessions, 2% had 10 sessions, and
3% had 12 sessions. When asked to check all that apply,
35% participated in face-to-face sessions, 82% used video,
27% reported telephone, and 6% noted using some other
format. By the final follow up assessment, all respondents
(N=25) reported at least one session with their VA CCP
Mental Health provider; 13% had 2-3 sessions; 9% had 4
sessions; 13% had 5 sessions; 26% had 6 sessions; 9% had
8 sessions; and 4% had 10 and 12 sessions. Fifty seven
percent reported face-to-face sessions; 73% used video;
and 13% telephone.

eScreening survey

Veterans also answered questions about their experi-
ence using the eScreening technology to complete PRO
measures (Table 3 below). Of the Veterans who provided
ratings at the first follow-up (Ns=45 to 55), 89% had no
technical difficulties; 78% felt comfortable entering per-
sonal information; 83% were neutral or positive about
ease of use; and 89% were neutral or positive about the
overall process.

Qualitative interviews

Providers

Qualitative interview data were collected from seven
CCP mental health providers. Email and electronic
portals were among the preferred methods of com-
munication, and providers were positive overall about
eScreening. Providers indicated they found receiving

Question Disagree Neither Agree
eScreening meets my approval 17% 57% 26%
eScreening is appealing to me 29% 53% 18%

I like eScreening 28% 59% 13%

| welcome eScreening 24% 50% 26%
eScreening seems implementable 13% 40% 47%
eScreening seems possible 9% 38% 53%
eScreening seems doable 9% 38% 53%
eScreening seems easy to use 17% 34% 49%
Question Dissatisfied Neither Satisfied
How satisfied are you with your overall eScreening experience? 11% 50% 39%
Question Yes No

No issues, I successfully completed the eScreening evaluation 53% 47%

The test took too long 11% 89%

Technical difficulties with the website 11% 89%

I did not feel comfortable entering personal information 22% 78%

The text was too small and difficult to read 7% 93%

Other 13% 87%
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symptom information from eScreening useful and noted
it creates an opportunity for more communication, col-
laboration, and feedback. The providers stated the most
helpful information to communicate is that pertaining to
symptomology, benefit of and comfort with CCP treat-
ment, communication from suicide prevention team/
suicide risk flags, and anything to help “provide the
best services for our clients” Specific provider quotes
included:

It’s useful when patients can’t have regularly sched-
uled visits.

It’s always useful to have symptom information.

It’s always useful to know where a Veteran is at emo-
tionally, mentally, physically.

I think that you need to be collaborative, open to
feedback, and continuously improving.

[We] might catch something new.

Well, it might be that you guys are catching some-
thing that I haven'’t caught, and that would be really
important information, and I love that.

It would be nice if there were a case manager
assigned to each person or someone that we can link
up with to share information and...collaborate.

Veterans

Focus group interview data were collected for 13 Veter-
ans. Veterans liked knowing someone was monitoring
their responses. They also liked the ease and convenience
of using eScreening. Specific Veteran quotes included:

One big thing is doing something and knowing that
someone is looking into it. Because most of the time
when I go to see my therapist, I have this feeling that
I just completed these questionnaires, and no one is
going to look at them.

It’s very easy. You can complete it at any time.

It’s nice not to have to worry about missing a phone
call.

You can save it, stop, and then continue later.
I would say convenience and the quickness of it.

I can sit at home and not be rushed.
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No one’s waiting on me and I can sit there and focus.

You could just do it on your own, anytime, or any-
where. It’s very accessible. You have time to think
about your responses for all the questions, so there’s
no pressure. It's also very accommodating.

I believe it’s more convenient. You can easily go
online. You don’t feel the sense of being probed by
someone. You have the total control of everything,
and you don’t have this sense of being judged.

One of the more frequent suggestions regarding
eScreening was related to the questions and response
options in the standardized measures and included state-
ments such as:

There’s just middle of the road, good or excellent.
You need something else in between because it’s just
not minutia enough.

Sometimes I get confused because the questions are
kind of similar.

