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Abstract

Background: Complementary and integrative health (CIH) is the foundation of the Department of Veterans Affairs (VA) Whole
Health System program (WH), including Transforming Health and Resiliency through Integration of Values-based Experiences
(THRIVE). The global COVID-19 pandemic prompted an urgent need to provide services such as THRIVE while following
guidelines for social distancing.

Objective: The objective of this paper was to describe the systematic implementation of THRIVE using an electronic delivery
model.

Methods: The study involved an observational clinical program implementation project using the RE-AIM framework to
contextualize the implementation strategies and results, and then the implementation of an electronically delivered CIH group
medical appointment program (eTHRIVE).

Results: Clinical staff transitioned to 100% electronic delivery of the THRIVE curriculum using the new eTHRIVE delivery
model. The current electronic delivery model, eTHRIVE, has effectively enrolled 10-12 veterans per cohort, with 8 cohorts,
totaling 87 veterans to date. eTHRIVE attrition has been 6% (5/87) since initiation.

Conclusions: The current climate of the VA WH programmatic initiative combined with the public health needs during a global
pandemic prompted the move of THRIVE program into an electronic format to broaden scalability and reach.

(JMIR Form Res 2021;5(6):e26030) doi: 10.2196/26030
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Introduction

Opioid reduction, mental health management, and suicide
prevention are named priorities for the Department of Veterans
Affairs (VA) and the nation. Chronic pain conditions are often
not responsive to pharmacological treatment long term [1], yet
opioid agents have been the mainstay of treatment. Mental health
conditions are often complex, requiring difficult work from

patients and are responsive to an integrated approach of
medication, lifestyle, and psychological counseling when
patients complete treatment programs [2-5]. The urgent need
for improved pain and mental health management coupled with
veteran demand resulted in the VA Complementary and
Integrative Health (CIH) mandate in Subtitle C of the
Comprehensive Addiction and Recovery Act (CARA) [6]. In
a strategic responsive effort, the VA has implemented a
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systematic effort to promote patient-centered care through the
implementation of a Whole Health System program (WH) of
care [7].

The WH integrates allopathic and CIH care, focusing on
patients’goals and priorities, with peer-led support, personalized
health planning, WH coaches, and well-being classes. There
are 3 major components of the WH: (1) the pathway, (2)
well-being programs, and (3) whole health clinical care. The
pathway introduces veterans to the concepts of WH and helps
them identify their health goals and develop their personal health
plan. Through the pathway, veterans are introduced to the
components of Proactive Health & Well-Being Programs to
support their personal health, including health coaching and
CIH services, such as acupuncture, chiropractic care, meditation,
therapeutic massage, biofeedback, clinical hypnosis, guided
imagery, yoga, and Tai Chi. Finally, the third and final
component is whole health clinical care, which is a clinical care
model that includes use of a WH paradigm for providing a
higher level of care in both allopathic and CIH settings,
delivered by a multidisciplinary team of clinical providers (eg,
physician, social worker, psychologist, pharmacist). Although
this third component is critical for combining the delivery of
CIH and clinical care, a standardized evidence-based program
has not yet been adopted by VA. Standardization of content and
delivery of a program supports broader program fidelity efforts
(ie, evaluation, treatment effectiveness research, and service
administration) [8]. Basing clinical programs on evidence in
published literature assures program effectiveness for targeted
outcomes (ie, informed clinical decisions, patient outcomes)
[9]. Without standardized evidence-based clinical programs,
health care programs may stagnate to the status quo, providers
and facilities cannot anticipate fidelity, and veterans cannot all
access the same quality programs across facilities. There is a
need for a standardized evidence-based WH Proactive Health
& Well-Being Programs. In addition, group medical
appointments provide a sustainable model, to meet the demand
of the Proactive Health & Well-Being Programs.

