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Abstract
The Telephone Lifestyle Coaching (TLC) program provided
telephone-based coaching for six lifestyle behaviors to
5321 Veterans at 24 Veterans Health Administration
(VHA) medical facilities. The purpose of the study was to
conduct an evaluation of the TLC program to identify
factors associated with successful implementation. A
mixed-methods study design was used. Quantitative
measures of organizational readiness for implementation
and facility complexity were used to purposively select a
subset of facilities for in-depth evaluation. Context as-
sessments were conducted using interview transcripts.
The Consolidated Framework for Implementation Re-
search (CFIR) was used to guide qualitative data collection
and analysis. Factors most strongly correlated with refer-
ral rates included having a skilled implementation leader
who used effective multi-component strategies to engage
primary care clinicians as well as general clinic structures
that supported implementation. Evaluation findings
pointed to recommendations for local and national
leaders to help anticipate and mitigate potential barriers
to successful implementation.
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Context is the loom that allows us to weave infor-
mation into actionable knowledge…[1]

INTRODUCTION
Among adults, over half of all deaths, and many ill-
nesses, can be attributed to four modifiable risk fac-
tors: physical inactivity, tobacco use, obesity, and al-
cohol use [2]. Preventing or delaying onset of disease
by modifying these lifestyle factors is a priority objec-
tive for the Veterans Health Administration (VHA)
due to the high prevalence of these risk factors among
Veterans. For example, more than 70 % of VHA
patients are overweight or obese (body mass index

(BMI)≥25 kg/m2), which is a higher rate than the US
general population [3]. Younger Veterans are at higher
risk for developing chronic illnesses because they are
more likely to be overweight/obese and smoke more
heavily than non-Veterans [4–6].
The VHA has implemented an array of prevention

programs that are widely available at the majority of
VHA facilities, but enrollment and participation are
low in currently existing on-site programs [7, 8].
Telephone-based coaching interventions may help in-
crease participation by offering sessions at more con-
venient times and eliminating transportation barriers.
Earlier studies identified a gap in delivery of phone-
based self-management support in the VHA [9, 10].
Telephone lifestyle coaching is an effective alternative
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Implications
Practice: To successfully implement a telephone
lifestyle coaching program, it is necessary to
identify a skilled implementation leader who uses
effective multi-component strategies to engage key
stakeholders.

Policy: Funding for evidence-based telephone-
based lifestyle coaching programs is necessary to
expand access to individuals who are unable to
participate in on-site programs.

Research: Research on the implementation of
different types of interventions can forward im-
plementation science by understanding what
contextual factors may lead to implementation
success under what circumstances.
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to in-person programs in addressing a number of
health behaviors, including diet, physical activity,
weight loss and weight maintenance, tobacco cessa-
tion, stress management, and unhealthy alcohol use
[11–17]. A recent synthesis of telephone-based inter-
ventions to increase physical activity and improve diet
within a 3- to 6-month time period concluded that Bthe
evidence is so strong […] that [Randomized Con-
trolled Trial] designs (at least those comparing a
telephone-delivered intervention to a no-treatment
control) are no longer needed^ [18, p. 86]. Dissemina-
tion of telephone-based lifestyle behavior interven-
tions has been documented; among the most com-
monly cited challenges is successfully referring or
attracting targeted individuals to appropriate pro-
grams [19–21]. Primary care clinics can be an impor-
tant source of referrals for behavioral programs but
there are challenges in realizing the full potential of this
and other sources of referrals [22, 23].
The VHA recently completed a demonstration of

the Telephone Lifestyle Coaching (TLC) program in
24 facilities. Over 9000 Veterans were referred to the
TLC program, 57 % of whom completed at least one
coaching session with a trained lifestyle coach over the
phone. For the 57 % of enrolled Veterans who self-
reported lifestyle behaviors 6 months after enrollment,
40 % quit smoking and 25 % lost more than 5 % of
their baseline weight [24]. The aim of the current study
was to identify facility-based contextual factors that
influenced implementation of the TLC program to
inform future scale-up and implementation.

