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Objective: To characterize primary care physicians’ (PCPs’) perceptions of the reasons patients 

receive opioid medications from both VA and non-VA healthcare systems.

Design: Qualitative.

Setting: Department of Veterans Affairs (VA).

Participants: Forty-two VA PCPs who prescribed opioids to at least 15 patients and who 

practiced in Massachusetts, Illinois, or Pennsylvania.

Methods: Thirty-minute, semistructured telephone interviews were conducted in 2016, 

addressing topics regarding PCPs’ experiences and perspectives on patients who use both VA and 

non-VA healthcare systems to obtain prescription opioids. The analysis focused on two questions: 

attributes that PCPs believe characterize dual-use patients and reasons that PCPs believe patients 

obtain opioids from both VA and non-VA sources.

Results: PCPs identified multiple attributes of, and reasons for, patients obtaining opioid 

medications from both VA and non-VA healthcare systems, including pain issues, opioid misuse, 

having healthcare managed through multiple healthcare systems, and transferring care between 

systems. More than half of the PCPs identified addiction and diversion as key attributes and 

reasons why patients obtain prescription opioids from multiple sources. PCPs also identified 

several behavioral and psychological factors as attributes of these patients.

Conclusions: PCPs within the VA have varying perceptions of patients obtaining opioid 

medications from multiple healthcare systems, with pain complaints and opioid misuse as the 

primary themes. This knowledge about PCPs’ perceptions can be incorporated into interventions 

to better manage pain and prescription opioid use by VA patients.
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INTRODUCTION

Nearly 20 percent of individuals in the United States (US) received a prescription opioid in 

2016.1 Many of these individuals received prescription opioids chronically, which has been 

associated with increased rates of suicide,2 addiction,3 and drug overdose.4–6 Primary care 

physicians (PCPs) face challenges when treating such patients, from addressing common 

opioid side effects to addressing risks like co-prescriptions of benzodiazepines, high dosage 

requirements, or addiction. Most PCPs find it stressful or frustrating to treat patients 

receiving opioids,7–10 but little research has examined physicians’ perceptions toward 

treating patients who receive opioids from multiple healthcare systems.

Many prescription opioid recipients receive opioids from more than one provider, 

complicating their treatment.11,12 This challenge is pronounced in the Department of 

Veterans Affairs (VA), an integrated insurance and care delivery system for US military 

Veterans run by the US Government. Veterans can often access care both within the VA and 

outside of the VA system, because they also have access to health insurance provided by 

employers and by other government programs that support individuals with disability and 
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low income (eg, Medicaid, Medicare) or older age (eg, Medicare). Thus, Veterans may 

receive opioids not only from different providers, but also from different health insurance 

sources.13 For example, in 2012, over 13 percent of Veterans dually enrolled in VA and 

Medicare Part D insurance received opioids from both of these sources.13 The receipt of 

opioids across healthcare systems poses increased clinical risks, including receipt of higher 

opioid dosages and interacting medications like benzodiazepines.14,15 There is little 

understanding of why patients obtain opioids from both VA and non-VA sources. Such dual 

use might happen for a variety of reasons, some of which may be more problematic than 

others—for example, patients may seek opioids from multiple sources due to addiction, 

abuse, or diversion, or it could simply be a by product of seeing non-VA providers for 

different medical reasons.

These varying reasons for receiving opioids from both VA and non-VA sources require 

different approaches to helping VA providers manage dual system opioid use, but little is 

known about provider views on such management. Knowing more about how providers 

perceive dual system opioid use can help the VA create more effective interventions to better 

coordinate patient care. Interviewing PCPs can tell us what they perceive to be the various 

circumstances that lead their patients to have dual system opioid use and how they think 

about such patients. This is especially relevant as the VA offers more non-VA care options, 

further expanding the proportion of Veterans receiving VA care from dual sources.14,15

Thus, our goal was to characterize PCPs’ perceptions of the reasons patients receive opioid 

medications from both VA and non-VA healthcare systems. To do this, we interviewed VA 

PCPs about the attributes they use to characterize such patients and we asked PCPs for their 

beliefs about the reasons that patients obtain opioids from both VA and non-VA healthcare 

systems.

