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Abstract

Background: We tested the capacity of the 60-site VA Women’s Health Practice-Based Research 

Network (WH-PBRN), embedded within VA, to employ a multisite card study to collect women 

Veterans’ perspectives about Complementary and Integrative Health (CIH) and to rapidly return 

findings to participating sites and partnered national policy-makers in support of a Learning Health 

System (LHS) wherein evidence generation informs ongoing improvement.

Methods: VA primary care clinic clerks and nurses distributed anonymous surveys (patient 

feedback forms) at clinics for up to two weeks in fiscal year 2017, asking about CIH 

behavior and preferred delivery methods. We examined the project’s feasibility, representativeness, 

acceptability, and impact via a tracking system, national administrative data, debriefing notes, and 

three surveys of WH-PBRN Site Leads.

Results: Twenty geographically diverse and largely representative VA Medical Centers and 11 

Community-Based Outpatient Clinics volunteered to participate. Over six months, N = 1191 

women Veterans responded (median 57; range 8–151 per site). In under three months, we returned 
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local findings benchmarked against multisite findings to all participating sites and summary 

findings to national VA partners. Sites and partners disseminated results to clinical and leadership 

stakeholders, who then applied results as warranted.

Conclusions: VA effectively mobilized an embedded PBRN to implement a timely, 

representative, acceptable and impactful operations project.

Implications: Card studies by PBRNs within large, national healthcare systems can provide 

rapid feedback to participating sites and national leaders to guide policies, programs, and 

practices.

Level of Evidence: Self-selected respondents could have biased results.

1. Introduction

In their seminal article, Atkins, Kilbourne and Shulkin1 highlight the degree to which 

the Veterans Health Administration (VA) functions as a Learning Health System (LHS), 

and encourage VA to further embrace this model. An LHS emphasizes interaction, 

collaboration, and synergies among researchers, clinicians, and educators, generating a 

mutually reinforcing relationship between research, practice, and policy.2 The National 

Academy of Medicine1 LHS principles describe the importance of “Real-time access to 

knowledge”, “Engaged, empowered patients” and “Supportive system competencies.” The 

latter includes the idea that an LHS should create “feedback loops for continuous learning 

and system improvement.“3

Collaboration between clinicians and researchers is central to the approach of the VA 

Women’s Health Practice-Based Research Network (WH-PBRN),4-6 a national community 

of 60 Health Care Systems (HCSs) each with an embedded WH-PBRN Site Lead dedicated 

to enhancing women Veterans’ health and health care through continuous learning and 

by catalyzing connections among local site clinicians and researchers. Embedded health 

services researchers who lead the WH-PBRN’s national Coordinating Center and broader 

Women’s Health Research Network (with VA HSR&D service-directed funding) support 

Site Leads’ frontline efforts, partnering with the national office of Women’s Health 

Services (WHS) and other VA policy offices via long-term relationships and bi-directional 

information-sharing. This makes the WH-PBRN a promising testing ground for LHS 

principles.

PBRNs often turn to “card studies”—brief patient and/or provider surveys (originally 

the size of an index card) at the point of care–to achieve rapid, low-overhead data 

collection about patient experiences or other clinically meaningful information in real-world, 

practice-based contexts.7,8 Intrigued by the potential for card studies to quickly generate 

VA data relevant to both frontline clinicians/managers and national policy-makers, we 

responded to a request from two VA clinical operations partners – the VA Office of Patient 

Centered Care and Cultural Transformation (OPCC&CT) and VA WHS – for patient-based 

information about women Veterans’ Complementary and Integrative Health (CIH) behaviors 

1Previously called the Institute of Medicine.
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and preferences. Given VA’s increasing focus on CIH9-14 and the lack of data at the time 

specific to women Veterans’ preferences, the WH-PBRN seized this opportunity to design 

and test a card study methodology suitable to our structure, to address a timely operational 

need.