METHOD
This was a sequential mixed-methods [25] evalu-
ation design. Figure 1 lists the qualitative and
quantitative sequence and data used. This evalu-
ation was conducted as a research study and was
approved by the Institutional Review Boards at
the two research institutions with which the in-
vestigators are affiliated.

Setting
The VHA’s National Center for Health Promotion
and Disease Prevention (NCP) is the national field
coordinating office charged with leading prevention
initiatives within the VHA. The demonstration of the

TLC program was one of the high priority goals artic-
ulated in the VHA 2010 national strategic plan and
thus it had high-level leadership commitment with
resource and technical supports. To standardize the
TLC program across facilities, NCP conducted a com-
petitive bidding process to identify an entity that could
deliver a proven program to a national sample of
several thousand Veterans; the bid included a require-
ment to document coaching sessions within theVHA’s
electronic health record. They chose Alere™
Wellbeing based on cost and quality of their program-
ing across the six prevention topics, as well as the
VHA’s previous success with Alere Wellbeing’s
evidence-based Quit For Life® program [28, 29] in a
VHA network.

TLC intervention
The TLC program provided telephone lifestyle
coaching related to six topics: (1) Eat Wisely; (2) Be
Physically Active; (3) Be Tobacco Free; (4) Strive for a
Healthy Weight; (5) Manage Stress; and (6) Limit
Alcohol. The program consisted of up to nine
coaching calls, scheduled at the Veteran’s conve-
nience, over approximately 6 months.

Implementation strategy
NCP staff developed a multi-component implementa-
tion strategy to support the 24 facilities. Supplementa-
ry File 1 organizes these strategies based on a pub-
lished taxonomy of implementation strategies [30].
The executive director of each facility was asked to
sign a Memorandum of Understanding with NCP
committing to the TLC program demonstration. Two
implementation leaders were identified at each of the
demonstration facilities, the majority of whom were
already dedicated to health promotion and disease
prevention as well as patient-centered coaching.
Therefore, a relatively engaged group of clinicians
was already in place at each of the TLC program
demonstration facilities. The implementation leaders
attended a 2-day kick-off orientation for the TLC pro-
gram and led all implementation activities. NCP pro-
vided a wide array of resources online, e.g., commu-
nication materials, and hosted regular calls with the
implementation leaders to support implementation
efforts.

Fig 1 | Mixed-methods study design 1Facility complexity was assessed based on size, academic affiliation, trauma center level,
and service mix of the facility [26]. 2Readiness for implementation was assessed using the Organizational Readiness to Change
Assessment (ORCA) tool. The ORCA tool is comprised of three primary scales: Evidence, Context, and Facilitation [27]. An overall
score for each site was computed by aggregating responses across all three scales
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Evaluation methods

Quantitative measures for facility selection
A sample of 12 of the 24 demonstration facilities was
selected for in-depth evaluation of the TLC program
implementation. The purposive sample was selected
to maximize variation with respect to tertiles of read-
iness for implementation [27] and facility complexity
[26]. Readiness for implementation was assessed using
the Organizational Readiness to Change Assessment
(ORCA) tool, which is comprised of three scales: Ev-
idence, Context, and Facilitation [27]. Scores were
categorized into three groups: Missing, Low, and
High. Facility complexity was assessed based on size,
academic affiliation, trauma center level, and service
mix of the facility [26]. Scores were categorized into
two groups: Low and High (see Table 1). Two sites
were selected from each of six categories (threeORCA
categories by two Complexity categories) to maximize
variation along these two measures. Stakeholders at
these facilities were invited to participate in telephone
interviews. Of these 12 facilities, 6 were selected for in-
person interviews during facility visits; one from each
of the six facility categories.