METHODS

Study design, sample, and data collection

We conducted a qualitative study of VA PCPs in 2016 who prescribed opioids to at least 15 

patients in the prior fiscal year (October 1, 2014-September 30, 2015). As an aim of the 

overarching study was to evaluate PCPs’ perspectives and experiences regarding patients 

who receive opioids from more than one healthcare system, we interviewed PCPs who 

practiced in three states with varying laws and regulations governing state-based prescription 

drug monitoring program (PDMP) use: Massachusetts (MA), which required PDMP use for 

initial opioid prescriptions, Illinois (IL), which had a voluntary PDMP, and Pennsylvania 

(PA), in which PDMPs were unavailable to PCPs during the data collection time period. 

PDMPs are tools that allow providers to identify their patients’ receipt of opioid and other 

controlled substance prescriptions from other providers, and thus are potentially used by VA 

prescribers to obtain information about patients’ non-VA opioid prescriptions.16

Our goal was to interview 15 VA PCPs from each state to achieve thematic saturation, which 

is when no new themes emerge from new interviews.17 One-on-one telephone interviews 

were conducted from the VA, using a pilot-tested interview script, from February to August 

2016. Participants were informed about the study prior to the interview that, “the purpose of 
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this study is to understand how Veterans access opioid and related medications from VA and 

non-VA sources.” Interviewer characteristics were not provided to the participants. An 

experienced interviewer (F.R.B.) trained in qualitative research methods conducted 30-

minute semistructured interviews with each participant, broadly addressing topics regarding 

PCPs’ experiences and perspectives on patients who use both VA and non-VA healthcare 

systems to obtain opioids (see the interview script in Radomski et al. 201818). In-depth 

interviews offer a way to gain unique insights from participants, which may not otherwise 

arise in a more restrictive questionnaire. Prior to the interviews, participants consented to 

participate and to be audio-recorded. Recordings of each interview were transcribed 

verbatim (K.M.R.) and verified (F.R.B.) for accuracy. The study protocol was approved by 

the Veterans Affairs Pittsburgh Healthcare System Institutional Review Board. The study 

was conducted in accordance with the Consolidated Criteria for Reporting Qualitative 

Research.19

Interview script, codebook development, and analysis

This analysis focused on two questions from the interview: “In your experience, what are 

three attributes that you believe characterize opioid dual-users in comparison to your 

patients who receive an opioid from a single provider?”20 and “What do you believe are the 

reasons your patients may obtain or have obtained opioids from both VA and non-VA 

sources?” The first question sought to determine which, if any, attributes PCPs identified as 

common among these patients, whereas the second question sought to reveal what PCPs 

perceived as reasons patients utilize multiple healthcare systems to obtain opioid 

medications. We used a set of specific codes to identify attributes that PCPs used to describe 

patients who obtain opioids from multiple systems. We specifically asked physicians about 

the reasons they perceive their patients to have received opioids from VA and non-VA 

prescribers, but also coded potential reasons for opioid dual use that emerged elsewhere 

during the interview. Other topics broadly addressed in the interview centered around the 

dual use of opioids from VA and non-VA prescribers, but emphasized PCPs’ PDMP use 

including overall experiences, barriers to optimal use, and facilitators to improve use.18

The qualitative analysis was guided by the grounded hermeneutic editing approach for 

research conducted in the health sciences.21–23 The interviewer (F.R.B.) and another trained 

qualitative analyst (K.M.R.) used an open and iterative process to produce the codes and 

code definitions from the interview transcripts. Each analyst independently coded 20 percent 

of the transcribed interviews using Atlas.ti 7 (Scientific Software, Berlin, Germany). The 

analysts used an adjudication process to resolve coding discrepancies and intercoder 

reliability was assessed using Cohen’s Kappa24 statistic (K = 0.70). Subsequently, the main 

coder (the interviewer) coded the remaining 80 percent of the interview transcripts. We 

focused our analyses on the main themes that emerged from the interviews regarding PCPs’ 

perceptions about attributes of patients who obtain opioids from both VA and non-VA 

sources and reasons for dual system opioid use.
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RESULTS

Participants

In our efforts to complete 45 interviews, we invited 317 providers (MA: 64, IL: 109, and PA: 

144) via email to participate, with follow-up emails sent between 1 and 2 weeks later. 