Transforming Health and Resiliency through Integration of
Values-based Experiences, more commonly known as THRIVE,
based on evidence-based principles of whole health/integrative
medicine [10-12], positive psychology [13,14], and acceptance
and commitment therapy [15,16], is a clinical program to
improve access to CIH modalities for chronic pain, mental
health, and suicide prevention services. THRIVE has been
implemented in multiple VA regions and is gaining attention
as a potential opportunity to fill the need for the WH Proactive
Health & Well-Being Programs component. THRIVE is a
14-week curriculum-based group medical appointment for
veterans, facilitated by an interdisciplinary team of clinicians.
Each weekly group medical appointment focuses on a different
component of wellness (eg, financial, spiritual, physical) and
is led by a knowledgeable clinician (eg, social worker, chaplain,
physical therapist). THRIVE is currently the only
evidence-based clinical program in practice that fulfills the 3
components of WH, namely, the pathway, well-being programs,
and clinical care, and is identified a best practice by the VA
Office of Patient Centered Care and Cultural Transformation
(OPCCCT). Although this program was developed for

face-to-face delivery, it was adapted for the remote electronic
delivery format during the COVID pandemic due to the
suspension of face-to-face group medical appointments.

The purpose of this paper is to describe the systematic, rapid
implementation of THRIVE using an electronic delivery model.
Our intention is to provide a practical example that may be
applied to other CIH and group medical appointments as they
transition to electronic delivery while maintaining integrity and
quality. Evaluation of this implementation is ongoing.

Methods

Overview
RE-AIM is an ideal evidence-based framework for
contextualizing the implementation of THRIVE [17]. RE-AIM’s
5 elements (reach the target population, effectiveness, adoption,
implementation, and maintenance) provide a systematic
framework for planning and implementing programs from the
initial efforts of reaching audiences, to establishing
effectiveness, then on to promoting adoption, implementation,
and ultimately sustaining maintenance over time [18-20]. It is
also noteworthy that RE-AIM is a commonly used framework
for implementing evidence-based programs in large health care
systems, such as the VA, making it a popular and practical
framework for such implementation efforts as the THRIVE
program. The RE-AIM model has been the guiding framework
throughout the development and implementation of THRIVE;
however, the pandemic required a real-time adaptation that was
expeditious in nature. Through an ongoing development and
quality improvement between the clinical team and the
implementation team, RE-AIM has been used to provide a
framework to contextualize and guide eTHRIVE
implementation. Planning and implementation of THRIVE are
described using the 5 elements.

Reach the Target Population
THRIVE was developed by a female veteran physician for
female veterans. The program was provided within VA women’s
health care clinics, using a clinician-informed referral process
to ensure the program was aligned and appropriate for the target
population (female veterans with chronic conditions).
Subsequently, based on patient outcomes and feedback, the
THRIVE program was expanded and modified for male
veterans. The program moved from women’s health to the larger
WH service to ensure access and integration throughout the
health care system to reach all veterans in need of access to CIH
modalities in managing not only chronic conditions but also
living a values-based life.

Effectiveness
Effectiveness can be measured in many ways (eg, clinical
outcomes, organizational outcomes). A recent evaluation of 201
female veteran participants in THRIVE demonstrated the
effectiveness of this program at improving self-reported mental
health outcomes, such as depression, anxiety, psychological
inflexibility, and experiential avoidance, as well as
improvements in life satisfaction and work pain interference
[21]. Organizational outcomes such as cost-effectiveness are
currently under review.
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Adoption
An organizational cultural transformation is imperative for
adoption of innovative programs such as THRIVE [7,22,23].
THRIVE gained popular support and adoption by clinical teams,
administration, and veterans. Once adopted at the originating
veterans’hospital, implementation efforts expanded to facilities
within the Veterans Integrated Service Network (VISN)
followed by spread to neighboring VISNs.

Implementation and Maintenance
The VA is an established leader in implementation science. The
implementation of eTHRIVE was subsequent to many
implementation efforts to the original THRIVE program.
Implementation strategies [24] facilitated the strategic steps
used to reach the population (ie, veterans) with an effective
program (ie, THRIVE) through a new service delivery (ie,
electronic). This rapid practical application of implementation
strategies was based on best practices [24], literature [24],
experience of the implementation team [25,26], and the needs
of the program in the real-time implementation. [Implementation
strategies are hereafter presented in parenthesis in the following
sections.]

Results

eTHRIVE Overview
The eTHRIVE process resulted in 14 strategic steps and
implementation strategies, and data on program uptake and
attrition. In its initial development, to support fidelity,
scalability, and maintenance of THRIVE, an implementation
manual and a train-the-trainer program (use train-the-trainer
strategies, make training dynamic), THRIVE Immersion, were
developed for VA staff to facilitate and sustain the THRIVE
program within various clinical settings.