Our objective for this inaugural WH-PBRN card study – known internally as the CIH 

Veteran Feedback Project – was to examine it as a proof-of-concept project to develop 

processes within the WH-PBRN for rapid data collection to address queries from operations 

partners, while also returning impactful information to participating sites. We examined 

five types of CIH: yoga, mindfulness/meditation, tai chi/qigong, therapeutic massage, 

and acupuncture. In support of the LHS model, we planned to provide participating 

sites with individually tailored reports showing their site’s results benchmarked against 

national multisite findings for use as local program planning tools, and to provide our 

national partners with multisite data for use in patient-centered programming and policy 

development. Here we detail our multisite card study methodology, describe the extent 

to which it was feasible, representative, acceptable, and impactful, and catalogue lessons 

learned.

2. Material and methods

2.1. Setting

Supported by a national Coordinating Center (staffed with a director, program manager, 

coordinator, and research assistant) and the encompassing Women’s Health Research 

Network, the WH-PBRN sites stand ready to participate in multisite research or quality 

improvement projects, enabling investigators to access women Veterans, their providers, and 

their care settings efficiently via cultivated relationships.6 In addition to such projects, the 

WH-PBRN embedded Site Leads gather monthly on an interactive national call.

2.2. Roles and responsibilities

Table 1 describes involvement of the national VA Central Office (VACO) partners 

(OPCC&CT and WHS), embedded researchers in the national WH-PBRN Coordinating 

Center, locally embedded WH-PBRN Site Leads, and local participating sites in 

designing and implementing the project and disseminating findings. All project phases 

(Development, Implementation, and Data Analysis/Dissemination) involved all stakeholders 

and incorporated mutual feedback and learning opportunities.

2.3. Phase 1: project development

OPCC&CT, WHS, additional CIH experts and WH-PBRN embedded researchers designed 

an anonymous, voluntary, one-page patient feedback form (Appendix A) for distribution 

to women during Primary Care or Women’s Health Clinic appointments; WH-PBRN 

researchers piloted and refined the instrument. Since national partners contributed to patient 

feedback form content, forms met partners’ needs by asking about preferences for specific 

CIH approaches and delivery methods, including needs for gender-tailoring services. If 

desired, a site could inquire about an additional locally-relevant CIH approach, beyond 

the five types already on all forms. (Examples of CIH approaches sites added included 
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aromatherapy and healing touch.) The form asked respondents’ age groups; where they 

received primary care (VA Medical Center [VAMC], Community-Based Outpatient Clinic 

[CBOC], Other); whether they had used each of the five types of CIH previously, and future 

preferences for CIH delivery methods. The San Juan VAMC Site Lead assisted in translating 

the form into Spanish for use in Puerto Rico.

After addressing logistical and regulatory issues at a national level, we developed 

an Implementation Toolkit with step-by-step instructions and communication templates, 

including letters for enlisting local leaders’ support; instructions for training clerks/nurses in 

patient feedback form distribution; a script for clerks/nurses to use when offering the survey; 

and patient-facing frequently asked questions.

To generate excitement among Site Leads, prior to the September 2016 national WH-PBRN 

Site Lead phone call, we conducted a two-question Practice Scan (rapid key informant 

survey) via email, asking all Site Leads about CIH availability at their sites. We then 

reported Practice Scan findings on the national call, making for an interactive, dynamic 

meeting that culminated with announcement of the upcoming CIH card study.

2.4. Phase 2: project implementation

Site Leads could designate an appropriate Project Lead (with the Site Lead acting 

as Co-Project Lead, to streamline communication with the WH-PBRN); for simplicity, 

this manuscript refers to both as “Site Leads.” Before project launch, the WH-PBRN 

Coordinating Center held individual phone calls with participating Site Leads to discuss 

site-specific project implementation.

Within a six-month period (October 2016–March 2017), each site collected data for up to 

two weeks or until they had received 100 patient feedback forms, whichever came first. 

Clerks and/or nurses distributed forms to sequential women presenting for appointments 

in primary care clinics, using a prepared script. Women placed completed forms in 

lockboxes. The Site Lead reviewed completed forms for immediately actionable items, such 

as complaints about clinical processes or suggestions for systems improvements; redacted 

any inadvertently-included Protected Health Information; then scanned and securely sent 

the completed, redacted forms to the WH-PBRN Coordinating Center. Site Leads listed 

participating staff so that certificates of participation could be mailed.

