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Abstract

Background: Veterans Affairs (VA) implemented the Veteran-centered Whole Health System
initiative across VA sites with approaches to implementation varying by site.

Purpose: Using the Consolidated Framework for Implementation Research (CFIR), we aimed to
synthesize systemic barriers and facilitators to Veteran use with the initiative.

Relevance to healthcare quality: Systematic comparison of implementation procedures
across a national healthcare system provides a comprehensive portrait of strengths and
opportunities for improvement.

Methods: Advanced fellows from eleven VA Quality Scholars sites performed the initial data
collection and the final report includes CFIR-organized results from six sites.
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Results: Key innovation findings included cost, complexity, offerings, and accessibility. Inner
setting barriers and facilitators included relational connections and communication, compatibility,
structure and resources, learning-centeredness, and information and knowledge access. Finally,
results regarding individuals included innovation deliverers, implementation leaders and team, and
individual capability, opportunity, and motivation to implement and deliver whole health care.

Discussion and implications: Examination of barriers and facilitators suggest that Whole
Health coaches are key components of implementation and help to facilitate communication,
relationship-building, and knowledge access for Veterans and VA employees. Continuous
evaluation and improvement of implementation procedures at each site is also recommended.

Keywords
Whole Health; Veterans Affairs; Quality Improvement; CFIR

Introduction

In 2011, the Whole Health System initiative was launched by the Department of Veterans
Affairs (VA), also known as the Veterans Health Administration (VHA), to transform
Veteran care. This initiative shifts the VHA model of care from disease- to whole person-
focused, prioritizing Veterans’ personal well-being and goals using complimentary and
integrative therapies.l:2 This transformational care shift is uniquely challenging for the
VHA, the largest integrated healthcare system in the United States. The 171 Veterans Affairs
medical centers (VAMCs) have diverse infrastructures and variable clinical complexity,
complicating implementation of a new system-wide care approach.3 The extent to which this
variation can be attributed to site-specific contextual factors versus VHA system barriers and
facilitators is unknown.4°

Background

Veterans experience considerable physical and psychosocial health struggles (e.g., chronic
pain, PTSD; unhoused status), necessitating a new model of care.”~® In 2016, President
Obama signed the Comprehensive Addiction and Recovery Act to address the opioid
epidemic, resulting in the Whole Health initiative.6 This initiative is an evidence-based
healthcare approach with the mission to provide preventative and patient-centered care.®
The initiative includes three core components: 1) the completion of a Personalized Health
Inventory and Plan (PHI/PHP) to promote goal-aligned care, 2) Well-being programs and
classes to holistically optimize health, and 3) complimentary and integrative health (CIH)
therapies for chronic pain management, contributing to improved patient outcomes and
reduced costs.10-12

From 2017 to 2020, the VHA instituted a pilot project to integrate this initiative across
Veterans Integrated Service Networks (VISN). Each of the 18 VISNs selected and
financially supported a Flagship VAMC to implement the initiative within the current
institutional structure. Non-flagship VAMCs had fewer resources, but all sites were

required to implement all Whole Health components with variable support.>12:13 Successful
implementation included integration of the core Whole Health components, but each site
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determined the process and extent of integration, resulting in variable service availability
and access to this new initiative. Implementation barriers included insufficient institutional
resources, low maintenance of continuous learning opportunities, a lack of leadership
support, and unstandardized evaluation metrics.1 Since the widespread COVID-19 crisis
management, there is a need to provide an updated assessment of implementation barriers
and facilitators to Veteran Whole Health use. As implementation concepts are multi-faceted,
we used the updated Consolidated Framework for Implementation Research (CFIR) for
analysis.

CFIR is a comprehensive and systematic framework that integrates implementation
determinants from several frameworks.12:16 CFIR is one of the most cited implementation
research frameworks and has been identified as a particularly useful framework in complex
and dynamic healthcare environments (e.g., Veteran Whole Health use across Flagships).1’

Purpose and Design

Methods

Context

As part of ongoing process improvement across sites, this project represents the “study”
phase of the plan-do-study-act quality improvement (QI) cycle, whereby previous project
change actions are evaluated for influence on outcomes of interest.1® While we did

not implement Whole Health at each site, we aimed to qualitatively and systematically
synthesize implementation barriers and facilitators to Veteran use to inform future QI and
research efforts.