Qualitative stakeholder interviews
Two rounds of semi-structured interviews were con-
ducted at each of the 12 evaluation facilities; the first
round was 2 to 4 months after the TLC program
launched and the second round was 4 to 5 months
later in order to explore dynamic implementation
processes. The TLC program implementation leaders
and the MOVE!® program coordinator were first
invited via e-mail to participate in a telephone inter-
view. MOVE! program coordinators deliver the
existing weight management program within VHA
facilities. After these interviews were completed, visits
were made to six of the facilities. During the facility
visits, additional staff members involved with referring
patients to the TLC program were interviewed. In
addition, clinical leaders and computer application
developers who helped with setting up the electronic
health record system to support the TLC program
referrals and documentation were interviewed. Inter-
views ranged from 30 to 60min, were audio-recorded,

and transcribed verbatim. Interviews were conducted
with 102 individuals across the two waves of inter-
views. See Table 2.

Qualitative data collection and conceptual framework
TheConsolidated Framework for Implementation Re-
search (CFIR) [31] was used to develop the interview
guide and guided qualitative coding and analysis. See
Supplementary File 2. The CFIR provides a menu of
39 constructs across five domains (Intervention Char-
acteristics, Inner Setting, Outer Setting, Characteristics
of Individuals, and Process).

Qualitative data analysis
The CFIR provided the structure for the initial code-
book to guide qualitative data coding using a descrip-
tive content coding approach [10]. The coding ap-
proach was both deductive (codes were derived from
CFIR constructs) and inductive (codes were derived
from the data) [32]. During the coding and rating
phases of analysis, the analysts were blinded to referral
rates. Each transcript was independently coded by a
revolving team of two analysts (C.R., N.S., J.F.). Codes
were compared and differences were resolved by con-
sensus discussion. QSR NVivo version 10 was used to
facilitate coding.

Quantification of qualitative data
For each transcript, two analysts independently
assigned ratings for each code to reflect its valence
(positive or negative impact on implementation) and
its strength of manifestation (weak or strong impact on
implementation) [33]. Ratings ranged from −2 to +2; 0
reflected a neutral or mixed influence of the code and
M reflected missing data. For each facility, individual
interviews with their ratings were consolidated into
case memos. Two analysts independently rated each
code across all the interviews to obtain a facility rating
at each time period. Cases memos also provided an
opportunity to summarize data and write a rationale
for each rating. This process was repeated for the two
rounds of interviews. A final consolidated memo with

Table 1 | Distribution of demonstration facilities by ORCA score and facility complexity

Facility complexitya

ORCA scoreb High Low Total

Missing 2 6 8
0–3.9 3 4 7
4.0–5.0 5 4 9
Total 10 14 24
a Facility complexity was assessed based on size, academic affiliation, trauma center level, and service mix of the facility [26]
b Readiness for implementation was assessed using the Organizational Readiness to Change Assessment (ORCA) tool. The ORCA tool is comprised of three
primary scales: Evidence, Context, and Facilitation [27]. An overall score for each site was computed by aggregating responses across all three scales
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data from both time periods was created. Ratings were
again applied independently by two analysts that rep-
resented a consolidated assessment across all inter-
views and the two time periods for each facility. Dis-
agreements were addressed through consensus discus-
sions at every phase [10].

Quantitative measure of implementation success
Though over half of referred patients enrolled in TLC
(57 % (5333) of the 9357 referred), 43 % (4024) failed
to complete a single session: 6 % (n= 576) declined,
2 % (n= 156) were ineligible, and 35% (n= 3304) were
unable to be contacted by TLC coaches despite mul-
tiple attempts [24]. The latter category may be attrib-
utable to organizational factors (e.g., outdated or inac-
curate contact information recorded in the electronic
health record) but investigating this was outside the
scope of this study. Instead, this study focused on the
implementation of processes necessary to refer
targeted patients to TLC, which was delivered by a
separate entity. Proctor et al. define measures of im-
plementation outcomes that are distinct from patient-
level outcomes typically assessed in intervention trials
[34]. It is important to select an outcome that is mea-
surable and proximal to the phenomenon of interest.
The measure of implementation effectiveness in this
study was therefore penetration, which was defined as
the extent of integration of TLC referral processes into
the clinical setting within participating VA facilities.
The most robust and available measure of penetration
was facility referral rate: the number of TLC referrals
divided by the monthly average number of Veterans
enrolled in primary care at each facility during the first
12 months of the TLC program demonstration (No-
vember 2011–October 2012).

