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In response to recommendations from the Special Committee on posttraumatic stress disorder
(PTSD), the United States Department of Veterans Affairs, Veterans Health Administration
(VHA) chartered a workgroup to identify strategies for improving the reach and fidelity of
evidence-based psychotherapies (EBPs) implemented by VHA through clinician training
initiatives. The workgroup, which comprised stakeholders in a variety of roles within the
VHA, used an Intervention Mapping process, a practical approach to designing change
strategies based on theory, evidence, and stakeholder input. High-level recommendations
centered around implementation of recent VHA/Department of Defense (VA/DoD) treatment
guidelines. In addition to recommended first-line and suggested second-line treatments, the
guidelines include measurement-based care and shared decision making around EBPs and
their alternatives to ensure that care is goal-oriented and patient-centered. To support
increased reach and fidelity, the workgroup made four broad recommendations: (a) enhancing
leadership support; (b) alignment of policies, programs, and processes that influence reach of
EBPs as recommended in clinical practice guidelines, including implementation support to
accompany EBP trainings; (c) use of clinical data to inform decision making at multiple
levels, and to provide fidelity support when outcomes are lower than expected or desired; and
(d) increasing veteran and stakeholder education and awareness of guideline recommendations and availability of EBPs. These recommendations accompanied a more detailed set of
recommended steps for implementation. This article describes the Intervention Mapping
process and a summary of resulting workgroup recommendations.
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Public Significance Statement
This study suggests an Intervention Mapping process is a useful approach for designing change
strategies based on theory, evidence, and broad stakeholder input. The process and recommendations
presented here provide guidance for enhancing access to high quality, evidence-based psychotherapy
in a large healthcare system.
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Implementation and sustainment of evidence-based interventions are particularly challenging in large and complex
systems. This article reports on an Intervention Mapping
(Eldredge et al., 2016) process and the recommended implementation strategies that resulted from a workgroup that
the United States Department of Veterans Affairs (DVA),
Veterans Health Administration (VHA) chartered to identify steps to improve reach and fidelity of evidence-based
psychotherapies (EBPs) in the VHA. Although the original
focus of the workgroup was EBPs, this article will highlight
relevant actions for any complex mental health intervention
implemented in large health care systems.

Background
EBP in the VHA System
The VHA has made significant investments to increase
veterans’ access to EBPs. At the policy level, The Uniform
Mental Health Services Handbook (DVA, 2008) set forth
the expectation that all veterans with posttraumatic stress
disorder (PTSD) “must have access to Cognitive Processing
Therapy (CPT) and Prolonged Exposure (PE) as designed
and shown to be effective,” and that “all veterans with
depression or anxiety disorders must have access to Cognitive Behavioral Therapy (CBT), Acceptance and Commitment Therapy (ACT), or Interpersonal Psychotherapy
(IPT).” The EBP clinician training programs disseminated
psychotherapies that demonstrated efficacy or effectiveness
in research trials, addressed conditions prevalent among
veterans, and were well suited for dissemination in the VHA
at the time of the Handbook’s development (Karlin & Cross,
2014). Subsequent program evaluations of these VHA National Training Initiatives indicated levels of symptom
change and/or rates of recovery that were comparable in
terms of effect sizes to those found in clinical trials (cf.,
Eftekhari et al., 2013; Karlin et al., 2012). Despite the
considerable efforts, promising findings within the VHA
system and independent reviews indicate that current evidence supports the recommended EBPs as the first-line
psychological treatment of PTSD in active duty military
personnel and veterans (Kitchiner, Lewis, Roberts, & Bis-

son, 2019), researchers have documented low reach of
EBPs. Studies that monitor clinician use of VHA’s Computerized Patient Record System (CPRS) progress note templates to document EBP sessions, and studies that used Natural
Language Processing (NLP) to examine clinical documentation of EBPs for PTSD indicate that EBP reach is significantly
lower than would be predicted by the number of clinicians
trained (Maguen et al., 2018; Rosen et al., 2019; Shiner et al.,
2018). Most recently, Maguen et al. (2018) used NLP on a
national level and determined that 20.2% of veterans with a
PTSD diagnosis who received psychotherapy in the VHA
received at least one session of an EBP for PTSD over the
course of 15 years from 2001 to 2015, while Rosen et al.
(2019) conducted the same procedure for CPRS notes during
the 2015 fiscal year in nine PTSD Specialty Care programs and
found that 35% of veterans with PTSD who engaged in psychotherapy initiate CPT or PE.