The national VA Quality Scholars (VAQS) program is an interprofessional, 2-year
Advanced Fellowship focused on leadership and healthcare improvement and funded by
the VHA Office of Academic Affiliations.19-22 The VAQS program is a pre/post-doctoral
fellowship that trains early career scholars to perform high-quality quality improvement,
lead interdisciplinary teams, and learn implementation science approaches.1® Faculty select
scholars after intensive interviews to assess qualifications and program alignment with each
applicant’s scholarly interests.

As part of the national curriculum, 37 first-year Advanced Fellows across 11 diverse U.S.
institutions identified how Veterans use Whole Health at each respective institution. Veteran
“use” consists of Veteran interaction with any of the Whole Health core components. The
project prompted a process mapping of Veteran Whole Health use within a single primary
care clinic, provided examples of interview questions and provider types to interview,

and details to report (supplementary material). The VAQS fellows presented the local site
context, a process map, barriers and facilitators, and recommendations for improvement.
This report focuses on synthesizing the barriers and facilitators using the updated CFIR and
is reported in accordance with SQUIRE guidelines.23
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Study of the Whole Health System

Materials

In July of 2021, first-year scholars worked with VA leadership, VAQS faculty, and returning
scholars to develop individualized interview guides, identify potential stakeholders to
interview, conduct interviews, and rapidly analyze and report findings. Scholars interviewed
stakeholders across a spectrum of Whole Health roles (clinical providers and support

staff, implementation team members, and Whole Health providers and coaches) about the
initiative rollout and Veteran use at each institution. Scholars conducted interviews over
Zoom or in-person, took detailed notes, and synthesized findings at the site level. Interviews
were not recorded or transcribed.

Each site designed a distinct and individual qualitative interview guide to assess Veteran
Whole Health use. Each site customized their interview guides from a standardized list of
questions (See Supplemental material). Questions included: “How are providers educated
about the WHS Program?” and “What is the process that leads to Veterans using Whole
Health?” Prompts and probes were added to more fully understand barriers and facilitators
that affected Veteran use and provider participation.

Analysis and Theoretical Model

Data collection, presentation, and continued analysis followed four phases (Figure 1).
Initially, each of the 11 sites individually collected and analyzed data. Scholars from six

of the 11 sites were available to participate in continued analysis at the national level

and contribute to this report. Teams reviewed interview notes, listed initial barriers and
facilitators across individual interviews, and refined key themes through iterative review
cycles (Microsoft Word and Excel). For this report and additional analysis, we used a
matrix to categorize barrier and facilitator themes by CFIR construct (column) and site
(row) (Microsoft Excel).15:16 The authors engaged in three consensus-seeking meetings to
iteratively refine and synthesize themes. These themes were subsequently revised to reflect
updated CFIR constructs where applicable.16

Ethical considerations

Results

The home institution considered this project to be QI and did not require Institutional
Review Board review.

Results are presented according to the updated CFIR domains and constructs, which were
adapted and defined in Table 1. Six VAQS sites contributed Whole Health data. Four of the
VAs were located in urban settings (66.6%). Half of the VAs resided in the southeast and
the other half in the Mid-West region. City populations of the VVAs ranged from 24,569

to 692,587 people. Three VAs had less than 300 beds and three exceeded 600 beds.
Although data were categorized using all five CFIR domains, we discuss key constructs
from three domains to reflect the most prominent findings: Innovation, Inner Setting, and
Individuals. Findings from individual sites for all five updated CFIR domains are presented
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in Table 2 and depicted in Figure 2, which illuminates constructs that aligned with our data
and the presence of barriers (=) and/or facilitators (+).