As THRIVE moved into its fourth year of implementation in
2020, a growing waitlist and limited resources posed challenges
for access and hopes for establishing the scalability of this
clinical program. As with most programs, staffing, space, and
other resources that are often in high demand illustrate the
limitations of scaling up access to the program. Transferring
the earlier in-person THRIVE program to a standardized

electronic format for delivery creates an exponential opportunity
for scalability, mobility, and control. For example, in the
face-to-face delivery model, 10 veterans per cohort, averaging
13 cohorts per year, totaled 400 veterans to date. Whereas with
an electronic version (stage implementation scale up) processes
allow approximately 10 veterans per cohort (to maintain a small,
yet high-quality dynamic group), with 50 cohorts per year,
resulting in 500 veterans served per year, exponentially
increasing the number of veterans served annually. The
eTHRIVE program not only creates an opportunity to broaden
reach through scalability, but also presents benefit through
resource conservation, cutting costs in materials, and space. For
example, some of the in-person materials were modified to
electronic materials (eg, presentations converted to video), thus
eliminating the need for staff to be present for those segments
of the program, creating more time to serve additional cohorts.
It is critical to understand there is an issue with supply and
demand when considering meeting space within most medical
centers. With competing interests and high demand, remote
delivery becomes the most economical strategy to broaden reach
to veterans. Although the program creator and early adopting
providers saw the potential of delivering the program as an
electronically delivered service, VA policies and infrastructure
did not support the opportunity for eTHRIVE in the current
system. However, recent COVID-19 pandemic events have
thrust the VA into a new era of policy and opportunity for
innovating in the delivery of care using electronic resources
while reducing contact. As such, providers must now deliver
services virtually, including WH care. This presents a timely
opportunity for implementing the THRIVE program in the
broader VA system.

Implementation and Maintenance of eTHRIVE

Overview of Steps
Implementation of eTHRIVE was a clinical care process that
required clear communication and quick response to ever
evolving public health pandemic crisis. During this
unprecedented public health emergency, WH providers, staff,
and clients acted together to support continuity of care through
electronically delivered services. The 14-step process is shown
in Figure 1.
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Figure 1. 14-step process for implementation of electronically delivered Transforming Health and Resiliency through Integration of Values-based
Experiences (eTHRIVE).

Step 1
The first step was to garner leadership support (involve
executive boards) and resources (hardware, software, ongoing
technical support as staff learned new systems, reallocation of
funding from salaries to equipment) for the transfer and
implementation of eTHRIVE. This critical step involved
establishing stakeholder buy-in and justification of necessary
resources to transition to electronic delivery (change service
sites) of THRIVE in the wake of a larger transition required to
maintain continuity and access to care in the wake of
establishing new paradigms of remote care in the context of a
global pandemic. Staff were organized into small groups
(organize clinician implementation team meetings) for brain
storming implementation (conduct local consensus discussions).

Step 2
Communication of transition with staff and veteran patients was
imperative. As in-person group medical appointments came to
an immediate halt at the onset of the COVID-19 pandemic, the
disruption of workflow for staff and potential discontinuation
of services to veteran patients presented problems that required
immediate attention. As such, communication about the
transition of THRIVE to electronic delivery (eTHRIVE) was
prioritized as a critical need to establish new workflow patterns
and ensure veteran patients continued to have access to care
(promote adaptability).

Step 3
The THRIVE team leveraged existing resources to identify a
platform (tailor strategies, promote adaptability) to provide
electronically delivered services. The platform needed to be
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accessible to all levels of technology-proficient providers, staff,
and clients. Intuitive platforms were most desirable to facilitate
platform training (facilitation) to all who would access the
platform. The platform also needed to include an educational
package such as whiteboards, polling, and shared video viewing.
After reviewing the locally available platforms, an appropriate
platform was selected.

Step 4
eTHRIVE materials were reviewed to determine if they were
already in the appropriate electronic format (ie, video,
PowerPoint) or if they needed to be revised (audit and provide
feedback) to an optimal presentation mode for the new platform.
Paper-based materials would be delivered in the eTHRIVE tool
kit (see Step 5).