Factors Associated With EBP Reach
Numerous studies have examined organizational and
provider-level factors that may explain the low reach of EBPs
(Rosen et al., 2016). Despite several well-documented concerns about EBPs in the VHA (Rosen et al., 2016; Steenkamp
& Litz, 2014; Steenkamp, Litz, & Marmar, 2020) and literature
on factors that influence individual therapist decisions to provide EBPs including provider skepticism and concerns about
fit, comorbidity, and other factors (Cook et al., 2015; Finley et
al., 2020; Hamilton et al., 2020), the factors most strongly and
consistently associated with EBP reach appear to be at the
organizational level: leadership, team functioning, workload,
and organizational support (Mohr et al., 2018; Rosen et al.,
2016; Sayer et al., 2017).
Past research has examined patient-related attitudes and
experiences with respect to EBP reach. Hundt et al. (2015)
identified the following patient barriers: fears about symptom increases, beliefs that avoidance was helpful, doubts
about the therapy rationale, and lack of knowledge about
EBPs. Patient facilitators include needing to talk about the
trauma, prior treatment experiences that led to confidence in
their ability to engage in EBPs, knowing the EBP therapist,
provider behaviors that facilitated buy-in, encouragement
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from peers, and “desperation for symptom relief” (Hundt et
al., 2015). The authors emphasize that veteran “word of
mouth” around EBPs and certain provider behaviors (i.e.,
offering multiple treatment options, engaging in shared
treatment decision making, providing information on available treatments, and describing treatment efficacy research)
promote EBP initiation. Among veterans who participated
in orientation meetings that included standardized information about EBPs and other treatment options offered at
clinics, the majority chose an EBP with or without medications over no treatment or medications only (Schumm,
Walter, Bartone, & Chard, 2015). In another evaluation, a
brief orientation and treatment planning group resulted in a
substantially higher rate of veteran choice of EBPs over
alternative treatment options (i.e., symptom-focused treatments, supportive group therapy, complementary therapies,
medications only, or no treatment; DeViva, Bassett, Santoro, & Fenton, 2017). However, in one study, when presented with options that include EBPs, 28% of veterans did
not initiate EBP treatment (Keller & Tuerk, 2016). Studies
have also suggested that dropout during the first third of the
treatment protocol is not uncommon (Eftekhari et al., 2013).

Factors Associated With EBP Fidelity
Literature on the relationship of treatment fidelity and
clinical outcomes has been mixed. A meta-analysis did not
identify an association for therapies other than CBT for
depression (Webb, Derubeis, & Barber, 2010). Subsequently, various studies identified associations between fidelity and symptom change for CPT with clinical trial and
community samples (Farmer, Mitchell, Parker-Guilbert, &

Galovski, 2016; Holder, Holliday, Williams, Mullen, &
Surís, 2018; Marques et al., 2019). Other research has
shown that additional aspects of implementation fidelity,
such as the extent to which session frequency and consistency align with recommendations in treatment manuals, are
associated with symptom change. Higher number of days
and inconsistency in time between sessions was associated
with worse outcomes, suggesting the possibility that adherence to the recommended frequency may increase the likelihood of good outcomes (Gutner, Suvak, Sloan, & Resick,
2016). It is possible that observed relationships between
session frequency and clinical outcomes are not causal.
Instead, other factors (e.g., clinic caseloads, scheduling constraints, and patient treatment motivation) may explain this
relationship. On average, VHA medical record data suggests that sessions occur every two weeks (Sayer et al.,
2019). Some studies have shown that feedback on intervention fidelity (e.g., the level of adherence and skill or competence) can support favorable training outcomes (Lu et al.,
2012), and that supportive fidelity monitoring may reduce
turnover, thereby preserving a trained workforce and EBP
availability (Aarons, Sommerfeld, Hecht, Silovsky, & Chaffin, 2009).
Current methods to assess EBP fidelity in the VHA are
largely based on what can be gleaned from medical record
data. The rate of compliance with the 2014 VHA requirement to use the EBP progress note templates in the medical
records (Rosen et al., 2019) is unknown, although a recent
study indicated that about 33% of patients in residential
programs had clinical notes that used EBP templates, and
that the number of templates used correlated with therapistlevel self-reports of EBP use (Shiner et al., 2018). However,
limitations to templates for fine-grained fidelity assessment
include the fact that only self-reported adherence, rather
than competence can be gleaned from templates, and not all
elements of EBPs that are reflected in the templates are
captured in the VHA’s corporate data warehouse, which
facilitates retrieval of large-scale data on clinical visits.

Special Committee on PTSD Report
Consistent with findings outlined above, the Fiscal Year
(FY) 2015 Report of the Special Committee on PTSD
identified several concerns regarding the delivery of EBPs
for PTSD within the VHA (Institute of Medicine [IOM],
2014). One concern is related to reach: that VHA clinicians
who receive extensive training and consultation in CPT
and/or PE do not provide the therapy to veterans often
enough to significantly increase opportunities to access
these treatments. Additionally, some clinicians may not use
the treatments often enough to develop and maintain the
fidelity and expertise needed to ensure that veterans obtain
optimal treatment outcomes. The committee also expressed
concern about the lack of current validated mechanisms
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within the VHA for assessing the level of fidelity and
quality with which clinicians deliver therapies following
completion of training. In response, the VHA created a
national workgroup to develop empirically based strategic
recommendations about fidelity. VHA also tasked the workgroup with addressing a broader concern about emerging
data indicating low EBP reach within VHA. The workgroup
was formed with the intent to generate recommendations
from all levels of stakeholders regarding ways to assess,
improve, and sustain EBP use and fidelity, with an effort to
inform EBP delivery beyond PTSD in the VHA.
To address the complexity associated with the reach and
fidelity of EBPs, the workgroup leaders followed emerging
recommendations from the field of implementation science
and used an Intervention Mapping (IM) framework to decide upon recommendations for the VHA (Powell et al.,
2017). IM is a process for developing theory- and evidencebased interventions or strategies, based on a systematic
framework for planning, development, and implementation
of effective interventions (Eldredge et al., 2016; Fernandez,
Ruiter, Markham, & Kok, 2019). The aim of the current
article is to outline the workgroup’s IM approach and
describe the resulting recommendations, emphasizing
processes, and findings that may be broadly relevant for
implementation and sustainment in large health care systems.