The Whole Health innovation faced barriers and facilitators regarding cost and complexity
of access to innovation core components. Each site was required to feature the Whole Health
core components as listed in the introduction.

Cost.—Cost was estimated based on the number of Full Time Equivalents (FTEs) allotted
to support the initiative. While a higher number of FTEs facilitated the innovation delivery,
most sites were restricted to few FTEs (FTE median: 2, range: 0-65). The frequent low
number of FTEs was considered a barrier to implementation, but one site was facilitated by
65 FTEs.

Complexity.—At two sites, informants reported that the complex consultation process

was a barrier that hindered Well-being class attendance and ease of referral to clinic

services. Informants from another site reported that the electronic health record (EHR)
consultation menu facilitated knowledge of Whole Health offerings, but that the high volume
of options was visually overwhelming. These providers suggested a single order option for
consultations to improve Whole Health uptake. Complexity was also reduced by allowing
Veterans to self-refer, simplifying the simplified referral process, and providing access to

a variety of Well-being classes. Barriers consisted of limited class options, provider-only
referral, and limited modalities (online vs. in-person) (four sites).

Inner Setting

The inner setting indicated the local site context where the innovation was

deployed. Barriers and facilitators were categorized within the following constructs:
relational connections and communication, compatibility, structure and resources, learning-
centeredness, and information and knowledge access.

Relational connections and communication.—Each facility varied by
implementation stage and communication plan. Facilitators included intentional
interdepartmental relationship-building to gain leadership buy-in and improve appropriate
referral rates for CIH services (two sites) and informal communication (e.g., word-of-mouth)
to raise awareness (three sites). Relational and communication barriers were noted at the
microsystem level (i.e., Whole Health coach working independently of the Patient Aligned
Care Team (PACT) and not attending weekly huddles (one site)) and at the facility level (i.e.,
interdepartmental siloes) (one site).

Compatibility.—Whole Health compatibility within each context was enhanced by a
designated Whole Health coach assigned to each PACT (one site). Compatibility was
inhibited by the lack of an EHR reminder to promote Whole Health evaluation during clinic
visits (one site) and duplicative charting requirements (one site).
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Structure and resources.—Innovation integration was facilitated by existing structures,
such as the GeroFit physical activity program and the Integrated Health and Healing (IHH)
department (two sites) because the existing structures operated with a similar philosophy and
care approach. Barriers included: insufficient funding for program implementation (three
sites, <8 FTE), staffing turnover (two sites), and delegating Whole Health assessment to
existing providers without appropriate incentives (two sites). Time and staffing barriers
prevented robust Whole Health delivery to Veterans (one site). Whole Health team leaders
described an additional barrier to in-person CIH clinic visits, as one clinic was located
nearly 50 miles from the main campus (one site).

Learning-centeredness.—At four VAs, collaborators noted the implementation barrier
of insufficient pre and post-evaluation metrics of Veteran Whole Health use and workforce
needs. No facilitators were noted.

Information and knowledge access.—Information and knowledge access were
facilitated by a variety formal training opportunities including a nationally replicated coach
training program, online education, a Well-being staff retreat, and direct care training (two
sites). However, barriers included insufficient continuing education and lack of updated
information about Well-being class schedules, current therapies, active CIH providers, and
EHR referral procedures (three sites).

The updated CFIR framework divides this domain into the roles and characteristics
of individuals.1® Barriers and facilitators emerged including innovation deliverers,
implementation leaders and team, capability, and opportunity and motivation.

Innovation deliverers.—Innovation delivery was facilitated by clear role delineation to
specialized staff such as coaches (one site) and specialty pain clinic providers (2 sites,

IHH and CIH clinics). Barriers from role conflict arose when general healthcare staff and
providers (e.g., primary care physicians) had to deliver initial Whole Health assessment (i.e.,
PHI), education, and referral in addition to existing clinical duties (four sites).

Implementation leaders and team.—Facilitators of the implementation process
included implementation leaders and team members with alloted time, compensation, and
a primary responsibility to initiate and maintain implementaiton procedures at their VAs
(five sites). Conversely, barriers included leadership that implemented Whole Health as a
secondary responsibility (e.g., steering committee) (two sites).