Eighty-one PCPs responded; 22 declined, 14 did not respond to subsequent inquiries, 3 were 

ineligible, and 42 completed the study (MA: 12, IL: 15, and PA: 15) (Table 1). The number 

of invitations varied among states due to the number of eligible invitees available and 

differences in the rates at which participants responded. Almost half (48 percent) of 

participants were female; 62 percent were non-Hispanic white; and 36 percent practiced in 

VA community-based outpatient clinics (CBOCs) instead of VA medical centers (VAMCs). 

VAMCs are typically larger than CBOCs and they offer full inpatient and outpatient 

services, whereas CBOCs are smaller and offer more limited outpatient services. CBOCs are 

also linked with a VAMC, to which CBOC patients can be referred for services that are not 

available at the CBOC.

Thematic results

We asked PCPs about (1) the attributes that they believe characterize patients who receive 

opioids from both VA and non-VA sources in comparison to patients who receive opioids 

from a single provider and (2) the reasons that they believe explain why patients obtain 

opioids from both VA and non-VA sources. The attributes and reasons that emerged from 

these questions overlapped, with the following four themes: pain issues, opioid misuse, dual 

healthcare system managed patients, and transferring care. A fifth theme of behavioral and 

psychological factors emerged solely from the attributes question. We describe each of the 

themes below, integrating quotations from both questions together, although details of each 

of the two questions are provided separately in Tables 2 and 3. There were no substantive 

differences in themes across states.

Pain issues.—Pain issues were the top attribute assigned to patients by PCPs (Table 2) 

and the second most frequently mentioned reason for opioid dual healthcare system use 

(Table 3). PCPs noted that patients who obtain opioids from within and outside the VA have 

acute pain, chronic pain, and/or uncontrolled pain issues. For acute pain issues, PCPs noted 

urgent or emergent care, surgical procedures and post-surgical recovery prescriptions, dental 

pain or procedures, extending a non-VA acute opioid prescription at a VA, and vehicular 

accidents as examples leading to dual VA and non-VA system use of prescription opioids. 

PCPs noted that patients who have chronic pain or who are on opioids long term may seek 

prescriptions in both systems due to uncontrolled chronic pain or acute on chronic 

exacerbation of pain. Pertaining to patients with chronic uncontrolled pain, one PCP stated, 

“many of them have chronic-use narcotics for the pain and then their dose keeps escalating 

because they develop tolerance, so they reach a point where the pain is not controlled; 

therefore, they go to different providers to get the medications.” Other pain-related examples 

given by PCPs included bone fractures and breaks, kidney stones, and appendicitis.

Opioid misuse.—PCPs frequently assigned attributes (Table 2) and reasons (Table 3) 

indicating some form of opioid misuse to patients with dual-use, including addiction, 
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diversion, and/or unintentional misuse. One PCP stated, “Well, most of the [patients who 

obtain opioids from multiple systems] that I track down have addiction issues.” PCPs 

described patients as having drug-seeking behavior, pseudo-addiction, substance abuse, 

“fired from another provider for problems with adherence,” and/or as being abusers of 

opioids and other substances: “They probably also use other substances like marijuana or 

sometimes cocaine …” Diversion often referred to selling and sometimes referred to sharing 

opioids with somebody who needs it. One PCP noted that patients who are diverting opioids 

are, “in their mind, they’re entrepreneurs.” When PCPs discussed unintentional misuse, they 

referred to confusion around the opioid contract agreement (that patients are to get opioids 

from only one provider), patients having an “unawareness of the complications of the dual-

use,” patients “just not understanding that [getting opioids from multiple systems] is 

something we don’t want them to do,” or patients not realizing that acute prescriptions apply 

to the opioid agreement.

Dual healthcare system managed patients.—PCPs mentioned aspects such as 

distance that patients live from the VA, having non-VA providers, and having non-VA 

insurance as attributes of (Table 2) and reasons that (Table 3) patients obtain opioids from 

both VA and non-VA healthcare systems. One PCP noted, “they have very chaotic medical 

management using extensive numbers of outside providers.” PCPs used the term “dual-

managed” to describe patients who receive care from both VA and non-VA sources. For 

example, patients under the care of a VA PCP are also seen by a non-VA pain clinic doctor, 

are under the supervision of a non-VA neurosurgeon, seek a second opinion on their pain 

management plan, or “they’re receiving [opioids] from a provider in the community that 

they have an ongoing relationship with. Sometimes that’s a pain specialist that they see; 

sometimes it’s a family doctor or primary care doctor they’ve known for a long time.”