Also, there was some concern regarding the com-
munication of assessment results between VA and CCP
providers:

My biggest fear is the communication: how this
can be transmitted to the community care provider
themselves so they can see the proof of what they've
been doing, if there is some improvement, or if there’s
something that they need to do. The communication
is my biggest issue.

Discussion

Mental health conditions are common among Veterans
and can have deleterious consequences across biopsy-
chosocial domains including poorer physical health,
homelessness, and suicidality [20-22]. It is imperative
VA ensure Veterans receive quality treatment wherever
they receive VA-related care. As VA endeavors to meet
the demand for mental health services, a significant num-
ber of Veterans are accessing care through the VA CCP.
Information on the quality of mental health care deliv-
ered to Veterans in CCP settings is scarce [18]. Health
information technologies, such as eScreening, can sup-
port high quality care and Veteran safety in CCP set-
tings by collecting, monitoring, and communicating PRO
data. Thus, this project aimed to evaluate the feasibility
and acceptability of using eScreening as part of a process
involving remote symptom assessment, PRO monitoring,
and clinically driven communication from VA to CCP
providers, for Veterans accessing mental health treat-
ment in CCP settings.
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We successfully used eScreening to securely collect
self-report demographic, mental health symptom (i.e.,
PCL-5, PHQ-9), functioning (VR-12), and satisfac-
tion data from Veterans in CCP mental health settings.
Survey feedback from Veterans about their eScreen-
ing experience was generally very positive. These find-
ings are consistent with prior eScreening satisfaction
research [10]. Qualitative data also were positive over-
all, and Veteran focus group data revealed that Veter-
ans particularly liked the ease and convenience of using
eScreening. Notably, a small percentage of Veterans
had negative feedback which appeared to be primarily
related to the content and format of the screening ques-
tions rather than the use of eScreening.

CCP mental health providers also supported the use
of eScreening to collect symptom information and indi-
cated that they are open to collaboration with VA. The
collection of data via eScreening enables VA staff to
monitor these data during a Veteran’s treatment in CCP
and to communicate these data with CCP providers on
a regular basis and when clinically significant changes
(e.g., clinically significant increase in symptom or safety
concerns) are reported by the Veteran. The eScreening
program also uploads these data to the medical record
system so that CCP treatment progress is available to
all providers in the Veteran’s VA medical record. Given
the versatility and increasing use nationally, eScreening
is an ideal technology to remotely capture important
self-report information from Veterans receiving CCP.
The data can be integrated into the medical record and
used to facilitate care coordination between Veterans,
VA providers, and CCP providers. No other technology
program has been used to facilitate collaborative care
by remote capture of patient self-report data in CCP.

This project has several limitations. Due to low yield
and Veteran feedback, we made adaptations to the
recruitment and data collection procedures. Addition-
ally, we did not know the reasons participants decided
to not participate in CCP, which was a primary cause
of attrition at each timepoint. The increase in satis-
faction across timepoints could be a result of inflated
scores by removal of potential dissenters to either CCP
or eScreening, instead of an improvement in the appeal
of the tool. Similarly, this self-electing bias for partici-
pating in qualitative interviews may skew feedback.
In addition, this project did not track the number or
amount of time study staff spent contacting Veterans
for assessment reminders, answering questions, provid-
ing technical support, etc. Further, this project did not
track clinical actions/outcomes related to the commu-
nication of PRO data. These will be important variables
to include in future studies that use this model.
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Conclusion

With a significant portion of Veterans receiving care in
the community, VA will require greater oversight, com-
munication, and collaboration with treatment providers.
Electronic screening is becoming a common practice
throughout the private sector, and increasingly so within
VA care. eScreening is a promising tool to maximize VA’s
ability to enhance communication and potentially coor-
dination of care with CCP providers. Future research is
needed to evaluate the impact of using technology such
as eScreening to facilitate measurement-based care coor-
dination of Veterans accessing mental health treatment in
the community. More research is also needed on increas-
ing the transparency of VA's communication with Veter-
an’s providers, developing measures which are acceptable
to Veterans and clear in their purpose, and establishing
acceptable schedules of assessment regarding frequency,
redundancy, and actionable measurement. Nevertheless,
technologies like eScreening represent a promising tool
to support the mental health care Veterans receive when
they access CCP.
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