Characteristics

Capability.—Barriers consisted of Veteran knowledge barriers (four sites), staff/provider
knowledge barriers (three sites), and provider referral knowledge barriers (three sites). Some
of these knowledge barriers included insufficient knowledge of the referral criteria for CIH
or Wellbeing classes, the EHR referral process, and the most current list of Whole Health
providers and offerings. Conversely, interviewees at one site reported the facilitator of a
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PACT-embedded Whole Health coach that served as a team guide, Veteran educator, and
knowledge source.

Opportunity and motivation.—Provider opportunity barriers included competing
clinical duties and workflow (two sites). Veteran opportunity barriers to in-person or virtual
wellbeing included schedule conflicts and no internet access (two sites). Provider motivation
barriers included the viewpoint that formal Whole Health procedures were superfluous,
because the Whole Health philosophy was already delivered with an informal clinical
assessment (two sites).

Limitations

The available data are limited to six VA sites within the VAQS Program. The VA sites
participating in the VAQS program may have unique characteristics (e.g., strong academic
affiliations, QI resources) that may limit the interpretation of the findings. Additionally,
the data did not include an exhaustive list of available Whole Health resources among

sites and integration into each system is constantly changing. The data collected was from
one point in time. Interview data were subject to primacy and recency biases given that
informants perceptions of implementation may vary with Flagship status and variable local
implementation efforts.

Lastly, the updated CFIR was applied after the data were gathered to synthesize findings
and was used for after-implementation analysis post-hoc.16 While this model facilitated
synthesis of cross-site barriers and opportunities, the retroactive use may have limited
the full scope of application. Future work should further investigate these findings with
consistent CFIR application from project onset through publication.

Discussion

We examined barriers and facilitators to Whole Health implementation and Veteran use
within and across a convenience sample of VAMCs through structured analysis and
synthesis of the updated CFIR domains. While VAMCs individualize their approach

to implementation and use, this project improves our understanding of strengths and
opportunities for improvement regarding implementation on a local and national scale,
which have implications for large healthcare systems. We will discuss lessons learned from
all updated CFIR domains.

While we found the strengths of Whole Health care coordination and person-centered care
in the context of COVID-19 crisis management and historic staffing shortages,24-26 we
also identified barriers of workforce role strain and innovation complexity. For instance,
one VA’s GeroFit program designed each physical activity regimen according to each
Veteran’s goals and physical status, and all sites promoted PHI completion as a Whole
Health entry point. Despite these advancements, our results suggest that barriers to full
integration include a lack of assigned staff for Whole Health delivery, staff knowledge
deficits, variable class offerings and clinic use, and challenging referral procedures. These
challenges signal an opportunity to standardize implementation across VAS.
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Veteran Whole Health use begins with Veteran goal setting (PHI) and continues with Well-
being class participation and therapeutic management (CIH clinic). This process requires
staff, time, and resources to initiate Whole Health assessment and guide Veterans to the
appropriate offerings. Inner setting facilitators for this process included appropriate staff
training and Whole Health innovation deliverers. However, barriers included providers and
staff needing help to incorporate Whole Health into their clinical workflow. Meyers and
colleagues (2012) identified four implementation phases with the first phase consisting of
self-assessment strategies, creating adaptation strategies, and capacity-building strategies.2’
Consistent with the capacity-building activities, robust initial training occurred across sites.
However, there was an opportunity to increase buy-in, organizational capacity, and staff
maintenance, which may be addressed partially with Whole Health coaches to facilitate
innovation delivery.

Each VA network has had the leeway to implement Whole Health coaching differently
across sites: coaches may be Veterans or other healthcare workers that have undergone
specialized training and have provided goal-setting consultations via different modalities
throughout the pandemic.28:29 Coaching may assist with building organizational capacity,
lower provider stress, and diffuse this innovation at the microsystem level (PACT team).
Previous research indicates that Veterans benefitted from short-term coaching, but desired
more intensive and ongoing coaching programs for goal attainment,39 requiring sufficient
FTE allocation. Moreover, the coaching intensity will vary by Veteran, warranting evaluation
to identify the dose and duration of coaching necessary to promote efficient Veteran-centric
coaching and quality of life. We found that coaches were an essential knowledge source
(current class offerings) and may address knowledge access challenges to changes in referral
processes.

