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Abstract

Objective—This study compared the effectiveness of an enhanced versus standard 

implementation strategy (Replicating Effective Programs-REP) on uptake of a national population 

management program (Re-Engage) for Veterans with serious mental illness.

Methods—Mental health providers at 158 VA facilities were given REP-based manuals/training 

in Re-Engage, which involved identifying Veterans who had not been seen in VA care for at least 

one year, documenting clinical status, and outreach to coordinate health care. After six months, 

facilities not responding to REP (n=88) were randomized to receive six months of facilitation 

(Enhanced REP) or continued standard REP. Site-level uptake was defined as percentage of 

patients with updated documentation or attempted contact.

Results—Rate of Re-Engage uptake was greater for Enhanced REP sites compared to standard 

REP sites (e.g., 41% vs. 31%;p=.01). Total REP facilitation time was 7.5 hours/site for six 

months.

Conclusions—Added facilitation improved short-term uptake of a national mental health 

program.
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BACKGROUND

Persons with serious mental illness are disproportionately burdened by medical conditions 

(1) and homelessness (2) which can greatly increase risk for premature mortality (3). Two 

out of every five Veterans with serious mental illness experienced gaps in medical care 

lasting at least 12 months (4). Improving access to and continuity of health services may 

mitigate the health risks exacerbated by these gaps in care (3).

To address this disparity, the U.S. Department of Veterans Affairs (VA) tested the 

effectiveness of population management program (Re-Engage) in which Veterans with 

serious mental illness who had dropped out of care (i.e., not seen by a VA provider for at 

least one year) were identified and encouraged to return to care (5). Re-Engage consists of 

documentation of patients’ clinical status and outreach to assess need for healthcare (6) and 

was associated with a greater proportion of Veterans returning to VA care and six-fold 

reduction in mortality (5).

Subsequently, the VA approved a policy directive (7) in 2012 which authorized the national 

implementation of Re-Engage across VA facilities. VA program leadership wanted to ensure 

that Re-Engage was effectively implemented and sustained nationally by local providers, 

and had proactively sought to identify strategies to facilitate the uptake of this national 

program. Implementation intervention strategies, especially those that are theory-based and 

highly-specified are needed to help providers adopt core components of clinical 

interventions in routine care (8). However, standardized implementation strategies have not 

been widely tested for their effectiveness. Taking advantage of the VA's national 

implementation of Re-Engage, this study compared the effectiveness of a standard versus 

enhanced implementation strategy to promote the uptake of Re-Engage among sites not 

initially responding to 6 months of the standard implementation strategy.

METHODS

This randomized controlled implementation intervention trial, described elsewhere (8), was 

reviewed and approved by the local VA Institutional Review Board. Sites not initially 

responding to an established implementation strategy (Replicating Effective Programs-REP) 

were randomized (9) at the VA regional network level to either continue the standard REP 

implementation intervention or, to receive an enhanced version of REP that included an 

external coach, or facilitator, to promote uptake of Re-Engage.

Re-Engage involved initial queries of VA national administrative databases to identify 

Veterans with a diagnosis of serious mental illness who had not been seen by a VA provider 

for at least a year, and required a mental health clinician to document Veterans’ clinical 

status, and attempt to contact and route them to appropriate VA health care when needed (5). 

The VA national Mental Health program generated an initial list of Veterans with either an 

inpatient or outpatient ICD-9 diagnosis for serious mental illness 

(schizophrenia-295.0-295.9 or bipolar disorder-296.0-296.1; 296.4-296.89) recorded 

between fiscal years (FY) 2008-2011 who were last seen at a VA facility in the 50 United 

States, who were still alive between FY2008-2011 based on U.S. death records, and as of 
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FY11 had not received VA outpatient care for at least one year. The list was stratified by 

VA site where the patient was last seen and sent securely to a designated VA mental health 

clinician at that facility. These VA clinicians, known as local recovery coordinators, were 

identified by the VA national policy directive for the Re-Engage program to implement the 

Re-Engage program. As licensed independent practitioners (Master's level social workers or 

PhD psychologists), local recovery coordinators had the clinical expertise to implement the 

core components of the Re-Engage program, notably by updating the patient's clinical status 

in a web-based registry using available medical record data, information garnered from 

internet search engines or family members. Among patients still alive and who were non-

institutionalized (e.g., not incarcerated or in nursing homes), local recovery coordinators 

were also able to attempt to contact the patient to assess the Veteran's current medical and 

psychosocial needs and schedule healthcare appointments if needed.

The primary focus of this study was to compare the two implementation strategies on the 

basis of improved uptake of Re-Engage (rather than on the improvements in patient-level 

outcomes due to the Re-Engage program itself. Therefore, the primary outcomes for this 

study were defined as the percentage of patients with an updated documentation of clinical 

status, and the percentage with an attempted contact by the provider. These measures 

represent core components of the Re-Engage program and were ascertained from the web-

based registry (5, 8).

Between March and August 2012, local recovery coordinators at all VA facilities (n=158 

sites) in the 50 United States were given the standard Replicating Effective Programs (REP) 

strategy, which included a toolkit, web-based registry link, training in the Re-Engage 

program via conference calls, and as-needed technical assistance to support implementation 

(8). After six months of standard REP, 42% (n=70) of sites had achieved minimum program 

implementation, which was defined as initial effort to update clinical status for >=80% 

patients in the web-based registry. Sites that did not achieve minimum implementation 

(58%;n=88) were then randomized, stratified by VA regional network level to receive 

Enhanced REP or continuation of standard REP.

