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Abstract

Background: Intensive outpatient programs aim to transform care while conserving resources 

for high-need, high-cost patients, but little is known about factors that influence their 

implementation within patient-centered medical homes (PCMHs).

Methods: In this mixed-methods study, we reviewed the literature to identify factors affecting 

intensive outpatient program implementation, then used semi-structured interviews to determine 

how these factors influenced the implementation of an intensive outpatient program within the 

Veterans Affairs’ (VA) PCMH. Interviewees included facility leadership and clinical staff who 

were involved in a pilot Intensive Management Patient Aligned Care Team (ImPACT) intervention 

for high-need, high-cost VA PCMH patents. We classified implementation factors in the literature 

review and qualitative analysis using the Consolidated Framework for Implementation Research 

(CFIR).

Results: The literature review (n=9 studies) and analyses of interviews (n=15) revealed key 

implementation factors in three CFIR domains. First, the Inner Setting (i.e., the organizational and 

PCMH environment), mostly enabled implementation through a culture of innovation, good 

networks and communication, and positive tension for change. Second, Characteristics of 
Individuals, including creativity, flexibility, and interpersonal skills, allowed program staff to 

augment existing PCMH services. Finally, certain Intervention Characteristics (e.g., adaptability) 

enabled implementation, while others (e.g., complexity) generated implementation barriers.
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Conclusions: Resources and structural features common to PCMHs can facilitate 

implementation of intensive outpatient programs, but program success is also dependent on staff 

creativity and flexibility, and intervention adaptations to meet patient and organizational needs.

Implications: Established PCMHs likely provide resources and environments that permit 

accelerated implementation of intensive outpatient programs.

Level of Evidence: V
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Introduction

Health care systems continuously struggle to improve patient care while wisely deploying 

limited resources. Some approach this challenge through intensive outpatient programs 

designed specifically for the minority of high-need, high-cost patients who account for 

disproportionate costs [1, 2]. These innovative programs, which provide patients with 

frequent contact, self-management support, and social services, can improve patient 

outcomes, although findings regarding utilization and cost benefits are mixed [3–8].

Intensive outpatient programs are of special interest within patient-centered medical homes 

(PCMHs), which often focus on patients with chronic illnesses. PCMHs provide patients 

with personalized primary care intended to treat the “whole person,” coordinating care 

across specialties with a focus on safety, quality improvement, and open access [9]. Some 

studies suggest that PCMHs decrease Medicare costs, total acute care costs, and emergency 

room visits [10]. Other studies find no associations between PCMHs and costs/service use 

[11], or suggest that PCMHs are poorly suited for small practices [12]. However, even when 

overall PCMH effects are minimal, analyses focusing on patients with chronic illness 

suggest that there may be decreases in costs/service use among higher-risk patients [13, 14, 

10]. Therefore, augmenting PCMHs with targeted interventions for high-need, high-cost 

patients may improve their value.

Despite the shared focus on chronic illness and potential for synergy, little research describes 

implementing intensive outpatient programs within PCMHs. In this paper, we review 

literature describing the implementation of intensive outpatient programs to identify 

implementation factors relevant in PCMH settings. We augment this review with a 

qualitative implementation evaluation of a program designed to augment the well-

established PCMH in the Veteran Affairs Health Care System (VA) [2, 15, 16].

Materials and Methods

Literature Review.

Our literature review is based on an evidence synthesis conducted by VA’s Evidence-Based 

Synthesis Program Coordinating Center [15] to inform VA’s intensive outpatient program 

development. The synthesis used the MeSH terms: “comorbidity”; “frail elderly”; “patient 

care management” “patient care team”, “home care services”, “hospitalizations”; and 
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“patient readmission,” and was later supplemented with additional peer-reviewed and gray 

literature to guide design of the ImPACT intervention [2].

For the present study, two authors reviewed the ten articles previously identified as providing 

implementation information [2] to: 1) describe factors affecting the implementation of 

intensive outpatient programs and 2) identify factors that may be important within PCMHs. 