Mixing qualitative and quantitative data
Framework analysis methods were used in the final
phase of the analyses [35]. A matrix that listed facilities
in columns and constructs in rows was created. Each
cell contained ratings based on all interviews
(interview-specific ratings and a global rating) and
short summaries of qualitative data. At this point in

the analyses, the analysts were un-blinded to facility
referral rates, which were then added to the matrix.
Pearson correlations were computed using Stata

version 11 and used to assess the strength of correla-
tion between qualitatively derived construct ratings
and referral rates across facilities. Constructs with sta-
tistically significant correlations (p< .05) with referral
rates were deemed to Bstrongly^ distinguish between
facilities with low and high implementation success.
Correlations values of r≥ .50, but with p values greater
than .05 but less than .10 were deemed as Bweakly^
distinguishing between facilities with low and high
implementation success.

RESULTS
Following the TLC program launch (the point at
which facilities were able to start referring patients), it
took an average of 2 months (range, 2–10) before
facilities were able to refer at least ten Veterans in a
given month. On average, 13 Veterans were referred
to the TLC program per 1000 who were enrolled in
primary care at the demonstration facilities. There was
a more than 21-fold (range, 2–43) difference in referral
rates in the last month of the demonstration across
facilities.

Overall context
Before describing the constructs associatedwith imple-
mentation success, it is important to describe the over-
all context within which these findings were generated.
In addition to the supports listed in Supplementary
File 1, to which all facilities had comparable access,
Supplementary File 3 lists constructs that did not dis-
tinguish between facilities, but that provide important
details about the overall context for this evaluation.
Challenges common to all facilities included the TLC
program being introduced in the midst of a major
transformation to the VHA’s version of the patient-
centered medical home (PCMH; http://www.va.gov/
health/services/primarycare). This transformation as
well as other factors led some facilities to experience
significant challenges in referring patients to the TLC
program, as reflected in the wide range of referral
rates.

Table 2 | Interviewee recruiting and participation by role

Role Invited Individuals
interviewed

TLC program implementation leaders and other prevention program
coordinatorsa

57 43

Clinical managers and administrators 30 21
Primary care providers 27 24
Nurse care managers 12 12
Other staff 2 2
Total 128 102b

a Included Health Promotion Disease Prevention managers (HPDP), health behavior coordinators (HBC) and MOVE! weight management program coordinators
b Most interviews were conducted with single individuals but a few were with a group of two to three individuals by request of the interviewees
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The following sections describe constructs that were
correlated with referral rates and thus point to contex-
tual features that appear to be predictive of implemen-
tation success. Figure 2 lists distinguishing constructs,
their valence ratings, and their correlations with refer-
ral rates for each evaluation facility.

Constructs associated with implementation success
The presence of enthusiastic, capable TLC program
Implementation Leaders was strongly correlated (r= .65;
p= .03) with referral rates. Three of the four highest-
referral facilities had at least two TLC program imple-
mentation leaders who were actively leading implemen-
tation efforts. In contrast, two of the four facilities with
the lowest referral rates had vacancies (because of un-
filled positions or longer-term leave) in their NCP-
established prevention- and coaching-related positions.

In addition, effective strategies to engage Key Stake-
holders (PCPs and other staff) were strongly correlated
(r= .66; p= .03) with referral rates. These stakeholders
were important because they were the main source of
referrals to the TLC program. TLC program imple-
mentation leaders at the facilities with the highest re-
ferral rates recognized the need for ongoing, multi-
faceted communication and engagement strategies:

[I communicate about the TLC program] constant-
ly. […] I do coaching with the PACT [Patient
Aligned Care Team] teams…and I’ve thrown out
ideas, like, BLet’s put together a list of your hyper-
tensives and let’s call them, I’ll model it in your
huddle, and introduce the telephone lifestyle
coaching to those patients and try to get those people
to quit smoking; pull the hypertensives who smoke,
offer them TLC.^ …and I always introduce it