Method
The workgroup selected an IM Framework to guide the
development of recommendations. The framework applies a model for change to the challenges of implemen-
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tation by operationalizing the multilevel influences on
success and linking them with appropriate, evidencebased implementation strategies to achieve specific performance objectives (Colquhoun, Squires, Kolehmainen,
Fraser, & Grimshaw, 2017). Thus, it is particularly useful
when there are multiple, potentially complex determinants of behaviors that are targeted for change, and it has
increasingly been used in implementation projects
(Colquhoun et al., 2017). More recently, Fernandez et al.
(2019) used a proposed framework that adapts the process for implementation strategies. However, the process
undertaken by the workgroup more closely aligns with
IM, as it included the development of process and logic
models to fully understand the ways in which the multilevel determinants may interact and influence one another. The workgroup based the process on Eldredge et
al. (2016) and examples of IM in the literature, but rather
than applying it to the development of a psychological
intervention, they applied it to the selection and integration of implementation strategies to address low EBP
reach and fidelity (Colquhoun et al., 2017; McEachan,
Lawton, Jackson, Conner, & Lunt, 2008).
The workgroup followed the IM steps (Eldredge et al.,
2016) that fell within the scope of the workgroup’s
charter. As described by Eldredge et al., Step 1 of the
process, “Logic Model of the Problem,” comprises: (a)
Establish and work with a planning group, (b) Conduct a
needs assessment to create a logic model of the problem,
(c) Describe the context for the intervention, including
the population, setting, and community, and (d) State
program goals. The latter two steps were set forth in the
charter for the workgroup, but once formed, the workgroup engaged in the remaining activities. The second
step of the process, Program Outcomes and Objectives
and Logic Model of Change includes: (a) State expected
outcomes for behavior and environment (identified in the
charter, definitions established by the workgroup), (b)
Specify performance objectives for behavioral and environmental outcomes, (c) Select determinants for behavioral and
environmental outcomes, (d) Construct matrices of change
objectives, and (e) Create a logic model of change. Step 3,
Program design/Recommendations includes: (a) selecting
evidence-based change methods and (b) identifying practical
applications and methods to deliver the change methods, including identification of existing resources and tools to support
the recommended activities. The workgroup did not engage in
Step 4 (Program Production), as this step would require formal
adoption of the recommendations and dedicated resources.
However, the group did compile a detailed list of steps and
suggested program users for each step, consistent with Step 5
(Program Implementation Plan). Step 6 (Evaluation) was outside the scope of the workgroup’s charter.
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Step 1: Logic Model of the Program
Formation and composition of the workgroup. To
begin, the workgroup enlisted core, consultant, and special
advisor workgroup members who could provide a variety of
perspectives and knowledge of different aspects of care
delivery within the system. These 44 individuals included
mental health policymakers, administrators, and program
leads from relevant offices in VHA’s Office of Mental
Health and Suicide Prevention (e.g., National Center for
PTSD, outpatient mental health, suicide prevention, psychosocial rehabilitation, and veteran integration), clinicians,
EBP training program coordinators, EBP trainers/consultants, facility mental health chiefs, facility EBP implementation support staff, and implementation/health services researchers within the VHA. Additionally, following standard
procedures for soliciting veteran feedback, liaisons from the
workgroup discussed EBPs and sought input regarding
needs, preferences, and recommendations from Veteran
Mental Health Councils and representatives of Veteran Service Organizations (VSOs) after an initial review of evidence and preliminary drafts of recommendations (i.e., approximately halfway through the IM process). The liaison
summarized veteran stakeholders’ feedback on the preliminary recommendations for the workgroup. To capture a
broader diversity of patient perspectives on PTSD treatment
and experiences with EBPs, the workgroup also consulted
qualitative research that summarized interviews with veterans during the IM process (e.g., Hundt, Barrera, Arney, &
Stanley, 2017; Hundt et al., 2018).
Needs assessment and development of a logic model of
the problem. IM begins with a needs assessment and
identification of determinants, and ends with an evaluation