PCPs noted additional reasons that patients obtain opioids from both VA and non-VA 

healthcare systems including opioid prescription cost, filling prescriptions outside the VA 

that are not on the VA formulary, and seeing non-VA providers due to access issues such as 

the amount of time it takes to get a VA appointment.

Transferring care.—PCPs noted transferring care as an attribute of (Table 2) and a reason 

for (Table 3) patients obtaining opioids from both VA and non-VA sources, meaning that 

patients transferred their medical care, including opioid pain management, to the VA from a 

non-VA provider or vice-versa. PCPs often noted that non-VA and VA opioid prescriptions 

did not overlap in these instances, but instead the VA prescription began when the non-VA 

prescription ended. One PCP stated, “Oftentimes it’s a transition from one practice to the 

other. Again, because the other practice is closing or there are some other issues like 

insurance that may come into play …”

Behavioral and psychological factors.—This was the only theme that came up in the 

attributes question (Table 2) but not in the reasons question. PCPs identified patients who 

obtain opioids from both VA and non-VA healthcare systems as having mental health issues. 

This attribute was described by including psychiatric disorders such as anxiety, depression, 

and post-traumatic stress disorder (PTSD). One PCP stated having had “the sense that 

they’re more likely to be socially disorganized, whether it’s a disorganized home, unstable 
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housing, unstable relationships, unstable mental health issues – just not be very well put 

together …” Frequently, PCPs noted mental health and chronic pain together. For example, 

one PCP stated, “I mean chronic pain. I don’t know if that’s really an attribute of their 

character, but people who are dealing with chronic pain and who probably may have some 

mental health disease.”

PCPs also stated that patients could be “manipulative” and “demanding.” It was noted by 

one PCP that, “sometimes the spouses speak on behalf of the patient about why they need 

the opioids. They tend to be a little bit more pushy than the patient themselves. It’s as if the 

patient needs somebody to kind of back up their claim – how much pain they are in …” 

Phrases used to describe manipulative patients included dishonest, deceitful, and believing 

that the rules do not apply to them.

DISCUSSION

In this qualitative analysis of 42 VA PCPs from three states, we found that the most common 

PCP-identified attributes of and reasons for patients obtaining opioid medications from both 

VA and non-VA healthcare systems were pain issues, opioid misuse, having healthcare 

managed through multiple healthcare systems, and transferring care between healthcare 

systems. PCPs also identified specific behavioral and psychological factors as attributes of 

these patients. There were no substantive differences across PCPs from the three states. 

These insights can shed light on how PCPs approach the care of patients who obtain opioid 

prescriptions from multiple healthcare systems, and how that care can be improved.

While solutions to address the opioid epidemic have been studied and refined, knowledge 

about providers’ perceptions on treating patients receiving opioids is minimal. Kennedy-

Hendricks et al. found that providers have negative attitudes toward people with prescription 

opioid use disorders (OUD).25 Other studies reviewing physicians’ attitudes toward 

prescribing opioids found that physicians are concerned about treating patients who are 

taking prescription opioids. These studies primarily used surveys and did not identify the 

level of detail that we gathered here.26–28 Our study extends the prior research by 

specifically addressing PCPs’ perceptions of their own patients who receive opioid 

medications across healthcare systems, and by using semistructured interviews that allowed 

us to gain a greater understanding of PCPs’ beliefs. Finally, rather than limiting to PCP 

attitudes about patients with an OUD diagnosis or in a single metropolitan area, we looked 

at any PCP across three states who prescribed opioid medications to at least 15 patients over 

the year.

A key finding of our study was that PCPs often identified pain issues as attributes of and 

reasons for patients being treated with opioid prescriptions across healthcare systems. 