Step 5
It was critical to prepare staff with skills and proficiency in
using technology to deliver eTHRIVE [in addition to the
THRIVE immersion training (train-the-trainer training)]. Most
clinic staff worked within the clinic weekdays during regular
business hours. They had no need for computer, video, or audio
equipment to be assigned to them for use from home. This
caused a delay in standing up the eTHRIVE program. Lack of
equipment and software for work from home created transition
stress for staff and providers. Once individuals had the technical
mobility for remote work (change physical structure and
equipment), training on the new platform began. We ran through
scenarios, tested platform functions, and delegated “champions”
(identify and prepare champions, provide local technical
assistance) who could be a resource for technical issues. These
champions (identify early adopters) were instrumental in
assisting team members with transitions to the home
environment. As staff and providers became familiar with the
platform, we began training patients. With each patient training,
staff became more familiar with the platform and were able to
independently modify trainings (conduct ongoing training) to
best meet patient needs. Teams met routinely with staff,
consultants, and leadership to provide ongoing consultation
(provide ongoing consultation) and continued education
(conduct educational meetings).

Step 6
While staff and clients became familiar with the platform and
new processes, eTHRIVE leadership, in collaboration with
researchers (use data experts, use an implementation advisor),
identified and developed standardized tools (develop and
implement tools for quality monitoring) and processes (develop
and organize quality monitoring systems) to capture patient and
workflow data. Data, collected in an organized, standard way
across providers and time, was used to identify glitches in the
new system. These issues were brought to the attention of
leadership (inform local opinion leaders) and addressed in a
timely fashion to maintain continuity of care, even though this
was such a large transition.

Step 7
When transitioning into a remote work environment, it is critical
to give staff time and support to acclimate to their new workflow
dynamics. WH leadership recognized the stress of these

transitions and built time into plans to allow acclamation to this
new work environment and all the changes that come with a
public health emergency requiring stay at home orders. Most
urgent transitions can be burdensome, creating stress not only
among clients but also for the staff and providers who provide
care. Stay at home orders meant many staff and providers were
also juggling personal life demands with new work protocols
while finding space and equipment in the home for all household
members to continue addressing their responsibilities.

Step 8
The next step was to create eTHRIVE tool kits (develop
educational materials). Each tool kit contained a THRIVE
workbook, THRIVE journal, art supplies, markers, dry erase
response paddle, and other supplies used with each of the 14
units. Tool kits were mailed to participants (distribute
educational materials) in a single package. Materials for each
unit were placed in individual envelopes. The tool kit also
included additional worksheets, metrics, and packets for clients
to complete in specific weeks with a self-addressed stamped
envelope to return metrics to the WH team.

Step 9
Although identification of eTHRIVE cohorts was a step in this
process, the means for identification did not change from
identification of THRIVE cohorts. Each cohort is generated
from consults. Consults were typically entered into the VA
electronic health record by primary care providers familiar with
WH and the benefits of group medical appointments such as
THRIVE. WH staff contacted veterans with pending consults
and invited them to participate in eTHRIVE. When clients
accepted the invitation, staff further verified acceptability and
capability with electronically delivered care (intervene with
patients/consumers to enhance uptake and adherence, prepare
patients/consumers to be active participants).

Step 10
Conversion of clinics (alter incentive/allowance structures,
change record systems) from standard to virtual care was
conducted to get organizational virtual care credit (make billing
easier). This conversation required rebuilding every clinic,
creating a grid and renaming these clinics, and obtaining
time-consuming administration approvals.

Step 11
Pilot an eTHRIVE group medical appointment with veterans
(assess for readiness and identify barriers and facilitators) to
ensure usability. Piloting the eTHRIVE group was an essential
component to ensuring the staff and veterans were comfortable
using the technology, as well as ensuring the technology and
delivery modes were fully functional for eTHRIVE delivery.

Step 12
Conduct an eTHRIVE program with veteran cohorts. Once all
systems, processes, and materials were prepared and piloted,
the eTHRIVE program was conducted as a fully functioning
electronically delivered group medical appointment.
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Step 13
As in any implementation of a large-scale process change, rapid
feedback on the process (conduct cyclical small tests of change)
is imperative and a critical aspect of maintaining optimal
implementation over time. Hard copy standard metrics were
sent to all participants (N=87) with the majority (n=69) returned
to the team by postal mail. There is typically a response burden
when participants are required to mail (postal) paper data to
clinicians or evaluators. Electronic data collection was
subsequently implemented to be in alignment with delivery and
remote accessibility. Attrition (5/87, 6%) and acceptability were
tracked (purposely reexamine the implementation) as a marker
for the new platform. Additional feedback measures included
feedback surveys (obtain and use patients/consumers and family
feedback) after each episode of care and recap after each session
with staff to improve performance. These data (ie, acceptability,
feedback surveys) are currently being analyzed.