of the program or intervention that is designed and produced
through the IM process. The tasks are iterative, with the
planners circling back to previous steps throughout the
process to ensure that they have addressed all implementers,
outcomes, determinants, and objectives. Because of limited
travel budget and restrictions in terms of workgroup members’ time, these activities occurred entirely through web
and phone-based meetings (33 over a period of approximately 24 months, with workgroup lead meetings occurring
between larger workgroup meetings) and work between
meetings (e.g., reviewing literature/research findings, or
drafts of logic models and recommendations). The workgroup first identified barriers and facilitators through a
review of research on EBP implementation in the VHA that
had very recently been completed at the time the workgroup
commenced (Rosen et al., 2016). This review included
consideration of multiple levels identified in implementation frameworks: Outer context (sociopolitical factors outside VHA), VHA System-, VISN (region)-, Facility-,
Program/Clinic-, Individual Provider-, and Veteran- Levels.
The workgroup also identified barriers and facilitators related to the EBP training programs, and reviewed VHA and
non-VHA research on implementation determinants and
strategies, including recent review articles (e.g., Rosen et
al., 2016; Stirman, Gutner, Langdon, & Graham, 2016),
local and national program evaluation, and descriptions of
stakeholder experiences. Workgroup consultants periodically updated the literature review to include emerging
research over the course of the workgroup’s deliberations.
Workgroup members read published reviews and consultants presented information about relevant findings on
workgroup calls. Additionally, the group reviewed summaries of reach derived from documentation of EBP delivery
through EBP templates in electronic health records, which
were captured in the VHA’s Corporate Data Warehouse.
These data sources were reviewed to understand the range
of EBP reach, and the findings regarding barriers and facilitators to implementation that have been identified within
and outside the VHA.
The workgroup formulated these barriers and facilitators
into a logic model that identified policies, behaviors, and
other implementation determinants at each level that contributed to low reach and lower EBP fidelity. The group identified
84 barriers and organized the logic models into two major
areas of outcomes: reach and fidelity. The reach model included 76 barriers, and the fidelity model included 50 barriers.
The workgroup updated and refined the logic model of the
problem over a dozen times by reviewing and discussing it on
calls and sending feedback via e-mail. While the working
model was far more detailed, for ease of interpretation the
model depicted in the online supplemental materials is a refined summary that encompasses broad themes.
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Step 2: Program Outcomes and Objectives and
Logic Model of Change
State expected outcomes for behavior and
environment. Per the workgroup charter, EBP reach and
fidelity were the two main expected outcomes. To address
variability in key implementation term definitions, the
workgroup first agreed upon definitions of reach and fidelity. Members recommended focusing on implementation
fidelity (Carroll et al., 2007), as it includes elements of
coverage/reach (proportion of eligible patients who receive
the intervention), delivery of the core intervention elements,
and attention to the timing, dose, and duration of the intervention. The workgroup conceptualized sufficient implementation fidelity as skilled delivery of an adequate and
consistent dose of the treatment elements most closely associated with positive clinical outcomes.
State performance objectives. To increase the generalizability and recognize the flexibility required for the care
of a complex patient population, the workgroup decided to
focus on reach and fidelity to interventions recommended in
VA/DoD (Department of Defense) clinical practice guidelines (CPGs), which might change as evidence emerges,
rather than specific evidence-based psychotherapies (EBPs). VA/
DoD Evidence-Based CPGs are available for PTSD (VA/
DoD, 2017), Major Depressive Disorder (VA/DoD, 2016),
Substance Use Disorders (VA/DoD, 2015), and suicide prevention (VA/DoD, 2019). Based on the original recommendations of the Special Committee on PTSD and as an
example, the workgroup highlighted the recent VA/DoD
CPG for the Management of Posttraumatic Stress Disorder
and Acute Stress Reaction (VA/DoD, 2017). Informed by
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reviews of the most recent intervention research as well as
by veteran stakeholder focus groups, this peer-reviewed
CPG identified several effective first-line treatments for
PTSD. In recognition of the importance of patient choice
and the fact that a “one size fits all” approach does not
reflect the realities of clinical care in a complex system,
these guidelines also provide flexibility. Consistent with the
American Psychological Association’s Evidence-Based
Practice in Psychology policy, the VA/DoD CPG for PTSD
recommends a process of shared decision making (SDM)
and integration of patient preferences. The CPG developers
also suggest specific treatments when the recommended
treatments are not available, indicated, or when veterans
decline the first-line treatments. Finally, the guidelines encourage measurement-based care (MBC) to support ongoing collaborative clinical decision making and treatment
planning. Thus, in addition to recommending specific firstand second-line psychotherapies identified in CPGs, the
workgroup suggested that additional outcomes be included
in efforts to determine whether guideline-informed care
occurred. These additions allow a process by which veterans
are made aware of and offered treatments that are recommended in the guidelines when they are indicated, that a
discussion of treatment options and patient preferences occurs,
and that the treatment plan is reviewed and updated based on
discussions about the veteran’s progress and goals. The workgroup also discussed how to measure and recognize increases
in reach and fidelity to the interventions and processes recommended in the guidelines. It was important to identify feasible
strategies for measurement in a large health care system while
developing recommendations regarding gaps in current measurement capabilities.
Create matrices of change objectives and strategies.
The workgroup next identified potential strategies that could
address each of the most salient and central barriers related to
low reach and fidelity. The workgroup leads presented the
Expert Recommendations for Implementation Change (ERIC;
Powell et al., 2015) and an example of the process of experts
mapping strategies to barriers (Waltz et al., 2015) to the workgroup to illustrate an approach to identifying strategies. However, the workgroup elected not to restrict their recommendations to individual ERIC strategies and considered research
findings on multifaceted or bundled implementation strategies
(e.g., Aarons, Ehrhart, Farahnak, & Hurlburt, 2015; Glisson et
al., 2010; Kauth et al., 2010; LoSavio et al., 2019). Small
subworkgroups formed, comprising workgroup members and
consultants with multiple perspectives and/or expertise at each
level (e.g., system, EBP training program, facility, program,
provider, and veteran). Over a series of 1-hr calls, subgroups
examined research and local evaluation data to select the most
promising strategies that could occur at their level to address
barriers and facilitate increases in reach and fidelity. Existing
research literature, as well as program evaluation and evidence
from programs with higher reach and fidelity informed this
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process, with workgroup members who had relevant knowledge or experience sharing literature, data, and other information to support decisions about appropriate strategies. The
subgroups identified solutions that leveraged existing VHA
programs and resources to address these barriers when possible. They engaged stakeholders from the field by asking workgroup members to report on the workgroup’s activities to their
local and national constituent groups to receive input on implementation strategies. They publicized an online suggestion
box in these meetings and through emails, and received 28
suggestions from clinicians, supervisors, and program managers. After the small workgroups narrowed down the recommendations, the core workgroup reviewed and finalized a
comprehensive set of recommendations.
Logic model of change. With input from consultants, the
workgroup next developed the logic model of change that
describes how strategies at each level of the system are expected to drive change at other levels. The detailed recommendations included the appropriate organizational level, resources