Facility 1 2 3 4 5 6 7 8 9 10 11

Referral Rate
(Number of referrals per 1000 Veterans) 2.01 2.32 2.59 6.00 6.04 6.88 7.72 10.24 10.49 12.73 14.53

r p
Interven�on Characteris�cs Domain

Evidence Strength & Qual i ty +1 +1 +1  0 M +1 +1 +1 +1 +1 +1 0.1233 0.7344

6897.03780.0-2+1+1+2+1+2+1+2+2+2+1+egatnavdAevitaleR

9285.05681.0-0001+0001+01+0ytilibatpadA

6476.02771.01-1+1+1-1+2+MM1-M1-ytixelpmoC

Des ign Qua l i ty & Packaging  0 +2 +2 +1 +1 +1 +1 +1 +2 +1 +1 -0.0562 0.8695

Outer Se�ng Domain

Pa�ent Needs  & Resources  -1 +2 +2 +1 +1  -1  -1 +1 +2  -1 +2 0.0156 0.9637

Externa l  Pol i cy & Incen�ves M +1 M M M M M  0 +1  0 +1 -0.2777 0.651

Inner Se�ng Domain

1010.03437.0**2+1-1-1-1-1-01-2-2-2-scitsiretcarahClarutcurtS

Networks  & Communica�ons  -1 +1 M M M  -1  -1  0  0 +2 +2 *0.5762 0.1349

Implementa�on Cl imate

3735.01832.0-1+01+01-1+1+M01+1+egnahCrofnoisneT

9733.03263.01+2-2-1-1-1-1-MM2-1-ytiroirPevitaleR

3870.0255.0*2+2+2+1+1-1+1-1+1+1-1+ytilibitapmoC

Organiza�onal  Incen�ves  & Rewards M M  -1 +1 M +1 M M M M M *0.9807 0.1254

7457.08601.0-1+1-1-1+1-1+1-2+1+1+1-kcabdeeF&slaoG

Readiness  for Implementa�on

7673.01413.011021+0M212-1tnemegagnEpihsredaeL

4966.01661.0-01+1+001+1-2+001+secruoseRelbaliavA

Access  to Knowledge & Informa�on 2 +1
1

2 M +1 +1 +2 +1  -1 1 -0.4227 0.2236

Process Domain

440.08976.0-**MM01-001+2+1+1+1+gninnalP

Engaging

8030.07846.0**2+2+2+2+1+1+1+2+2-2+2-redaeLnoitatnemelpmI

3876.04141.01+01+1+1-1+1-2+1+1+1-stneitaP

4820.09556.0**2+1+2+2+1+2+1+2+1-1+1-sredlohekatSyeK

3683.06923.001+1+1+1+1-02+01-MgnitaulavE&gnitcelfeR

Pearson Correla�on

Key: 
M denotes  miss ing data
0 denotes  mixed or neutra l  data
** denotes  a  s trongly dis�nguishing construct
* denotes  a  weakly dis�nguishing construct

Fig 2 | Consolidated Framework for Implementation Research (CFIR) construct ratings1 and correlations to implementation
outcomes (referral rate) by facility. 1Ratings for each construct reflect its valence (positive [+] or negative [−] impact on
implementation) and its strength of manifestation (weak [1] or strong [2] impact on implementation) [33]
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when I’m doing MI [motivational interviewing]
and TEACH (clinician coaching) training too. I
always have [a stack of the information sheets] in
my little portfolio thing that I carry around with
me…I just met with the local recovery coordinator
last week and talked to her all about it. She wants
me to come to the social work meeting and train the
social workers on the use of [the TLC program]
[TLC program POC, Facility 9, high imple-
mentation success facility]

In contrast, engagement strategies were limited
at the lowest referring facilities, in part because of
vacant staff positions. One of the facilities that
targeted the TLC program to their community-
based outpatient clinics acknowledged that lack of
ongoing communications and interactions hin-
dered the program:

