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Background: Obesity is a substantial problem in theVeteransHealthAdministration (VHA).VHA
developed and disseminated the MOVE! Weight Management Program for Veterans to its medical
facilities but implementation of the program has been variable.

Purpose: The objective was to explore variation inMOVE! program implementation to identify
facility structure, policies, and processes associated with larger patient weight-loss outcomes.

Methods: Qualitative comparative analysis (QCA) was used to identify facility conditions or
combinations of conditions associated with larger 6-month patient weight-loss outcomes. QCA
is a method that allows for systematic cross-case comparison to better understand causal
complexity. Eleven sites with larger outcomes and 11 sites with smaller outcomes were identifıed
and data were collected with site interviews, facility-completed program summary forms, and
medical record abstraction in 2009 and 2010. Conditions were selected based on theory and
experience implementing MOVE! and were calibrated using QCA methods. Confıguration
patterns were examined to identify necessary conditions (i.e., always present when outcome
present, but alone do not guarantee outcome) and suffıcient conditions (i.e., presence guarantees
outcome) at sites with larger and smaller outcomes. A thematic analysis of site interview data
supplemented QCA fındings.

Results: No two sites shared the same condition pattern. Necessary conditions included the use of
a standard curriculum and group care-delivery format, and they were present at all sites with larger
outcomes but at only six sites with smaller outcomes. At the 17 sites with both necessary conditions,
four combinations of conditions were identifıed that accounted for all sites with larger outcomes.
These included high program complexity combinedwith high staff involvement; group care-delivery
format combined with low accountability to facility leadership; an active physician champion
combined with low accountability to facility leadership; and the use of quality-improvement strate-
gies combined with not using a waiting list.

Conclusions: The use of a standard curriculum delivered with a group care-delivery format is an
essential feature of successful VHA facility MOVE! Weight Management Programs, but alone does
not guarantee success. Program development and policy will be used to ensure dissemination of the
best practices identifıed in this evaluation.
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Introduction

Obesity prevalence among national samples of pa-
tients receiving care within the Veterans Health
Administration (VHA) has ranged from 25% to

35% over the last decade.1–5 Current VHA data suggest
that the prevalence of obesity amongVHAprimary care–
enrolled patients, which include about 90% of all patients
treated in the VHA, is 35%.6 The current obesity epi-
emic poses a serious challenge for the VHA given the
ell-documented association between obesity and the
evelopment of other health problems, including diabe-
es, heart disease, sleep apnea, hypertension, osteoarthri-
is, gallbladder disease, and selected cancers.7

Effective interventions for treating obesity are avail-
able. The VHA developed and disseminated the MOVE!
Weight Management Program for Veterans (MOVE!) in
2006 to address the need for evidence-based weight man-
agement treatment.8,9 MOVE! uses a comprehensive,
vidence-based, tiered approach that provides diet and
hysical activity counseling combined with behavioral
odifıcation strategies. The approach is based on the
IH Identifıcation of Overweight and
besity in Adults Evidence Report,10 rec-

ommendations of the U.S. Preventive Ser-
vices Task Force,11,12 the joint Depart-
ent of Veterans Affairs/Department of
efense Clinical Practice Guideline for
creening and Management of Over-
eight and Obesity,13 and supplemented

by more recent literature (e.g., Diabetes
Prevention Program tools).14

In 2009, the VHA provided care to almost 6 million
Veterans through a nationwide network of 153 hospitals
and 956 outpatient clinics.15 Although policy, tools, and a
basic framework for the delivery of MOVE! care was
developed and disseminated centrally, the implementa-
tion of MOVE! at the facility level has been variable
because of local tailoring and variability in resources,
strengths, and constraints. Although variation in practice
generally is not favored within healthcare settings, in the
case ofMOVE!, it offered the opportunity to identify best
practices for achieving better patient outcomes in real-
world clinical settings. The primary objective of this eval-
uation was to identify MOVE! structure, policies, and
processes associated consistently with larger patient
weight-loss outcomes. The inclusion of which program
structures, policies, processes to examine were derived
from implementation science conceptual models and clini-
cal program features consistently identifıed as effective in
research studies.10,11,16 The purpose for identifying best
practices is to improveMOVE! care by informing the devel-
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opment of future national policy, tools, and resources.
Methods
Qualitative comparative analysis (QCA) was selected to evaluate
potential MOVE! best practices, and a glossary of terms associated
with QCA is provided in Appendix A (available online at www.
ajpmonline.org). QCA is a comparative analytic method informed
by set-theoretic assumptions that allows for systematic cross-case
comparisons across a small to intermediate number of cases and is
a bridge between quantitative and qualitative techniques.17–19 QCA
differs frompurelyqualitative case-orientedmethods,whichgenerally
focus on each individual case at the expense of cross-case comparison.
QCA also differs from purely quantitative or variable-oriented re-
search by requiring familiarity and in-depth knowledge of each case,
which naturally limits its application to a small to intermediate num-
ber of cases where probabilisticmethods cannot be used and is a good
method for analyzing small to mediumN data sets.
In QCA, cross-case comparisons are performed systematically to

examine confıgurations of conditions (i.e., variables or determinants)
while respecting thediversity andheterogeneityof cases. It is useful for
studying causal complexity—when outcomes may be explained by
multiple conditions and combinations of conditions.17–19 QCA has
een used profıtably to study other organizational contexts. Recent
tudies have examined complex processes like the role of critical path-
ays in reducing length of stay following surgery, strike occurrence in
orkplaces, and the spiritual dimensions of nursing in a research

hospital.20–22 TheQCAwas supplementedwith a
thematic qualitative analysis that came from site
interviews. These themes provide examples for
the confıgurations of conditions that emerged
from the QCA.