2.5. Phase 3: dissemination

Throughout the project, on monthly national WH-PBRN calls, we updated Site Leads about 

project progression. After entering CIH data, we conducted descriptive analyses of data from 

all sites in aggregate, and for each individual site.

In May 2017, we sent each participating facility its own local findings benchmarked against 

national aggregated results, as well as an electronic spreadsheet containing their site’s data, 

suitable for sharing with leaders and frontline clinicians at their site. On the May 2017 

national WH-PBRN full community phone call, we presented national findings, inviting 

discussion, interpretation, and questions about the site-specific and national reports.
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To uphold communication and collaboration with our VA Central Office partners, we 

provided preliminary findings to them whenever available. Reports went to both partners’ 

offices in February 2017 and June 2017.

2.6. Evaluation of card study processes

We used our tracking system to assess feasibility: reach (number of sites that participated 

out of number invited); number of completer sites; number of forms returned; and number 

of months for the project timeline. At the project’s start, we designed a weekly timeline, 

adjusting it as needed over the project period. We logged the time interval required during 

each stage in the process by prospectively tracking when sites started and finished the 

implementation steps. (Communications tracking database elements are available upon 

request.) For representativeness, we compared national VA administrative data (maintained 

by the WH-PBRN for ongoing site characterization) for participating sites to national data, 

and mapped the locations of participating sites. For acceptability, we tallied responses from 

Exit Surveys (completed by each Site Lead at the end of local data collection, to describe 

local implementation processes; response rate 97%, 30 of 31 participating clinics at VAMCs/

CBOCs; Appendix B) to see how many mentioned positive project uptake or implementation 

barriers.

For impact we assessed variability in women’s preferences for different CIH approaches (as 

a marker of actionable strategic priorities); identified dissemination activities and practice/

policy impacts by cataloguing responses to Follow-Up Survey 1 (distributed to the 20 

participating sites about 2 years after distributing Site Reports, response rate 85%) and 

Follow-Up Survey 2 (distributed to the 15 co-author sites about a year thereafter, response 

rate 100%); and queried our national partners about policy and practice that might have been 

influenced by the CIH Card Study.

We used a matrix analysis approach15 to derive lessons learned from the Exit Surveys (from 

an item about Site Leads’ recommendations for subsequent card studies), supplementing 

with the WH-PBRN Coordinating Center team’s observations collected at weekly internal 

debriefing meetings

3. Results

3.1. Feasibility, representativeness and acceptability

Regarding feasibility, 23 of 60 sites expressed interest; three encountered logistical 

issues preventing participation, and 20 (87% of those expressing interest) completed data 

collection. Sites collected a median of 57 (range 8–151) forms per site (total 1191 forms 

nationally); we combined results for all clinics within a HCS, so two sites had over 100. The 

project took one year to complete (Fig. 1).

Regarding representativeness, volunteer sites reflected national demographics and health 

conditions (Table 2). Site of care was a VAMC for 83% of women and CBOC/Other for 

17%. Sites were geographically dispersed across 16 states; in addition to 20 VAMCs, 11 of 

their CBOCs participated (Fig. 2).
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Regarding acceptability, 14 of 30 responding clinics said they had no suggestions for 

change, praised the project, and/or said clinic staff were cooperative and enjoyed the project; 

six clinics offered no suggestions, or provided unusable responses. Four clinics mentioned 

implementation barriers: competing demands of clinical staff, and forms distribution issues.

3.2. Impact: CIH card study produced actionable results

The card study successfully elicited women’s preferences, distinguishing between several 

service delivery alternatives. For example, multisite CIH findings (“all sites” bars in Fig. 