[…] in hindsight I realized that I went into this
kind of naively because, I just thought I was going
bearing gifts and everybody was going to be uber
excited about this resource. And even when they are,
I think that I missed the boat as far as follow-up.
[TLC program POC, Facility 1, low imple-
mentation success facility]

Structural Characteristics (organizational structure or
social architecture) strongly correlated (r= .73; p= .01)
with referral rates. One facility with among the highest
referral rates consolidated management of all preven-
tion programs under the leadership of one of the TLC
program implementation leaders. Thus, PCPs did not
have to choose the individual program to which to
refer a patient, but rather referred patients to a single
consolidated set of prevention programs. Referred pa-
tients attended an orientation session where all pre-
vention program choices, including the TLC program,
were described.
Facilities with the lowest referral rates struggled

with several structural challenges. For example,
leaders at one facility told TLC program imple-
mentation leaders they could not Bmarket^ the
TLC program to PCPs because the primary care
clinic was in the throes of transitioning to the
PCMH model. In another example, implementing
the TLC program in outlying community-based
outpatient clinics discussed above stymied imple-
mentation leader efforts to engage PCPs because
some community-based outpatient clinics were
hundreds of miles away from the medical centers
where the TLC program implementation leaders
were located.
Two facilities that had among the lowest referral

rates acknowledged this structural challenge which
undermined their Planning (a scheme and tasks for
implementing the TLC program developed in ad-
vance) to target their community-based outpatient
clinics, which was strongly negatively correlated with
referral rates (r= −.68; p= .04). They believed this
plan would give access to the TLC program to patients

who would benefit most because of the long distances
to on-site prevention programs:

…we kind of took what we would call a rural
health perspective, and thought of the program
being rolled out at the CBOCs [community based
outpatient clinics that were the farthest out from the
main facility […] We were going to roll it out at
one facility per month and we started with those
that were farthest out and have the fewest resources.
So places that didn’t have anybody with behavioral
health or were geographically very remote from the
main [medical center]. [TLC program POC,
Facility 1, low implementation success
facility]

However, during their follow-up interview, these
teams reported that they had underestimated the effort
needed to engage staff and PCPs at smaller resource-
constrained clinics and ultimately implemented the
program in the main facility.

We’ve had to really change our approach and ex-
pand the number of clinics that are involved because
[…] there either was an initial, a [low…] number
of consults placed, or really none and it just really
hasn’t taken off. So we’ve actually opened it up to
more of the clinics [at the medical center] [Admin-
istrator, Facility 1, low implementation suc-
cess facility]

Networks and Communications (the nature and quality
of webs of social networks and the nature and quality
of formal and informal communications within an
organization) between the TLC program implementa-
tion leaders and with primary care clinics were weakly
(r= .58; p= .13) correlated with referral rates. At two
of three of the highest-referral facilities, TLC program
implementation leaders had strong working relation-
ships with primary care leaders and providers, which
provided a conduit for frequent informal conversa-
tions, in addition to more formal communications
through monthly staff meetings and other opportuni-
ties. PCPs actively supported the TLC program be-
cause they liked and trusted their TLC program im-
plementation leaders:

[They] run a really good program; they know what
they’re doing. I trust them […] When they come to
me […] I listen to them and then I follow up. So I
think they’re a big part of the motivation too […]
that they believe in this and they’ve embraced it
[…] [PCP and Primary Care Leader, Facility
10, high implementation success facility]

Furthermore, prior and ongoing working rela-
tionships between the TLC program implementa-
tion leaders within facilities were also influential.
In the two facilities with the highest referral rates,
TLC program implementation leaders had offices
that were located in close physical proximity and
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they communicated frequently and worked closely
together:

So there’s a lot of benefit to us having a really good
working relationship, and then trying to find gaps
in programming, because we all are aware of what
the other people are doing… [TLC program
POC, Facility 11, high implementation suc-
cess facility]