Of ten articles reviewed [3, 17–25], all but one [25] provided information on implementation 

factors; therefore, nine articles were included. We categorized implementation factors using 

the Consolidated Framework for Implementation Research (CFIR; [26]). CFIR delineates 

five domains (Intervention Characteristics, Outer Setting, Inner Setting, Characteristics of 
Individuals involved in implementation, and the Process of implementation) that influence 

the implementation of complex interventions.

Setting for the Qualitative Implementation Evaluation

Patient Aligned Care Teams (PACT).—PACT, VA’s PCMH, launched in 2010. PACT 

has been implemented at 152 VA medical centers and ~800 clinics, making it one of the 

nation’s largest PCMH systems. PACT provides each VA primary care patient with a 

“medical home” consisting of a physician, a nurse, a medical assistant, and administrative 

staff [16].

Intensive Management Patient Aligned Care Team (ImPACT).—In 2012, health 

services researchers, facility leadership, and clinicians partnered to develop and evaluate 

ImPACT, a single site novel intensive outpatient program for high-need, high-cost patients. 

ImPACT began enrolling patients in February 2013 and has been described previously [2].

High-need, high-cost patients.—Patients were eligible (and randomly selected) for 

ImPACT services if: 1) their one-year risk for hospitalization was in the top 5% (based on an 

established VA risk score [27]) or if their total VA care costs was in the top 5% during fiscal 

year 2012, 2) they were not enrolled in another VA intensive program such as home-based 

primary care, and 3) they were outpatients for at least half of a 9-month eligibility period.

ImPACT intervention.—The ImPACT team consists of a nurse practitioner; physician; 

recreation therapist; and clinical social worker; all collocated within PACT. Key elements of 

the program include comprehensive intake assessments, care coordination (e.g., ImPACT 

clinicians co-attend visits with specialists), and patient-centered goal setting. Patients have 

24-hour telephone access to ImPACT clinicians. The team has weekly huddles and an 

electronic tracking system that alerts them when a patient is hospitalized or seen in the 

emergency department, facilitating coordination with inpatient services, discharge planning, 

and rapid follow-up after health status changes.

Qualitative Methods.

We used purposeful sampling [28] to identify individuals who were actively involved in the 

development/implementation of ImPACT and its integration with PACT. From November-

December 2013, one researcher conducted 15 qualitative interviews with all ImPACT 

clinicians, members of facility leadership (three physicians), and eight other clinicians who 
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interacted with ImPACT (a hospitalist and three primary care physicians, one nurse 

practitioner, and three nurses from PACT). Participants were provided with a $10 VA 

canteen voucher.

Interview methodology.—After obtaining informed consent, interviews were conducted 

using a semi-structured guide based on the literature review and CFIR, with different 

questions for ImPACT clinicians, facility leadership, and other clinicians. Interviews with 

ImPACT clinicians lasted ~1 hour, interviews with facility leadership/other clinicians lasted 

15-30 minutes.

Coding.—All interviews were digitally recorded and transcribed verbatim. Two authors 

used deductive coding to complete provisional coding [28] of transcripts using the five CFIR 

domains and Atlas.ti version 7, coding all instances of any domain and consulting a third 

author in the event of disagreement. Next, all three authors reviewed coded quotes separately 

and together to sort them into 33 CFIR subdomains. An inductive clustering procedure [28] 

in which transcripts were sorted into other possible themes (e.g., staff dynamics) confirmed 

that CFIR domains provided the best data categorization. All methods were approved by a 

university Institutional Review Board.

Results

Literature Review.

Table 1 describes characteristics of intensive outpatient programs discussed in review 

articles [3, 17–24], including program size, setting, and recruitment strategy. While none of 

the articles described implementation within PCMHs, half of the models were implemented 

in integrated care settings and two papers described programs implemented in settings 

similar to PCMHs (e.g., chronic care models) [18, 19].