3) showed that most women Veterans expressed interest in participating in CIH activities 

inperson at their VAs: therapeutic massage (89%); acupuncture (81%); yoga (79%); 

mindfulness/meditation (79%); and tai chi/qigong (73%). In addition, across group-delivered 

CIH approaches, 62%–67% preferred women-only classes. For every CIH approach, over 

70% (range 73%–89%) would participate at the VA in person, over two-thirds (69%–73%) 

would do the activity at home over the internet, and the majority (58%–60%) would consider 

participating on a TV at their own VA. In May 2017, we sent participating facilities their 

own findings benchmarked against aggregated results; Fig. 3 illustrates the site report 

process.

3.3. Impact: dissemination activities by Site Leads and VA Central Office

Participating sites mentioned on the national WH-PBRN Site Lead call that they planned 

to share results with diverse individuals: Chief of Staff; Chiefs of Research, Primary 

Care or Behavioral Health; Health Promotion and Disease Prevention Manager; CIH 

Team; Women’s Health Clinic staff; Women Veterans Health Committee; Patient Aligned 

Care Team meeting; and Clinical Executive Board. Then, in Follow-up Survey 1, all 17 

responding sites confirmed having used the report to inform local leadership of women 

Veterans’ CIH preferences. Our national partners shared some of the results immediately 

after project completion; for example, the National Program Manager of the Integrative 

Health Coordinating Center and OPCC&CT presented on a Women’s Health Services 

National call related to Whole Health.

3.4. Impact: changes to practice and policy

Fourteen sites used the CIH card study to let leadership know the value of belonging to the 

WH-PBRN (per Follow-Up Survey 1); indeed, several Site Leads reported this as having 

been an opportunity to meet hospital leadership and/or staff for the first time. Six used it 

to inform clinic policy, programs, and practices, and four mentioned other uses. Among the 

latter, one Site Lead said they used the data to support a funding application to Office of 

Rural Health.

Follow-up Survey 2 provided additional details about effects of the project upon local 

practice. Examples included a CIH-related train-the-trainer educational opportunity, a Whole 

Health conference with speakers and activities, and an innovative program proposal to create 

more women-only classes.

One Site Lead said, “… the CIH study added extra evidence and support to the 

blossoming opportunities that [Clinic name redacted] was beginning to incorporate 
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into our pain management and overall wellness armamentarium …, with eventual 

hiring of an acupuncturist on site …. ”

Others said, “I have used the information to show leadership what women 

Veteran[s] are more likely to use …. This survey could help to support the proposal 

that we are currently developing [to create a Women’s Whole Health Program].”

and, “The CIH survey provided an opportunity for women Veterans to inquire 

about the available resources, such as, acupuncture, yoga, and tai-chi. This led to 

increased utilization and referrals to these programs.”

National partners reported that they disseminated results to help inform field programming 

and awareness around CIH for women Veterans. In addition, the joint card study project 

contributed to enhancing collaborations between the two national VA offices, e.g., with 

OPCC&CT staff presenting whole health updates at national WHS Mini-Residencies.

3.5. Lessons learned

Key lessons learned from Exit Surveys (corroborated in internal debriefing meetings) 

include the following suggestions for embedded researchers overseeing card study 

implementation within a healthcare system:

• Create an Implementation Toolkit with adaptable tools that contribute to project 

fidelity and low staff burden (e.g. templates for communications with leadership 

and staff, training materials for staff distributing the forms).

• Generate and maintain excitement about the topic prior to implementation to 

encourage local “champions” and to foster staff and leadership “buy-in”.

• Minimize demands on busy Site Leads’ and staffs’ time.

Additional lessons derived from internal debriefings included:

• Allow sites time for preparations (e.g. tailoring local forms, obtaining local 

approvals, conducting training) before form distribution starts.

• Create a robust tracking system to monitor each site by project stage and date.

• Maintain good communications with sites and national partners by keeping 

them informed of progress and soliciting feedback at all project stages; identify 

a single point of contact (Site Lead) to represent all involved clinics at a 

participating site.

4. Discussion

With preparatory groundwork, a toolkit of standardized processes, and up to two weeks 

of data collection at each site, the WH-PBRN efficiently collected and reported clinic-

based data from over 1000 women Veterans at 31 geographically dispersed VA locations. 