We also found that implementation facilitators included assigned implementation teams,
robust communication and relationship-building, and easy knowledge access, but only some
sites had these advantages. The essential components of later implementation stages include
team building, a clear implementation plan, process evaluation, and supportive feedback
mechanisms.2” Although some site partners reported strong interdepartmental relationships
with increased leadership buy-in, interdepartmental siloes prevented communication about
the implementation process and a promoted a lack of a learning-centered culture.

Sites may support continuous improvement with a mix of formal and informal feedback
mechanisms and varied process and outcome evaluation metrics.2’ Feedback mechanisms
may include periodic reflections This standardized methodology entails qualitative
exploration of clinician and Veteran experiences of the implementation process to integrate
feedback and improve outcomes (e.g., fidelity).3 Future research should use this approach
to explore bi-directional communication across the organizational leadership structure to
evaluate transformational change. Future work in this area should also build on our findings
to systematize Whole Health delivery and continually improve this innovation with Veteran
and VA employee feedback. Such approaches may include employee retreats, advisory
councils, workshops, and cross-site dissemination of best practices.
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Conclusions

This project illuminated the Whole Health integration nationally and evidenced the
useability of the CFIR framework in a largescale, national project. This project identified
key system-level facilitators and barriers related to initiative integration into a VA system.

Implications

These findings have implications for large healthcare systems. Namely, implementing
multifaceted healthcare interventions at a system-wide level is largely influenced by the
implementation structure and process to support integration and improvement at local
and regional levels. Taking these contexts into account when planning interventions

and allocating resources for sustainability will be key for continued efforts to

use interdisciplinary approaches. Whole Health impacts patients’ perceptions of and
participation in their care and has shown to improve Veteran health and well-being. This
initiative may also improve the lives of VA employees as national expansion continues.®

Future research and QI efforts should consider the cost-effectiveness of integrating this
innovation e.g., analyzing Whole Health FTEs/bed or staff count with process and outcome
metrics. Quantitative and qualitative evaluation metrics should include Veteran use of the
three core Whole Health components (number of completed PHIs) to assess the success of
process improvement and adapt implementation strategies.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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1. Eleven VAQS sites performed
individual interviews with VA and
WHS leaders, providers, and staff
using varied data collection

approaches 2. Findings presented at August 2021

Summer Institute Conference

4. Barriers and facilitators further
organized with CFIR domains

3. Findings organized into barriers and
and constructs

facilitators for 6 of the 11 sites

5. Domains and constructs were
revised to reflect updated CFIR
model

Figure 1. Data Collection and Analysis Process
This process details the process of each individual site collecting data and subsequently six

of the eleven sites synthesizing the data using the updated CFIR domains.
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Outer Settin :
e / Implementation Process

* Doing (+/-)
* Reflecting and
P ' evaluating (+/-)

Figure 2. Updated CFIR Domains and Constructs Identified in Whole Health System
Engagement Analysis

The + symbol indicates facilitators whereas the — symbol represents the barriers under the
corresponding construct.
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Table 1.

Adapted Updated CFIR Model Domains and Construct Definitions

Page 17

resources and characteristics
at the local level that may
support or obstruct the
innovation

connections and
. - *
communication

Domain and Domain Construct Construct Definition Example
Definition
Innovation- the Whole Cost The expense and funding needed to FTE for dedicate WHS team members,
Health System features implement, deliver, and maintain the WHS | e.g., implementation leaders, coaches
implemented at each site as innovation
the “thing” that is being
implemented
Complexity The nature, scope, and number of steps The number of steps needed for a
taken to engage with the WHS, e.g., Veteran to be referred, scheduled, and
referral to complete a CIH clinic visit
Offerings ™ Specific WHS procedures, programs, and PHI Completion
clinical therapies for Veterans to access
Accessibility * The extent to which offerings were Referral initiation source and
available and easily used by Veterans, procedures
primarily operationalized as referral
procedures
Inner Setting - Available Relational The associations, interactions, and Implementation leadership regularly

messaging of members of the WHS
initiative team with other healthcare teams
and departments

meets with department heads to
identify challenges and solutions and
share best practices