System Level

EBP Program Level

VISN Level

and personnel required, timelines, and specific steps to take to
implement the recommendations over the short- and longerterm (see online Supplemental Materials 2 for a summary of
specific recommended actions). The workgroup then simplified the logic model by identifying encompassing themes of
actions to promote change. They further distilled the recommendations under four broad themes to present as an executive
summary to high-level leadership, with more detailed recommendations included as a “roadmap” for enacting the recommendations. The workgroup leaders shared a draft of the recommendations, which includes the broad themes and specific
strategies within the VHA (see Figure 1), with the consultant
workgroup and special advisors for comments before finalizing the recommendations.

Step 3: Program Design/Recommendations
The IM process resulted in a distilled list of detailed recommendations to support increased reach and fidelity of evidence-

Facility Level

Program Level

Provider Level

Veteran Level

Recommendation # 1: Leadership at all Levels Convey a Strong and Consistent Expectation that Guideline-informed Care be Offered as a Matter of Routine
Policy and Mandates

Policy and Mandates

Prioritize guidelineinformed care
Set expectations that
guideline-informed care is
offered to Veterans

Request CPG
implementation plans
from facility directors

Infrastructure Change
Mission, service, and
infrastructure reflect CPGconsistent care

Provision of Resources
Performance Plans Reflect
CPG-consistent care

Provision of Resources

Leverage resources
(e.g., system redesign,
PTSD mentoring
program)

Dedicate resources to
incentivize/ train leaders to
support CPG-informed care

Recommendation # 2: National and Local Policies Fully Align to Support and Facilitate Guideline-informed Care and Treatment Fidelity
Implementation Support

Implementation Support

Implementation Support

Incentives/Reinforcement

Implementation Support

Fidelity Support

Provide ongoing
implementation support
to VISN, facility, and
program leadership

Publicize practice level
data/local success
stories of CPGs

Support VISN-level EBP
training for motivated
providers

Incentivize guideline-informed
care (e.g., workload credits for
psychotherapy vs. case
management)

Use multifaceted
implementation strategies,
support fidelity

Staff meetings include
time to discuss and
support efforts to use
EBPs

Approve training based
on facility's
demonstration of active
EBP use
Identify Fidelity Support
Strategies for each EBP
and Support Local Staff
to Provide Support

Fidelity Support
Support providers' continued
fidelity and skill development

System Redesign

Network Weaving

Develop implementation plan and
align care processes around CPGs
and recovery orientation

MH leadership meetings
include points of contact with
understanding of EBPs and
relevant programs

De-implementation
De-implement treatments
inconsistent with CPGs

Support implementation of
efforts to introduce to
Veterans to EBPs, CPGs

Ensure that Veterans
are aware of CPGs
and opportunities to
participate in EBPs

Reflect on EBP delivery and
request support as needed

De-implementation
Shift long-term support to
peer support, time-limited
skills and offer ancillary
care groups

Recommendation # 3: Systematically Collect and Monitor Valid Measures of Veteran Reported Outcomes (Including Functioning) and Other Clinical Data
Monitoring and Evaluation

Monitoring/Fidelity

Monitoring/Fidelity

Monitoring and Evaluation

Monitoring/Fidelity

Monitoring and Evaluation

Create dashboards for
facilities and programs to
monitor reach, fidelity,
and outcomes

Develop and pilot
scalable system to
track fidelity and
outcomes

Track fidelity and
outcomes on national
dashboard

Use MBC/national or local
data to monitor engagement
and outcomes

Monitor EBP use/fidelity

Revisit treatment planning
and CPGs when Veteran is
not making desired
progress

Distribution of Media

Distribution of
Educational Materials

Stakeholder Education

Refine EBP training
selection process (e.g.,
offer a "teaser" training
before clinicians commit)

Publicize evidence and
stories around VHA/DoD
CPGs and EBP
availability

EBPs/CPGs media
campaigns directed to
Veterans (e.g., AboutFace,
VHA EBP website)

Partnerships and
Consumer Engagement
Partner with Veteran
Stakeholders
Provide service connection
implications to Veterans

Produce and
distribute patient
education on how to
know they're
receiving a CPG

Incorporate evaluation and
fidelity support into clinic
SOPs

Recommendation # 4: Veteran and Provider Education and Outreach
Distribution of Educational
Educate Providers
Materials
Educate
employees/leadership/Veterans
about EBPs, benefits, availability
Set expectation that MDs/ nurses
educate Veterans about EBP
availability and make referrals
Foster SDM by orienting
Veterans to program offerings

Structure intake/tx
planning/orientation to
include information about
CPGs and EBP availability