Consistent with LHS principles, multilevel participation of clinical stakeholders at the local 

and national levels – in collaboration with embedded WH-PBRN Site Leads at the local 

level and embedded WH-PBRN researchers at the national level – led to highly integrated 

efforts at every phase: project development, implementation, and results dissemination. At 

Golden et al. Page 8

Healthc (Amst). Author manuscript; available in PMC 2022 March 14.

V
A

 A
uthor M

anuscript
V

A
 A

uthor M
anuscript

V
A

 A
uthor M

anuscript



the conclusion, (a) participating sites received local results benchmarked against national 

findings for local dissemination, results of a locally-tailored question if they elected to use 

that option, and much-appreciated certificates of participation; (b) all WH-PBRN Site Leads 

(even at non-participating sites) were briefed on findings; and (c) national partners received 

program-relevant results, which they disseminated further. The WH-PBRN-based card study 

approach proved to be a successful vehicle for generating findings relevant to practice and 

policy. For example, it demonstrated an exceptionally high demand for these services among 

women Veterans, pointed to services to consider prioritizing (such as therapeutic massage 

and acupuncture), and clarified women’s preferences for service delivery modalities, with 

two-thirds preferring women-only classes for group activities. In many cases, local sites and 

national partners acted upon findings.

Several limitations merit note. First, card studies exemplify the need to balance rigor 

with feasibility constraints. For example, we used a convenience sample of sites opting 

to participate and sequential women agreeing to complete the form; initial attempts at 

capturing response rate proved too burdensome for clinic clerks/nurses; and we extended 

the field timeline to accommodate site schedules. Accounting for multiple demands on 

staff time by minimizing card study requirements resulted in high Site Lead participation 

and therefore a large overall sample size. However, the sample size was small at a few 

HCSs. Consequently, we emphasized in national presentations and site reports that findings 

were for operational programming purposes, not research, and that sites with small samples 

should consider results exploratory. Second, some cross-site variation in implementation 

could have affected local participation; to counter this, we took multiple steps to enhance 

fidelity to card study processes (e.g. Implementation Toolkit, national trainings, individual 

site launch calls, local follow-up). Third, identification of lessons learned and feasibility 

considerations would have been strengthened by supplementing our Exit Survey data via 

semi-structured interviews with staff at participating sites.

This approach also had multiple strengths. Data collection was rapid, and capitalized upon 

the WH-PBRN’s existing national infrastructure to improve representativeness; indeed, 11 

CBOCs participated, demonstrating card studies’ promise for reaching remote sites typically 

excluded from national data collection efforts. It overcame challenges inherent in traditional 

methods of coding and tracking, such as the Electronic Health Record and other automated 

systems, which only recently began developing CIH monitoring capabilities. The approach 

was patient-centric, eliciting women Veterans’ own service delivery preferences, while at the 

same time being responsive to the information needs of national policy makers and front-line 

providers. Engagement and new or strengthened collaborations occurred within sites, across 

sites, and in VA Central Office, and communication fostered broad dissemination of findings 

and, in many cases, impacts upon clinical practice.

5. Conclusions

WH-PBRN-based card studies provide a unique vehicle to further promote a learning health 

system within VA. They can rapidly generate evidence grounded in topical priorities of 

national policy-makers and frontline clinical staff, to inform strategic clinical program 
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planning and policy development at national and local levels and evidence-based resource 

allocation decisions.

Inspired by the success of this inaugural card study and drawing upon lessons learned, 

the WH-PBRN has applied the methodology to another emerging policy-relevant issue 

identified by our national partners (stranger harassment at VA). These card studies promote 

further LHS feedback loops designed to give voice to women Veterans’ preferences and 

enhance their care.
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Fig. 1. 
CIH card study project timeline.
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Fig. 2. 
CIH card study–map of participating sites.
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Fig. 3. 
CIH card study site-specific report example, women veterans’ preferences.
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Table 2

Characteristics of women Veterans receiving outpatient care in FY17 at card study sites* benchmarked against 

women Veterans receiving outpatient care in FY17 at any VA Site.