In contrast, TLC program implementation leaders
at facilities with the lowest referral rates did not have
strong relationships with key stakeholders within pri-
mary care. At these facilities, few providers were fa-
miliar with the TLC program or remembered to refer
patients.
Compatibility of the TLC program (the degree of

tangible fit between meaning and values attached to
the intervention by involved individuals and fit with
existing workflows) was weakly (r= .56; p= .08) cor-
related with referral rates. Facets of compatibility in-
cluded the ability of the vendor’s coaches to access
EHRs at each of the demonstration facilities and com-
patibility of the TLC programwith existing prevention
programs. One of the most challenging implementa-
tion issues for all facilities was related to establishing
information technology processes necessary to pro-
vide TLC program coaches access to the electronic
health record at each facility. This level of access was
essential for receiving referrals, obtaining contact in-
formation for patients, and documenting coaching ses-
sions. The final solution was a compromise: at five
demonstration facilities, coaches were able to access
referrals and enter coaching session notes directly into
the EHR. Coaches did not, however, have direct ac-
cess to the electronic health record at the remaining
demonstration facilities. Instead, referrals were routed
through the other five facilities, which made it difficult
for clinicians to access session notes for their patients,
though the more complicated procedures for doing so
were documented. PCPs at three of the lowest-referral
facilities and a mid-referral facility without direct elec-
tronic health record access expressed frustration over
not having feedback about the status of their patients
referred to the TLC program:

I find that maybe the biggest drawback and maybe
why people don’t refer is you know, it’s trying to
send a consultation and never getting a report back
on what the findings were [….] without having
information on that, I’m not so sure that […]
there’s much value in it. [PCP, Facility 7, mid
implementation success facility]

All 24 demonstration facilities had existing preven-
tion programs. The most common lifestyle goals for
Veterans enrolled in the TLC program were weight
loss (50 %) and tobacco cessation (44 %). The MOVE!
program was prominent among on-site prevention
programs. At the top referring facilities, staff gave
specific examples of the TLC program’s perceived

compatibility with the MOVE! program; they be-
lieved it reinforced both their stance on prevention
and their active use of coaching approaches and goal-
setting with patients:

When we talk about disease prevention and health
promotion, the health coaching just fits right in and
it’s such a complement to it, and since we […] have
a really strong conviction about wellness and self-
management […] this health coaching and what
we’re doing with health promotion really helps the
patient to have ownership for their processes and
their living, and it definitely blends very nicely with
the health coaching […] it complements [our com-
munications about prevention]…We here in [the]
Health Promotion Disease Prevention program are
really the great influencers to clinical practice
change and [the TLC program] is such a good
complement for us. [TLC program POC, Facil-
ity 8, mid implementation success facility]

In addition, a wide range of staff (e.g., PCPs, RN
care managers) were allowed to refer patients to the
TLC program and access reports to track whether
patients were enrolled successfully.
In contrast, at the three facilities with the lowest

referral rates, staff members were vague about the
compatibility of the TLC program with existing pro-
grams. In addition, at two of these facilities, only PCPs
were allowed to refer patients to the TLC program:

Our nurses are specifically forbidden to write orders
that can be held for a physician’s signature. So
everything that gets written has to be written by a
physician […] this has formed a really labor in-
tensive situation for practitioners, so they are super
rebelling against anything else coming down.
[MOVE! program coordinator, Facility 2,
low implementation success facility]

Organizational Incentives and Rewards to help encour-
age referrals to the TLC program had a high correla-
tion coefficient (r= .98) but because it was mentioned
by only three facilities, it was only marginally signifi-
cant (p= .12) and therefore deemed weakly correlated
with referral rates.