Review progress with
provider and
participate in shared
decision making re:
EBPs

Partnerships and Consumer Engagement
Use SDM tools (e.g., Decision Aids) to
identify patient preferences for care while
educating about CPGs
Discuss research
and success stories
with Veterans

Network Building
Staff to provide education
and consultation to other services

Figure 1. Positive logic model. PTSD ⫽ posttraumatic stress disorder; CPG ⫽ clinical practice guidelines; EBP ⫽
Evidence-Based Psychotherapy; tx ⫽ treatment; PCT ⫽ PTSD clinical team; VISN ⫽ veterans integrated service
networks; SOP ⫽ Standard Operating Procedure; MBC ⫽ measurement based care; SDM ⫽ shared decision-making;
NCPTSD ⫽ National Center for PTSD; MD ⫽ Medical Doctor; DoD ⫽ Department of Defense.

Veterans and
support system
receive information
about what to
expect during an
EBP through
multiple channels
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based care at the national/system, facility, program, clinician,
and veteran levels. While organized under four broad themes,
recommendations include details regarding a variety of implementation strategies at different levels within the system.

Results: Workgroup Recommendations
The narrative below includes recommendations and highlights key implementation strategies in the language the workgroup used, referencing the ERIC taxonomy when they aligned
with the recommendations. A more detailed report was submitted to VHA leadership, and consistent with Step 5 of the IM
process, online Supplemental Materials 2 includes examples of
detailed steps involved in implementing the recommendations
that include potential leads, timeframe, and other recommended implementation reporting details (Proctor, Powell, &
McMillen, 2013). However, the summary below includes
more high-level recommendations that may apply across complex mental health systems. Table 1 identifies ERIC strategies
at multiple levels that were represented in the recommendations.

Recommendation 1: Leadership at all Levels
Convey a Strong and Consistent Expectation
That Guideline-Informed Care be Offered as a
Matter of Routine
Research indicates that higher EBP reach and fidelity require
a supportive organizational context, which is facilitated
through strong and consistent expectations and support from
executive leadership, facility Mental Health leadership, and
program managers (Aarons et al., 2015; Cook et al., 2015;
Sayer et al., 2017; Williams, Glisson, Hemmelgarn, & Green,
2017). The workgroup concluded it is crucial that leadership
advocate consistently for facilities and programs to increase
awareness of and access to CPG recommended treatments, to
promote a culture of evidence-based care.
Implementation strategies that the workgroup recommended that leaders pursue include:
• Policy and directives. Formal endorsement and establishing quality measurement of efforts to ensure that
veterans are well informed of the most recent VA/
DoD CPGs and that care is informed by these guidelines.
• Recruit, designate, and train leadership that supports
EBPs and CPG-informed care.
• Provision of resources to support implementation (detailed below).
• Restructuring, infrastructure change, and alignment of
care processes.
• Measuring and incentivizing/reinforcing evidencebased care.
Based on extensive research, the workgroup recommends
that similar prioritization and activity at the facility and pro-
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gram levels should mirror these strategies to achieve sufficient
alignment to improve EBP reach and fidelity (Aarons, Ehrhart,
Farahnak, & Sklar, 2014; Hemmelgarn, Glisson, & James,
2006; Shelton, Cooper, & Stirman, 2018). Subsequent recommendations further elaborate steps that would reflect and follow from strong leadership support and promotion of a culture
of guideline-informed care.

Recommendation 2: National and Local Policies
Fully Align to Support and Facilitate GuidelineInformed Care and Treatment Fidelity
Following the previous recommendation regarding leadership support, alignment of policies, infrastructure, and evaluation (see Recommendation 3) to support increased reach and
fidelity is essential. Several large-scale VHA initiatives, including suicide prevention efforts and measurement-based
care, share overlapping goals and potential benefits. Integration
of these initiatives will result in their alignment in support of
shared goals to ensure veterans receive effective and recoveryoriented care. Key activities and tools include:
• Implementation support. The workgroup recommended a funded mandate that ongoing, multifaceted interactive implementation support accompanies the VHA’s EBP program, which already
includes training and consultation strategies. This
would include required up-front training for managers to support implementation, as well as ongoing
mentorship, facilitation, or consultation to address
barriers to EBP reach and fidelity within programs.
Potential multifaceted implementation strategies include facilitation (Kauth et al., 2010; Kirchner et al.,
2014; Ritchie et al., 2015), learning collaboratives
(LoSavio et al., 2019), and interventions that target
leadership and organizational change (Aarons et al.,
2015), culture, and capacity (Williams et al., 2017).
This level of support requires additional resources
but can also leverage existing VHA supports.
• Implementation plans and tool development. Individual providers and clinics that will implement
plans to increase availability of EBPs should receive
audit and feedback tools and dashboards, how-to
guides for managing scheduling grids, and other
resources.
• Fidelity support. Based on existing research, the
workgroup recommended that EBP program staff
train individuals at the facility level to provide local
support and training (cf., Aarons et al., 2009; German et al., 2018; Southam-Gerow & Prinstein,
2014), along with ongoing access to experts in the
EBP training program who can support ongoing
fidelity (Cooper, Bumbarger, & Moore, 2015). EBP
training programs should monitor fidelity and offer
additional (nonpunitive) support to programs and
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•