Facility Selection

Twenty-two facilities were used in this analysis
conducted in 2009 and 2010. The number was
due to practical constraints related to project

resources. In QCA, cases are selected based on a predefıned out-
come and selection is nonrandom and iterative; that is to say, it is
not a mechanical process based on strict inclusion and exclusion
criteria.17,18 Full sample-selection methods are detailed in Appen-
dix B (available online at www.ajpmonline.org) and are summa-
rized briefly here. Facilities were selected into one of two groups
based on facility-aggregated patient weight-loss outcomes. Patient
weight data were obtained from the VA Corporate Data Ware-
house, which receives regular electronic extracts of vital signs re-
corded in the VHA’s electronicmedical record, and the percentage
of MOVE!-treated patients achieving a 5% or more body weight
loss and mean percentage body weight change at 6 months were
calculated for each of 239 facilities eligible for selection.
Facilities were rank-ordered from highest to lowest on both

measures, and the sum of facility rankings on eachmetric was used
to create an overall facility ranking. Starting from the top of the
overall rankings, facilities were evaluated one by one for selection
into the group with the largest patient weight-loss outcomes and
starting from the bottom of the overall rankings, facilities were
evaluated one by one for selection into the group with the smallest
patient weight-loss outcomes. In addition to overall rank, the facil-
ity’s size, complexity, and geography were considered when mak-
ing selections to ensure a broad representation. The highest-
ranked facility had 54.3% of its MOVE!-treated patients achieving
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had 4.3% achieving this threshold. The highest-ranked facility had
a mean percentage body weight change of �7.1% at 6 months,
whereas the lowest one had a mean body weight change of 0.5%.

Data Collection

A number of domains and potential causal conditions were iden-
tifıed based on evaluation priorities, experiencewith implementing
MOVE!, evidence-based recommendations for weight manage-
ment, and implementation science theory.16,23 These domains
formed the framework for subsequent data collection. Data were
collected from each facility using a program summary form (PSF);
in-depth telephone interviews; and amedical record abstraction of
patients treated with MOVE! at the facility. On the PSF, each
facility described the specifıc level of effort (full-time employee
equivalent, FTEE) by discipline providing MOVE!-related care
(e.g., dietitian, nurse, physician or midlevel provider, physical ac-
tivity specialist, psychologist, other); staff reporting structure (i.e.,
supervisory and functional organization charts and relationships);
and program organization (i.e., patient flow through the program).
Information from the PSF was used to tailor the interview guide

for each site. Each facility participated in a 90-minute telephone
interview with two evaluation team members. Participants from
the facility included the MOVE! Facility Coordinator plus other
key program staff. Facilities were asked to provide detailed infor-
mation about MOVE! with respect to clinical components and
strategies used; program structure, policies, and processes; over-
sight and accountability; quality-improvement efforts; use of data
and technology for tracking and monitoring outcomes; resource
availability (particularly staffıng resources); and challenges.
After the interview was completed, a two-page summary was

sent to each facility that highlighted the key information obtained
and probed for any areas needing additional clarifıcation. To vali-
date information provided during interviews about clinical com-
ponents and behavioral strategies used within MOVE!, data were
abstracted from electronic medical records of approximately 50
randomly selected patients with at least 2 MOVE! visits during the
evaluation period at each facility. The data from themedical record
abstraction were used to inform condition calibration described in
the next section. Methods used for medical record abstraction are
described in Appendix C (available online at www.ajpmoline.org).

Data Coding

After data collection, decision rules for the 17 potential causal
conditions were defıned for use in the QCA; these are listed in
Table 1. A code bookwas established detailing conditions, decision
rules, and data sources to be used for each condition. Two project
team members independently coded data collected from each site.
A third team member assessed coding quality across the data
sources and resolved conflicts.