Step 14
Identify next cohort and repeat delivery of eTHRIVE with
integration of feedback and lessons learned to enhance delivery
support program implementation maintenance over time. As
with all program implementation and evaluation, eTHRIVE
used this approach with the first groups to elicit feedback
(involve patients/consumers and family members) and inform
revisions (capture and share local knowledge) to improve the
program process and delivery to optimize veterans’ experience
and promote program outcomes.

Uptake and Attrition
Clinical staff have transitioned to 100% electronic delivery of
the THRIVE curriculum using the new eTHRIVE delivery
model. The current electronic delivery model, eTHRIVE, has
effectively enrolled 10-12 veterans per cohort, with 8 cohorts,
totaling 87 veterans to date. eTHRIVE attrition has been 6%
(5/87) since initiation. As efforts move forward, program content
will be fully re-designed for electronic format and program
administrators will leverage opportunities, such as the use of
tablets, while balancing barriers associated with those same
opportunities, including acquisitions.

Discussion

Principal Findings
The Whole Health Program is the VA’s systematic response to
provide a CIH care approach to help veterans manage their
health, particularly mental health and pain conditions associated
with opioid use and suicide. THRIVE, an evidence-based
clinical CIH program, has been systematically transitioned to
an electronic delivery model to ensure continuity and access to
care in light of the COVID-19 crisis, and the resultant critical
need for remote access of care.

Implementation of eTHRIVE was a clinical care process that
transitioned face-to-face group medical appointments to
electronic delivery group medical appointments in 14 systematic
steps. From garnering stakeholder support and selecting a virtual

platform, to implementing, evaluating, and refining the program,
the process was systematically conducted to ensure successful
delivery of eTHRIVE for targeted veteran patients in need.

eTHRIVE presents a multitude of opportunities, including
moving to a more pliable applicable platform that is sustainable
and remotely accessible, improving reach to marginalized
populations. However, eTHRIVE implementation also presented
a multitude of potential challenges. First, government-issued
equipment for speed and security is required, and patients
require technology such as smart pads and personal computers.
In addition to equipment and bandwidth requirements,
information technology support, which is often limited, is a
critical resource required for implementation. Besides, adequate
transition time is required to get staff and patients prepared for
electronic delivery. While the challenges and resource
limitations pose barriers for any electronically delivered program
implementation, the benefits of remote access and patient
outcomes associated with CIH in a group medical appointment
setting warrant effort and resources.

Because of the urgency for continuity of care during the
COVID-19 pandemic, the transition and implementation of
THRIVE to eTHRIVE was done with urgency. Some limitations
to this rapid implementation include lack of a needs and
readiness assessment and co-creation of a stakeholder-invested
implementation plan, and solutions (eg, adequate equipment,
employee telework protocols, and IT support) had to be
developed concurrently and reactively opposed to a proactive
strategic process. Although these limitations clearly present
challenges to the implementation process, the real-world
implementation necessitated by a global pandemic presented a
unique opportunity to create a remote delivery option that was
previously prohibitive, due to outdated confidentiality and
privacy policies that did not reflect modern technological
capabilities in an emerging era of remotely delivered health
care.

Conclusions
This paper shows the value of outlining the strategic process
for adapting a shared medical appointment approach to a remote
delivery model while maintaining the integrity of the group
medical experience. The current climate of the VA WH
programmatic initiative combined with the health care remote
access needs due to the current pandemic creates an opportune
time to move group medical appointment clinical care programs
into an electronic format to broaden scalability and reach. The
VA now has the motivation—and need—to leverage
infrastructure and resources to implement group medical
appointment clinical care programs such as eTHRIVE. The
transition from face-to-face to electronic delivery of eTHRIVE
occurred in 14 pseudo-simultaneous steps. As implementation
of this exemplar group medical appointment clinical care
program advances, dissemination of data findings, return on
investment, cost-effectiveness, and factors effecting electronic
implementation will be critical in moving the science forward
as the VA strategizes the electronic delivery of care to all
veterans while reducing contact.
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