•

•

•

•

facilities that are consistently not achieving good
clinical outcomes, to ensure that EBPs are appropriately tailored to individual veteran needs. In light
of limited resources and the resource-intensive
nature of fidelity monitoring, the workgroup recommends measurement of clinical outcomes (see Recommendation 3) to determine the need for additional consultation and fidelity support from EBP
training programs.1 However, the workgroup recommended that local resources and staff meeting
time at all facilities be devoted to supporting CPGinformed care and discussion of application of EBPs
to specific cases.
Network weaving and regular communication.
Meetings between EBP training programs and
teams or individuals engaged in operations and implementation support (e.g., VISN Mental Health
Leads, Quality Improvement and Implementation
Consultants, Suicide Prevention Program Leads,
and the PTSD Mentoring Program) would allow
discussion of challenges, opportunities for alignment and efficiency, and development of action
plans to address implementation barriers that reflect
institutional knowledge.
Incentives and reinforcement. Incentive structures
and service delivery models should be consistent
with the goal of providing CPG-informed care.
System redesign. The workgroup recommended taking steps to ensure that systems of care are conducive to the desired practices and outcomes. For
facilities with low EBP reach and little evidence of
improvement under existing models of care, the
workgroup suggests a shift in service delivery
model to one that emphasizes a continuum of care
and recovery that allows veterans to step up or down
to appropriate levels of intensity (Sayer et al., 2017).
Leadership guidance and support, access to specialty or ancillary care, and engagement of veteran
stakeholders and peer support specialists would be
essential to this transformation.
Adjustment of staffing and hiring procedures, clinician schedules, workload expectations, and caseload
sizes to support CPG-consistent care (e.g., weekly
short-term psychotherapy) may be necessary in
some settings, along with provider autonomy in
timing and scheduling psychotherapy procedures.
De-implementation. The system should engage in
recommended processes to support de-implementation
of practices that decrease the likelihood that veterans
will engage in effective treatments and that are ineffective, unnecessary, inconsistent with treatment
guidelines (e.g., benzodiazepines for PTSD), and/or do
not improve key veteran outcomes, to better align care
with evidence-based treatment (Niven et al., 2015).
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Recommendation 3: Systematically Collect and
Monitor Valid Measures of Veteran Reported
Outcomes (Including Functioning) and Other
Clinical Data
• Use of clinical data to inform decision-making. Clinicians
and clinics should use monitoring, evaluation, and use of
clinical information to inform and continually improve
care. At the system level, the creation of dashboards will
allow programs and facilities to examine the degree to
which CPG-consistent care is offered, initiated, and completed. Real-time clinical data can inform decisions about
how to allocate resources for additional fidelity support.
Dashboards can track key measures collected from patients, including clinical (for primary and co-occurring
problems) and functional outcomes, therapeutic alliance,
patient engagement, and flow though programs and episodes of care. Clinics should incorporate the implementation of routine outcome measurement and documentation
of shared decision-making into the Clinic Standard Operating Procedures and encourage consultation in team
meetings on treatment and progress of individual clients,
particularly those who are not experiencing improvement.
• Fidelity assessment. The workgroup recommends that
EBP training programs further develop or identify fidelity
monitoring systems based on the methods and instruments
that have been established in the individual EBP’s research and training programs. Clinics and clinicians will
first need to pilot scalable and reliable fidelity monitoring
and support strategies for some EBPs, before rolling them
out with programs or clinicians that require extra support.
The workgroup recommended that in the absence of patterns of poor clinical outcomes, support at the local level
using clinical templates, dashboards, and fidelity measures
used for EBPs may be sufficient, with EBP program
support and oversight.

Recommendation 4: Veteran and Referring
Provider Education and Outreach
Research and feedback from stakeholders suggest that
many veterans are still not aware of CPGs, benefits of
EBPs, or what they entail. A first step toward increasing
reach is ensuring that veterans receive accurate information
1
The workgroup cautioned against benchmarks for clinical outcomes
that are established in the absence of clear guidance from the existing
research literature, literature on veteran outcomes, and consideration of
case mix (e.g., gender, age, service era, combat or MST exposure, and
comorbidity) and severity. If benchmarks are desired, programs such as the
United Kingdom’s Improving Access to Psychological Treatment’s approach (proportion moving toward recovery and proportion recovered;
https://www.england.nhs.uk/mental-health/adults/iapt/) may provide guidance for benchmark development. However, to operationalize what might
trigger further support in the shorter term, the workgroup suggests looking
to the range of effect sizes found in practical clinical trials with similar
populations, and published reports of the EBP Training Programs’ program
evaluations. Further research, particularly with diagnostically complex
populations is imperative to inform appropriate benchmarks.
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about their treatment options, including the availability of
treatments recommended in guidelines for the problems for
which they seek treatment. A recent IOM report recommends multifaceted public health communication campaigns to increase public awareness and influence attitudes
or behavior (IOM, 2015). Recommendations include:
• Stakeholder education and awareness. The workgroup recommended that VHA publicize the VA/
DoD CPGs and availability of guideline-consistent
care utilizing a public health approach that focuses
on the evidence and stories of the benefits of treatments identified in CPGs. Peer support specialists
with lived experience in receiving guidelineinformed care may also be well-positioned to provide outreach and education to veterans.
• Distribution of educational materials. The workgroup recommended dissemination of information
about CPGs to veterans at every possible decision
point throughout the course of care within the VHA.
They suggested that VHA EBP training programs
develop (or broadly disseminate existing) materials
and toolkits to support facility efforts to increase
awareness. The workgroup recommended developing and sharing existing decision aids and fact
sheets via local social media, veterans’ groups, and
in mental health, addiction, and primary care settings. These materials should include information
about what will happen during EBP care and how to
know if the veteran is receiving EBPs. Clinicians
and primary care providers should also provide accurate, accessible information about the effectiveness of alternative or experimental approaches in
which veterans express interest.
• Distribution of media. A veteran-facing campaign
could highlight stories of veterans who received
evidence-based care (e.g., through Make the Connection or AboutFace, the VHA EBP website, and
other web-based resources), and targeted press releases to local and national media sources could
reach a broader audience of veterans and their family members. Local campaigns could include social
media and information on monitors in waiting areas
and incorporate effective messaging that includes
stakeholder input (Kehle-Forbes, Gerould, Polusny,
Sayer, & Partin, 2020).
• Partnerships and consumer engagement. Partnering
and coordinating with VSOs and other veteran
stakeholders at local and national levels to educate
veterans about their treatment options will ensure
that stakeholders are involved in the initiative. It
will be essential to provide information and stories
to counter the prevailing notion that mental health