Within this theme, the PCPs did indicate some contextual factors that play into why patients 

get opioids from multiple sources, such as the presence of acute pain and requirement to 

travel to a closer facility, or transitions in care in which opioids are started outside the VA 

and continued within the VA. In some cases, however, the concerns about pain overlapped 

with issues of addiction. The VA has worked to better address patients’ pain by expanding 

access to non-opioid medications and complementary and integrative medicine treatments, 
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implementing a policy directive for stepped pain treatment, and expanding programs to 

increase PCPs’ capabilities to manage pain.29 Despite these advances, PCPs still have 

negative attributions about patients who get opioids from multiple systems, and recognize 

gaps in the system that may lead to patients getting opioids from more than one source. The 

improved treatment of pain—and better understanding of the challenge that dual healthcare 

system utilization places on managing this pain—remains a key clinical need for these 

patients given the risks associated with receiving opioids, and related medications, across 

healthcare systems.13

Some of the pain issues identified overlapped with care coordination problems perceived by 

PCPs to be the cause of, or associated with, dual receipt of opioid care. There is difficulty 

with coordinating care when patients must switch practices, or when they already receive 

some care outside the VA on a regular basis. There may be a need to develop infrastructure 

or provide additional personnel to help VA PCPs manage these care coordination challenges, 

especially if they are leading patients to receiving opioids in multiple healthcare systems. 

Addressing these gaps in care coordination will allow PCPs to better manage pain, and 

opioids, among this population of patients.

Opioid misuse was also identified as an attribute of and reason for dual healthcare system 

use of opioids. More than half of the PCPs identified addiction and diversion as key 

attributes and reasons for why patients obtain prescription opioids from multiple sources. 

Coupled with multiple mentions of mental health concerns and manipulative or demanding 

behavior, these findings illustrate the challenges felt by PCPs while trying to manage opioid 

medications in individuals who receive care across healthcare systems. These findings could 

indicate stigmatization of patients using chronic prescription opioids, while they also 

represent the real experiences of PCPs and should be incorporated into educational or care 

coordination programs to improve the care of patients receiving care across systems. Since 

this study was conducted, use of PDMPs is now mandated across VA providers, and the VA 

has completed the process of sharing its own prescription information with state PDMPs, 

allowing non-VA providers to see patients’ VA prescriptions. While these tools may help 

identify patients at risk for misuse, there remains the potential for stigma and barriers to 

access for these patients if PCPs perceive patients receiving opioids across systems as likely 

to be abusing or misusing opioid medications.

This study has several limitations. First, the study was restricted to VA PCPs in three states 

within the United States. Providers in other states or outside of the VA treating non-Veteran 

patients may have different perspectives. Second, the data are from 2016 and may not reflect 

current environments; however, they are more recent than related studies and fill a key gap in 

knowledge by using in-depth interviews. A third possible limitation is that PCPs had a 

difficult time distinguishing between patient “attributes” and “reasons” why patients may 

obtain opioids from multiple systems, often giving the same response across the two items. 

This may be a limitation of the interview script and/or it may signal PCPs’ reluctance to 

label patients without providing more rationale for their labels (eg, rather than say someone 

is addicted, they may want to explain the reasons why they are likely addicted, or how they 

came to be that way).
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In summary, our qualitative analysis of VA PCPs across three states in the United States 

shows that the PCP-perceived reasons for patients obtaining opioid medications from dual 

healthcare systems are multifactorial, although opioid misuse and pain issues were among 

the main reasons. Our findings highlight that PCPs understand that pain issues often overlap 

with misuse and addiction, and that patients may get opioids from multiple systems due to 

difficulty navigating care across healthcare systems. While PCPs may assume that dual-use 

represents intentional nefarious behavior or addiction, they also readily acknowledge that 

there are other system-related factors—or even inadequate pain control—that may lead 

patients to have opioids from multiple systems. This new knowledge about the perceptions 

of practicing clinicians can be incorporated into the design of interventions to better manage 

pain and opioid use by Veterans within the VA.

Funding/Support:
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Table 1.

Characteristics of Veterans Affairs (VA) primary care physicians interviewed in 2016

Characteristic Overall participants (N = 42)

Gender, n (percent female) 20 (48)

Race, n (percent)

 Non-Hispanic white 26 (62)

 Non-Hispanic black 3 (7)

 Hispanic 3 (7)

 Asian 10 (24)

Years in practice, median (Q1-Q3) 17.5 (10–24)

Years practicing in VA, median (Q1-Q3) 8 (3–13.5)

Clinical half days, median (Q1-Q3) 7 (4–9)

Practice setting, n (percent)

 VA medical center 28 (67)

 VA community-based outpatient clinic 15 (36)

Also practice outside VA, n (percent) 4 (10)

Medical school faculty appointment, n (percent) 20 (48)

Pharmacy and Therapeutics Committee member, n (percent) 7 (17)

Q1, first quartile; Q3, third quartile.
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