Characteristics Women Veterans at Card

Study HCSs (20 HCSs
a
)

Women Veterans at Any
VA HCS nationally (141
HCSs)

Median N = 3027 women
per HCS (Range
1129–6754 women)

Median N = 3052
women per HCS (Range
111-14,653 women)

Sites Median % (Range) Sites Median % (Range)

Age, N (%)

 18–44 years old 39.4 (29.9–51.6) 38.8 (28.5–58.9)

 45–64 years old 43.8 (35.4–51.8) 46.7 (32.7–58.9)

 65+ years old 13.4 (9.2–22.0) 13.8 (5.0–25.9)

Race/Ethnicity, N (%)

 American Indian/Alaska Native 1.2 (0.3–4.2) 1.1 (0.3–13.0)

 Asian 1.0 (0.1–12.6) 0.8 (0.1–77.5)

 Black/African-American 17.9 (1.9–67.5) 15.4 (0.4–72.2)

 Native Hawaiian/Other Pacific Islander 0.8 (0.4–15.9) 0.8 (0.2–15.9)

 White 65.0 (28.1–91.5) 69.5 (8.1–92.7)

 Hispanic 6.7 (1.1–77.6) 3.4 (0.9–77.6)

 Unknown 6.0 (2.6–18.0) 6.3 (1.9–20.6)

Rural/Urban, N (%)

 Highly rural 0.6 (0.0–8.4) 0.7 (0.0–13.0)

 Other rural 28.2 (2.7–74.9) 31.6 (2.7–86.1)

 Urban 66.5 (16.8–97.2) 65.7 (5.1–97.2)

 Island 0.0 (0.0–10.7) 0.0 (0.0–10.7)

Condition domains, N (%)

 Infectious Disease 31.1 (21.0–38.3) 30.2 (9.9–45.3)

 Endocrine/Metabolic/Nutritional 54.0 (39.1–66.4) 55.6 (35.1–67.7)

 Cardiovascular 36.7 (28.9–51.3) 38.2 (24.5–53.4)

 Respiratory 34.9 (22.7–40.0) 36.3 (22.7–46.6)

 Gastrointestinal 32.6 (21.3–46.2) 34.9 (21.3–47.8)

 Urinary 16.1 (12.0–21.7) 16.7 (10.5–27.9)

 Reproductive Health 28.4 (20.1–39.1) 27.7 (7.2–41.2)

 Breast 6.7 (4.2–11.7) 6.1 (2.7–16.0)

 Cancer 6.1 (3.8–7.8) 5.8 (2.7–9.2)

 Hematologic/Immunologic 9.9 (5.6–14.9) 9.9 (3.6–20.7)

 Musculoskeletal 59.9 (54.7–73.6) 61.2 (50.6–73.6)

 Neurologic 32.0 (29.0–38.8) 32.7 (25.7–39.7)

 Mental Health/Substance Use Disorder 52.3 (44.4–59.0) 53.2 (40.9–62.8)

 Sense Organ 36.7 (22.1–47.2) 36.5 (20.0–51.8)

 Dental 11.4 (7.9–17.9) 12.0 (5.4–20.9)
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Characteristics Women Veterans at Card

Study HCSs (20 HCSs
a
)

Women Veterans at Any
VA HCS nationally (141
HCSs)

Median N = 3027 women
per HCS (Range
1129–6754 women)

Median N = 3052
women per HCS (Range
111-14,653 women)

Sites Median % (Range) Sites Median % (Range)

 Dermatologic 26.1 (17.0–30.3) 25.4 (13.5–37.3)

 Other 56.7 (47.9–66.5) 56.3 (18.9–68.5)

a
Health Care Systems (HCS) at the VA operate principally with one VAMC and multiple CBOCs; 20 HCSs participated in the card study. 

Nationally in FY17 there were 141 HCSs. Median percentages reported for the Card Study HCSs reflect all women Veterans receiving outpatient 
care at those HCSs, independent of whether those women participated in the Card Study. Data came from Veterans Health Administration, Office of 
Women’s Health Services, Women’s Health Evaluation Initiative (WHEI) Master Database, FY00-FY16.
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