conditions such as PTSD and depression are chronic
and untreatable.
• Education of providers and referral sources. Education and training about EBPs/CPGs also need to
target providers. Providers outside of specialty mental health settings are often an important source of
information regarding the availability of effective
treatments. General Mental Health Clinic teams,
primary care physicians, and specialists should be
educated regarding relevant VA/DoD CPGs for
common mental health problems. While there is
evidence that education and training alone does not
change therapist decisions about EBPs (Stirman et
al., 2016), it is a key component of a broad and
comprehensive implementation strategy. Education
for mental health providers should include information on how to facilitate referrals to and engagement
in CPG-recommended specialty care if the providers are not trained in EBPs. This includes training
and support in shared decision making by presenting CPG-consistent options and education about
EBPs and their alternatives in an unbiased, patientcentered manner. This may require addressing skepticism about EBPs and identifying approaches to do
so more successfully in the context of the training
programs, including emphasis on MBC and ongoing
access to consultation. Alternatively, workgroup
members and consultants suggested providing a
briefer overview designed to orient providers and
address concerns before allowing providers to “opt
in” to full training and consultation. This latter
approach would ensure that resources are devoted to
training providers who would be more likely to
ultimately use EBPs in their routine practice after
training is completed.
• Network building. Facilities can build awareness
and generate referrals by assigning qualified staff
from specialty mental health programs and/or Local
EBP Coordinators to educate other colleagues and
teams, and to provide clinical consultation. This
type of network will also allow the designated staff
to gain credibility as content experts with their peers
and allow them to advocate and champion for the
use of EBPs/CPG-consistent care.

Conclusions
This article details the application of an IM process to
develop a comprehensive set of recommendations to increase EBP implementation (reach and fidelity) in the VHA.
In contrast to previous recommendations for implementation in VHA, the workgroup’s comprehensive suggestions
resulted from a unique and systematic effort involving
stakeholders at all levels within the VHA system. ERIC
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strategies were represented in the recommendations, but
they were typically components of the more multifaceted
approaches that field-based workgroup members conceptualized as necessary. This may be one reason why researchers have had limited success in mapping ERIC strategies to
implementation constructs and barriers (Waltz, Powell,
Fernández, Abadie, & Damschroder, 2019). While they may
facilitate shared language and understanding for reporting
the individual components represented in packages of implementation strategies, the strategies and terminologies
may be challenging for field-based stakeholders to use when
identifying solutions to address the complexities of implementation.
While the workgroup developed the recommendations
specifically for EBPs represented in clinical practice guidelines, many may apply to other clinical innovations within
large health care systems. The broad recommendations presented here were a distillation of more detailed recommendations that were made specifically for VHA. A limitation
of this article is that to emphasize broadly applicable principles and recommendations, it did not provide a step-bystep guide to enacting the recommendations, although online supplemental materials include additional detailed
suggestions. Enacting all recommendations would support a
culture change, but would also require substantial commitment, time, and resources in a system with multiple competing priorities. However, many recommended actions
may occur in the shorter term and in some cases, multiple
entities have laid the groundwork and action is underway.
For example, the recommendations leverage and suggest
expansion or refinement of many existing resources and
programs within the VHA. These resources include EBP
training and consultation programs, the Modeling to Learn
participatory system dynamics intervention (Zimmerman et
al., 2016) and system redesign efforts, use of updated clinical templates, facilitation and leadership support programs,
Quality Improvement and Implementation Consultants, decision aids, required MBC training across all EBP training
programs, and programs such as the PTSD Mentoring Program (Rosen et al., 2012). Researchers have already begun
to test approaches to supporting increased implementation
and sustainment in partnership with facilities and national
leadership. If pursued, final steps of the IM process (program production, program implementation, and evaluation)
may take several years. In light of the complexity of implementation in large systems, a multiyear approach is likely
necessary, and change may be incremental. However, the
process of stakeholder engagement in the identification of
solutions, informed by implementation science and understanding of the broad and local contexts, suggests a path
forward to advance the goals and vision of increasing access
to evidence-based care.
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