Table 2 presents implementation factors reported by reviewed articles, which predominantly 

relate to three CFIR domains. First, the Inner Setting, which refers to environmental 

implementation factors, including networks and communication among staff, access to 

knowledge about the intervention, and the cultural/structural characteristics of the site (e.g., 

a shared mission between intensive outpatient program and PCMH staff). Second, 

Characteristics of Individuals, which describe staff characteristics and beliefs about the 

intervention (e.g., the importance of interpersonal skills and clinical expertise in treating 

complex patients). Finally, the studies described Intervention Characteristics, including 

adaptability of the intervention and/or complexity of patient populations.

Qualitative Interviews.

Implementation of ImPACT was influenced by many of the same CFIR domains identified 

in the literature review, including: Inner Setting; Characteristics of Individuals; and 

Intervention Characteristics. Table 2 presents these themes in relation to literature review 

findings. Additional quotes are provided in Table 3.

Inner Setting.—ImPACT clinicians, other clinicians, and facility leadership considered the 

Inner Setting important, particularly at the beginning of the implementation process. 
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Interviewees expressed a strong sense of what CFIR terms “tension for change,” which 

refers to beliefs that the current situation needs change. In the case of ImPACT, this 

manifested as a belief that high-need patients in PACT were at risk for “falling through the 

cracks.” This tension for change motivated other clinicians to participate in and promote 

ImPACT as a way to improve patient care. As one clinician said,

“I don’t get an opportunity to call every patient or track every patient, so it’s nice 

that somebody is calling those patients that are high-end users…”

All three groups also reported that the VA facility’s culture of “innovation” eased 

implementation because ImPACT, which provides personalized care, fit with VA’s current 

emphasis on patient-centered care. In addition, several participants cited the importance of 

VA’s structural characteristics to facilitating implementation, noting that many of ImPACT’s 

innovations (e.g., templates, identification of patients) relied on existing VA systems (e.g., 

PACT, the electronic health record).

Elements of the facility’s structure were also barriers to implementation. Interviewees 

described how resource limitations complicated collaboration across settings and most 

ImPACT clinicians felt that an initial lack of collocation with PACT clinics posed care 

coordination challenges. In addition, as one ImPACT clinician noted, “[ImPACT is] very 

counter to the structure of how most care is delivered here…[where] things are very 

compartmentalized.” For example, mental health care typically took place on a separate 

campus from primary care clinics. This posed a challenge to providing integrated care to 

ImPACT patients with mental health needs.

All parties described networks and communication as critical to implementation. Existing 

communication channels, like regular PACT meetings and secure communication 

technology, offered PACT providers access to information about ImPACT. Despite 

communications about the program, however, early during implementation there was some 

confusion about roles and responsibilities. For example, several PACT clinicians found it 

difficult to identify ImPACT patients and, despite ImPACT clinicians’ presence at staff 

meetings, some PACT clinicians were unaware of the program until approached by ImPACT 

clinicians to discuss specific patients. Communication was also difficult with rotating 

hospital staff (e.g., residents) and it was not immediately clear whether ImPACT or PACT 

would be responsible for tasks like medication management. The latter was complicated by 

different preferences among different clinicians and the fact that some clinicians were not 

interested in collaborating with ImPACT.

Communication challenges appeared to diminish with time, an improvement attributed to 

program collocation and in-person encounters with ImPACT staff. Other clinicians also 

appreciated that ImPACT clinicians “appropriately triaged” updates and alerts and did not 

increase PACT’s workload with unnecessary communication. ImPACT clinicians noted the 

importance of reciprocal communication between PACT and ImPACT, for example, they 

added “a quote about ImPACT and a phone number” to all clinical notes in response to 

feedback from PACT clinicians.

Breland et al. Page 5

Healthc (Amst). Author manuscript; available in PMC 2018 October 01.