DISCUSSION
Implementation of the TLC program was deemed
successful when considering overall rates of refer-
rals; the targeted number of referrals was met.
However, there was variability between facilities,
and this study reveals factors that likely contribut-
ed to this variation. Demonstration facilities made
an average of 13.2 referrals to the TLC program
per 1000 Veterans, 57 % of whom enrolled and
participated in at least one telephone coaching
session. This translates to approximately 7.5
enrollees per 1000 candidate Veterans. These re-
sul ts compare favorably with Goode and
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colleagues’ report of dissemination of a telephone-
based coaching program aimed at improving diet,
exercise, and weight. They reported 29 % of facil-
ities generated 377 patient referrals over a 2-year
period [36]. Their setting was similar to the TLC
program demonstration with respect to having a
centralized entity within the community that pro-
vided telephone-based coaching and helped coor-
dinate referral processes. Goode and colleagues
described coach training and preparation for the
coaching intervention, but little information was
provided about the contextual factors of facilities
that may have contributed to the relatively low
proportion of facilities that referred patients [36].
The use of the CFIR to organize data collection
and analysis helped identify and categorize contex-
tual challenges that arose for some facilities when
implementing a process to refer patients to the
TLC program, a program similarly delivered by
an outside entity.
Goode and colleagues described the significant sup-

ports provided to facilities by a centralized research
team [37]. In the current study, rather than a research
team,NCP, a national field coordinating office charged
with leading prevention initiatives within a large inte-
grated healthcare system, provided these supporting
functions. This affirms the importance of meaningful
support from a centralized entity, but demonstrates
that the entity does not need to be a research team.
Published evaluations of implementing the MOVE!

program in the VHA offer a point of comparison with
current findings [9, 10]. Because both studies used the
CFIR, it was possible to compare findings across the
two projects. Implementation evaluations of the
MOVE! and TLC programs both identified Networks
and Communications as a distinguishing construct,
which highlights the importance of strong working
relationships and communications with primary care
clinics, because in both cases, PCPs were the primary
source of referrals.
Both experiences also highlight the importance

of engaging Key Stakeholders (e.g., PCPs, clinic
leaders) using multiple communication strategies,
including sharing information about the program
at staff meetings, posting on e-bulletin boards, and
working to identify specific patients who may
benefit from the program by attending team meet-
ings. No other constructs were consistently identi-
fied as distinguishing across the two studies. This
lack of consistency may be due to the significant
differences between the TLC program and the
MOVE! program; while the TLC program was
delivered by an outside entity, the MOVE! pro-
gram is an on-site group-based weight manage-
ment program delivered by a local interdisciplin-
ary team of staff. These two studies, both having
used the CFIR to assess context, provide more in-
depth understanding about what contextual factors
influence implementation under which circum-
stances. Use of the CFIR provides common ter-
minology and language that promotes consistent

use of constructs and the ability to compare find-
ings across implementation studies. Additional re-
search using the CFIR will help determine the
most common factors associated with implemen-
tation success. This information is vital to be able
to tailor strategies to maximize the chances of
successful implementation [38].
This study has several limitations. First, not all

of the demonstration facilities were evaluated in
depth. However, the sample consisted of a broad
cross-section of facilities with respect to referral
rates. Second, results are based on interviews
with stakeholders who may not be representative
of their local facility or the VHA overall. Third,
varying depths of information were collected
from demonstration facilities over time; this is
reflected in part by the range of individuals (2–
19) who participated from each facility. In partic-
ular, PCPs contributed valuable information relat-
ed to identifying and understanding referral pro-
cesses and it was not possible to interview pro-
viders at all facilities.
The VHA is developing mechanisms to make the

TLC program available in the national VHA
healthcare system. These findings have been used to
guide development of a toolkit that will be used as a
basis for future scaling up and guidance for facilities
that choose to implement the TLC program.

CONCLUSION
Over 9000 Veterans were referred to the TLC
program within the VHA. Although all demonstra-
tion facilities received significant support and re-
sources from NCP, there was a 21-fold variation in
referral rates across the 24 facilities participating in
the demonstration. Facilities with high implemen-
tation success had skilled implementation leaders
who led effective multi-component strategies to
engage PCPs and staff, the most important source
of referrals, and clinic structures that supported
implementation. In addition, there were strong,
productive working relationships across organiza-
tional boundaries and within the implementation
team and the TLC program was compatible with
clinic work processes. These factors were lacking at
facilities with low implementation success and the
TLC program was targeted to distant community
clinics that did not have sufficient local support.
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