Local recovery coordinators from sites randomized to Enhanced REP were assigned to one 

of three doctoral-level facilitators who provided coaching for 6 months. Providers from sites 

assigned to standard REP continued to have access to REP materials and could contact a 

separate technical assistant for Re-Engage program support, but did not receive coaching 

from facilitators. All personnel who operationalized and provided the Enhanced and 

standard REP implementation strategies, including facilitators and trainers, were located at a 

single site. Facilitators and trainers were partners with national VA Mental Health leadership 

and were not part of the Re-Engage providers’ local chain of supervision.

Enhanced REP facilitators provided coaching to local recovery coordinators on 

implementing Re-Engage at their site via semi-structured weekly calls (8). During the calls, 

facilitators assessed site-level barriers to Re-Engage uptake, reviewed progress, provided 

support and encouragement, and problem-solved action plans to overcome barriers to 

implementation. Facilitators also provided negotiation skills to help with securing time and 

resources from local leadership. The total time spent on facilitation activities was recorded 

Kilbourne et al. Page 3

Psychiatr Serv. Author manuscript; available in PMC 2015 November 10.

V
A

 A
uthor M

anuscript
V

A
 A

uthor M
anuscript

V
A

 A
uthor M

anuscript



using a weekly log form by each facilitator, including attempted and completed calls with 

providers, documentation, and weekly meetings with study investigators and VA national 

program leadership to review facilitation techniques and progress.

Descriptive statistics were used to compare the percentage of facilities achieving adequate 

Re-Engage uptake after 6 months based on the two measures (percentage of patients with a 

documentation of clinical status, and percentage with at least one attempted contact within 6 

months). Repeated measures longitudinal analysis was used to compare site-level overall 

percentages between the standard versus Enhanced REP groups, adding the indicator for 

Enhanced (versus standard) REP, time (in months), the interaction of Enhanced REP by 

time, facility size (defined as overall number of unique patients at the site prior to site 

randomization), number of Veterans on the site's list for re-engagement, and whether the 

facility had an inpatient unit.

RESULTS

On September 1, 2012, 1,531 Veterans had been lost to care in the 88 VA sites not initially 

responding to 6 months of standard REP, with a median of 17 Veterans per site (range=4 to 

44 Veterans). Six months later, sites receiving Enhanced REP compared to those receiving 

standard REP had a greater percentage of patients with an updated documentation of clinical 

status (61% vs. 47%; df=87;p=.01) and greater proportion of Veterans (N=579) with an 

attempted contact (41% vs. 31%; df=87; p=.01); Figure 1. Results from the repeated 

measures analysis indicated a greater rate of change among Enhanced REP compared to 

standard REP sites in percentage of patients with updated documentation (Enhanced REP by 

Time interaction Beta=.03;t=3.17;df=462; p<.001) and attempted contact (Enhanced REP by 

Time interaction Beta=.02; df=520;t=2.37; p=.01). The total amount of time all facilitators 

spent across the 39 sites during the six-month Enhanced REP period was 284.6 hours, or a 

total of 7.3 hours per VA site for a six-month “dose” of facilitation support. Limiting the 

analyses to sites with >=20 patients produced similar results (data not shown).

DISCUSSION

In this implementation intervention trial, providers from sites randomized to receive added 

facilitation coaching compared to sites receiving standard toolkits, training, and as-needed 

technical support were more likely to implement a population management program for 

Veterans with serious mental illness that had dropped out of care. Few implementation 

strategies have been shown to improve the uptake of mental health programs, especially at 

the national level. Strategies like Enhanced REP are especially useful to large healthcare 

organizations that strive to roll out evidence-based programs to improve access to and 

outcomes for high-risk patients.

Assessing the effectiveness of Enhanced REP among sites not initially responding to 

standard REP was important as not all sites may need a more intensive implementation 

strategy to promote program uptake. This design also has the potential to inform the delivery 

of more cost-efficient implementation interventions (9).
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There are limitations to this study that warrant consideration. The priority to conduct a 

national rollout of Re-Engage precluded more intensive monitoring of program uptake 

beyond documentation by frontline providers using the web-based registry, or having 

facilitators make in-person site visits. Generalizability of these findings may not extend 

beyond the VA or similar closed healthcare systems. The need to disseminate early findings 

on the effectiveness of facilitation to VA leadership mitigated the ability to wait for long-

term patient-level outcomes data.

CONCLUSIONS

Added facilitation improves uptake of a national program among sites that are less 

responsive to standard implementation practices. These findings have the potential to inform 

not only the development of more cost-efficient implementation strategies but policies 

around national roll-out of programs (10). Further research is needed to determine the 

overall long-term impact and value of implementation strategies on improving the overall 

health of persons with mental disorders.
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Figure 1. 
Percent Updated Clinical Status, and Uptake in Attempted Patient Outreach Contact of the 

Re-Engage Program Between Sites Randomized to Receive Enhanced vs. Standard 

Replicating Effective Program (REP) Implementation Strategy, Among Sites Initially Not 

Responding to 6 months of Standard REP
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