V
A

 A
uthor M

anuscript
V

A
 A

uthor M
anuscript

V
A

 A
uthor M

anuscript



Finally, facility leadership engagement was cited as critical, especially during ImPACT’s 

early stages when facility leaders attended weekly meetings with the ImPACT team. The 

meetings leveraged the expertise of all representatives, with meeting agendas set by ImPACT 

clinicians, who thought leadership involvement was “perfect” and provided flexible 

guidance that allowed for creative freedom. This mutual respect allowed the group to solve 

problems (e.g., finding additional office space) and adjust the intervention (e.g., increased 

social work hours) in an “agile” manner.

Characteristics of Individuals.—ImPACT clinicians’ individual characteristics were 

widely acknowledged as critical to the program’s implementation success. PACT clinicians 

lauded the flexibility that ImPACT clinicians brought to problem-solving care for complex 

patients. As one said, ImPACT provides

“More creative ideas to help, more heads to try to figure out what to do with these 

patients that keep coming back to the ER.”

Both ImPACT clinicians and leadership noted the importance of ImPACT clinicians’ 

proactive approach to care. Similarly, ImPACT clinicians described needing to “step up to 

the plate” and prove the utility of ImPACT. As a member of facility leadership noted, 

ImPACT clinicians had to have “people skills” and the “internal respect of colleagues” to 

engage PACT clinicians.

ImPACT clinicians highlighted additional characteristics, including the importance of “a 

cohesive team of very skilled individuals.” ImPACT clinicians also developed methods, such 

as a patient tracker, to-do lists, and shared calendars that were integral to implementation. 

Some noted the importance of specific team members’ disciplines – “you need MD at end of 

the name for some things.” Others described the necessity of playing multiple roles, for 

example, in addition to providing recreation therapy, the recreation therapist at times 

functioned as a scheduler and/or a liaison to community programs.

Positive beliefs about the intervention represent another important implementation factor. 

The novelty of ImPACT initially complicated buy-in from PACT clinicians, perhaps 

because, as the team suggested, other clinicians first saw the program as a “burden.” 

However, many PACT clinicians reported that ImPACT reduced clinician burden. Others 

appreciated learning about ImPACT’s non-traditional services, which increased positive 

beliefs about the intervention. As a result of these positive beliefs, many wanted to ensure 

the success and future implementation of ImPACT. This enthusiasm led facility leadership to 

open the program to referrals after the pilot ended.

Intervention Characteristics.

Facility leadership described explicitly designing ImPACT as an adaptive program to ensure 

that it could be implemented outside research settings and that, if effective, clinicians would 

“view [ImPACT] as something that was going to be helpful…that they would want to 

participate [in] and refer their patients to…” In practice, adaptability allowed ImPACT 

clinicians to tailor the program to PACT clinicians’ preferences. This feature may have also 

helped PACT clinicians acclimate to ImPACT’s care model, as one said, “[ImPACT 

clinicians] jumped in and I could ask them for support so it seemed like a resource.”
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The adaptability of ImPACT’s design also enabled ImPACT clinicians to change the 

intervention to fit unanticipated demands (e.g., developing protocols for outside opioid 

prescriptions). These iterative program improvements helped address the complex needs of 

ImPACT patients. As one ImPACT clinician said when discussing lessons learned:

“[ImPACT], at its core, is trying to address 100 or 200 patients’ individual needs 

and goals; so there is no one answer and so flexibility is important.”

At the same time, ImPACT’s novelty as a program for veterans generated challenges during 

implementation. For example, trainings based on programs at other institutions were 

considered helpful, but ImPACT clinicians “didn’t walk away [from trainings] saying, oh I 

know how to do this,” which they attributed to the fact that trainings were based on non-VA 

programs that did not always address veterans’ unique needs and circumstances. Ambiguity 

about ImPACT’s relationship to PACT care, which leadership stated was intentionally “left a 

little bit open” to allow for adaptation as the program evolved, also contributed to 

uncertainty about roles and responsibilities.

