Rural Promising Practice: VA Coordinated
Transitional Care (C-TraC) Program
This model of care shows promise to increase rural
Veterans’ access to care and services, and is
recommended for replication at other facilities.

Medical Issue
Hospital readmissions are associated with poor
health care transitions occurring when a patient
moves from one health care setting to another
(e.g., from a hospital to a home). This often results
in fragmented care, patient dissatisfaction,
rehospitalizations, and/or serious medication errors.
For the Department of Veterans Affairs (VA) health
care system, between 2009 and 2010, the 30-day
all-cause readmission rate was approximately 15
percent.1 Many of these hospital readmissions are
avoidable and are often related to hospital-acquired
infections and other complications, lack of
medication reconciliation, inadequate
communication among critical stakeholders, and
poor planning for care transition. 2

Access Challenge
Research demonstrates that patients over the age
of 75 have a higher risk of experiencing negative
health outcomes associated with poor transitional
care due to the increased prevalence of chronic
conditions, physical disability, cognitive
impairments, and polypharmacy.3 Rural Veterans
are more likely to be rehospitalized within 30 days
compared to their urban counterparts and are more
likely to be readmitted to a non-VA hospital within
30 days, resulting in fragmented care.4

Solution
To help, the Madison VA Geriatrics Research and
Education Clinical Center (GRECC), in partnership
with the Madison VA Medical Center in Wisconsin,
established the VA Coordinated Transitional Care
(C-TraC) program to provide coordinated care for
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high-risk, aging, and rural Veterans as they move
from hospital to community settings.
The protocol involves a nurse care manager: 1)
preparing for transition within a multidisciplinary team
by identifying program candidates and offering
transitional care/outpatient advice; 2) meeting with the
Veteran/caregiver prior to discharge to discuss the
program; 3) conducting a follow-up phone call with
the Veteran within 48 hours from discharge to
reconcile any medication discrepancies and review
“red flags,” follow-up plans, and contact information;
4) following up weekly with the Veterans for up to
a month; and 5) coordinating with caregivers,
community support, and primary care providers to
arrange services with local community agencies.
The C-TraC program has been implemented at VA
and non-VA facilities, has been tailored to meet the
needs of vulnerable individuals living in rural
communities, and has reduced rehospitalizations
within 30 days by one-third for vulnerable, elderly
Veterans. Since 2010, the C-TraC program has
enrolled more than 4,000 Veterans, increasing
access to post-hospital care and decreasing costs
(cost savings of ~$1,500 per Veteran enrolled).

To Learn More
The U.S. Department of Veterans Affairs’ (VA) Office
of Rural Health (ORH) implements a targeted,
solution-driven approach to increase access to care
for the 3 million Veterans living in rural communities
who rely on VA for health care. As VA’s lead
advocate for rural Veterans, ORH works to see that
America’s Veterans thrive in rural communities. To
accomplish this, ORH leverages its resources to
study, innovate and spread enterprise-wide
initiatives through partnerships.
To discuss implementing a Rural Promising Practice
at your facility or to learn more, visit
www.ruralhealth.va.gov or email
rural.health.inquiry@va.gov.
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