Compatibility

The fit of the WHS innovation with the
practices and procedures of each distinct
healthcare setting

Seamless referral menus in the
electronic health record that facilitates
appropriate CIH clinic referral

Structure and

The local infrastructure, staffing, funding,

Hiring staff to perform the PHI

resources and physical space that helped or inhibited | with Veterans and recommend/coach
successful integration of WHS offerings Veterans as to WHS classes or clinical
with the daily clinical workflow services aligned with Veteran goals

Learning- The degree to which a workplace culture Each site collects evaluation metrics

centeredness embraces data-driven quality improvement | of program success and utilizes

for Veteran outcomes

outcome and process metrics to inform
continuous process improvement

Information and
knowledge access

The availability and ease of access of
WHS education to support the delivery of
the WHS innovation

Provider training for how to integrate
the WHS in their daily practice

Individuals - The

roles and features of
individuals involved in the
implementation, leadership,
delivery, and receipt of the
WH innovation

Roles - Roles indicate one’s
position within the project
as well as the inner or outer
setting

Innovation
deliverers (role)

Providers that directly administered the
WHS components (e.g., PHI) to Veterans
(i.e., innovation recipients).

Primary care providers or WHS
Coaches complete the PHI

Implementation
leaders and team
(role)

Those with the responsibility to facilitate
the WHS implementation within the inner
setting

WHS leaders regularly assess the
reach, adaptability, feasibility etc. of
the WHS innovation

Individual characteristics
- the conditions needed to
optimize WHS delivery and
reception

Capability
(characteristic)

The capacity with which individuals
possess the appropriate knowledge and
skills to deliver or receive the innovation

PCP knowledge of how to refer a
Veteran for a pain management consult
with the CIH clinic

Opportunity
(characteristic)

Opportunity refers to the availability,
control, and scope to deliver or receive the
WHS innovation

PCP has the power to refer a Veteran
for CIH clinic services, nurse has the
power to refer a Veteran to a Well-
being class

J Healthc Qual. Author manuscript; available in PMC 2024 May 03.



1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuen Joyiny

Kimpel et al.

Page 18

Domain and Domain
Definition

Construct

Construct Definition

Example

Motivation
(characteristic)

Motivation refers to the individual
commitment to deliver or receive the WH
innovation.

PCP believes in the vision of the WHS
and regularly fills out the PHI as part
of daily clinic visits

Outer Setting - the
multilevel context (e.g., city,
state) in which the inner
setting is embedded

Partnerships

Professional connections with outside
organizations such as other healthcare
entities, academic institutions, and
professional organizations

Referrals partnerships with rural
providers

Critical incidents

Widespread occurrences that disrupt or
modify the delivery of the innovation

COVID-19; staffing shortages,

Process - the steps taken
to implement the WHS
innovation within the inner
setting

Doing

Growing the implementation effort from
initial, small improvement cycles within a
microsystem (e.g., one PACT team clinic)

Implementing the innovation on one
PACT team clinic

Reflecting and
evaluating

Collecting metrics to assess status of
implementation process and identify areas
for process improvement

Capturing Veteran “engagement”
metrics to track use of the innovation
such as Wellbeing program attendance

*
This construct was developed to reflect available data and was not a CFIR 2.0 Construct

*ok

Two or more constructs were grouped together to simplify description of the results

WHS=Whole Health System; PHI=Personalized Health Inventory; CIH=Complimentary Integrative Health; FTE=Full Time Equivalents;
PCP=Primary Care Provider; PACT=Patient Aligned Care Team
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