Other Intervention Characteristics that complicated implementation related to the program’s 

status as a pilot, including a lack of administrative staff, a short timeline, and uncertainty 

about sustainability. As one ImPACT clinician noted, “it is hard for a team to work under 

these conditions [when] what they’re spending all their time on may disappear…”

Discussion

This review and qualitative study of the implementation of intensive outpatient programs 

within PCMH settings suggests that structural, organizational, and communication factors at 

the core of many PCMHs are likely to facilitate the implementation of intensive outpatient 

programs for high-need, high-cost patients. In-depth interviews of leadership and clinicians 

involved in the VA’s first intensive outpatient program suggest that elements unique to the 

VA system and its PCMH, delivered by PACT teams, may have mitigated some 

implementation barriers found in more fragmented settings.

Across settings, the most commonly cited implementation factors were related to three CFIR 

domains. The Inner Setting, including networks and communication, a culture of innovation, 

and tension for change. Characteristics of Individual clinicians, namely their clinical and 

interpersonal expertise. Finally, Intervention Characteristics, such as the intervention’s 

adaptability and focus on complex patients. The consistent importance of these factors 

suggests that many implementation factors are related to the quality of existing improvement 

structures as opposed to specific care models.

The CFIR domain most tightly linked to implementation was the Inner Setting, which 

encompasses several benefits of PCMHs, including care coordination and quality 

improvement. Both the literature review [4, 6, 20, 18, 19, 21, 3, 17, 23, 29] and qualitative 

analysis highlighted its importance, particularly at the beginning of the implementation 

process. However, ImPACT interviewees did not describe several implementation barriers 

discussed in prior work [6, 29], including difficulty with crisis management, phone contacts, 

and health information technology. It is likely that innovative structural characteristics of 
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VA, including PACT, prevented many of these barriers. For example, ImPACT used PACT’s 

existing crisis management and telephone care protocols. Similarly, VA has used an 

electronic medical record since 1996 [30], which facilitated communication between 

ImPACT and PACT.

The importance of Characteristics of Individuals also holds across settings. Prior work [4, 6, 

29, 19, 21, 3, 17, 23, 20, 18] and our qualitative analysis suggest that successful intensive 

outpatient program implementation relies on careful and deliberate hiring practices that 

identify and retain staff who are creative and flexible because high-need, high-cost patients 

often have multiple mental and physical health problems, and there are few, if any, evidence-

based protocols or guidelines for this population. Consequently, staff must also have 

excellent interpersonal skills in order to persuade other clinicians to follow them into 

potentially uncharted clinical territory.

Important Intervention Characteristics included adaptability in program design, the need for 

ongoing learning, and a sufficient evaluation timeline. The consistency between the literature 

review [4, 6, 29, 20, 18, 19, 21, 3, 17, 23] and qualitative findings highlight how these 

factors interact to affect implementation (e.g., applying knowledge gained through ongoing 

learning requires an adaptable program design). ImPACT staff continually stressed the 

importance of adapting ImPACT to meet needs identified through discussions with PACT 

clinicians, noting that it takes time to translate these interactions into specific program 

components. Therefore, results support suggestions for lengthy timelines when evaluating 

outcomes (e.g., 18-24 months) [6].

As with all qualitative work, findings may not generalize to other settings. For example, 

local PACT and VA features, such as health information technology that facilitated 

ImPACT’s implementation, particularly with regard to communication, may hinder 

implementation in more fragmented systems. Nonetheless, this report offers important 

information on the individual, intervention, and organizational factors that are critical to the 

success of intensive outpatient programs within PCMHs. Our findings may also provide 

guidance for implementing intensive outpatient programs in non-integrated health care 

systems, as they speak to the importance of communication systems, collocation, and 

infrastructure that may need to be developed in such settings (at great potential cost).

Conclusions.

Organizational and communication features central to PCMHs can facilitate the 

implementation of intensive outpatient programs for high-need, high-cost patients, but 

program success is also highly dependent on staff creativity and flexibility, and the 

feasibility of intervention adaptations to meet the needs of patients and organizations. Future 

research should continue to investigate and codify characteristics of effective intensive 

management staff and programs in different settings, and examine association between these 

characteristics and patient outcomes.
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