Data Analysis

Crisp-set QCA (csQCA) was chosen for this evaluation. Crisp-set
refers to a QCA analysis with conditions that are calibrated dichot-
omously. csQCA yields results that are interpretedmore easily and
are more actionable because they provide a holistic understanding
of the multiple causal conditions related to an outcome in a form
that is easier to understand than other QCA methods.19 Using the
oded data, each site was calibrated dichotomously as either “hav-

ng” or “not having” each condition. Calibration involves consid-

ovember 2011
Table 1. Seventeen conditions included in the
qualitative comparative analysis evaluating the MOVE!
Weight Management Program for Veterans

Conditiona

1. High interface between screening and treatment—use of an
orientation session or class between identification of
eligibility within primary care clinics and treatment start
with the MOVE! program

2. Use of a standard program curriculum with defined length,
structure, and content for program delivery

3. Use of a multidisciplinary team approach for providing care
that involved a dietitian and staff from at least one other
discipline (e.g., psychology, physical activity, medical,
nursing, or other)

4. High program complexity—use of a group orientation or
some other initial screening and an active treatment phase
including a minimum of 8-week group sessions plus a
maintenance component or a longer-than-8-week active
treatment component

5. Use of a weight-loss maintenance component in the
treatment program

6. Use of group care-delivery format; this includes facilities
that used predominately group care delivery or a
combination of group and individual care-delivery formats

7. High use of structured dietary plans with patients, including
feedback on food logs, and specific diet plans for creating
calorie deficits

8. High use of structured physical activity plans with patients,
including feedback on physical activity logs, assistance with
physical activity planning, or a separate physical activity
component to the program

9. High use of multiple behavioral strategies, including at
least four of the following: skills training, goal setting,
problem solving, self-monitoring, stimulus control/cue
reduction, positive behavioral reinforcement, relapse
prevention, and social support

10. High staff involvement in MOVE! as evidenced by the facility
being above the median full-time equivalent MOVE! staff-to-
patient ratio over the evaluation period

11. No use of a wait list, as a measure of how facilities
managed their supply/demand of resources for providing
MOVE! care

12. High Facility complexity—VA Medical Centers and Hospitals
were considered high complexity relative to VA community-
based outpatient clinics

13. High data tracking and analysis capacity for tracking patient
progress and monitoring program outcomes as evidenced
by use of MOVE data cube or data extracted from the
VHA’s electronic medical record

14. Active physician champion involvement in MOVE! program

15. Use of quality improvement (e.g., Plan, Do, Study
Act/Lean/Six Sigma/Systems Redesign) for enhancing
program and resolving challenges

16. High program accountability to facility leadership and
regular internal reporting requirements

17. High program accountability to regional leadership and
regular external reporting requirements

aFurther definition and decision rules for each condition are in
Appendix D (available online at www.ajpmonline.org).
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ering how a site is related to a clearly defıned concept defıned by
specifıc decision rules.19

When conflicts between data sources arose (e.g., staff-reported
program components versus what was seen in the medical record
abstractions), the team discussed which data source would repre-
sent more reliably the site’s actual practice. This happened in only
ten of 440 possible comparisons. Project team members responsi-
ble for data collection, data coding, and condition calibration were
blinded to the facility selection process and to outcome group
assignment in order to minimize bias. See Appendix D (available
online atwww.ajpmonline.org) formore information on condition
calibration.
Once sites were calibrated, a truth table was constructed using

Stata, version 11.1. The truth table is used to analyze logical com-
binations of conditions to determine if specifıc combinations share
the same outcome.19 Confıguration patterns across sites were ex-
mined to assess the diversity of sites and determine necessary and
uffıcient conditions for larger patient weight-loss outcomes. In
sQCA, a condition is considered necessary for an outcome if it is
lways present when the outcome occurs. In other words, the
utcome cannot occur in the absence of the condition, but its
resence does not guarantee the outcome. A condition or combi-
ation of conditions is suffıcient for an outcome if the outcome
lways occurs when the condition or combination is present. The
resence of a suffıcient condition or combination of conditions
uarantees the outcomewhen the necessary conditions are present.
urther explanation of necessary and suffıcient conditions is pro-
ided in Appendix D (available online at www.ajpomonline.org).
Sites were fırst examined to identify necessary conditions for

arger or smaller patient weight-loss outcomes; then a bottom-up
pproach was used to identify conditions suffıcient for larger pa-
ient weight-loss outcomes.When single conditions could not pre-
ict the outcome, combinations of conditions were examined two
t a time, retaining combinations able to predict the outcome
erfectly and preferring those combinations that were able to ex-
lain the largest number of sites. When two combinations of con-
itions both covered the same number of sites, the combination
hat did not introduce a new condition to the solution was selected
if possible). This ensured the minimum number of solutions pos-
ible to describe the sites with larger patient weight-loss outcomes.
ombinations were added one by one until all 11 sites with larger
atient weight-loss outcomes were accounted for.
The qualitative data captured during site interviews were also

xamined to identify themes and better understand how sites ex-
mplifıed the best practices identifıed with the QCA. To do this,
ualitative data from each site were compiled and the commonal-
ties and differences across sites were examined using standard
ualitative analytic techniques, such as reviewing data to identify
ommon themes, matching themes to conditions, and examining
hemes across cases.24

Results
The truth table (Appendix E, available online at www.
ajpmonline.org) generated after calibration revealed
maximum diversity in that no two sites shared the same
pattern of conditions. No single conditions or combina-
tions of conditions were identifıed as both necessary and
suffıcient. Two conditions were identifıed as necessary

for larger patient weight-loss outcomes: the use of a stan-
dard curriculum for program delivery and the use of a
group care-delivery format. That is to say, facilities that
did not use a standard curriculum or used only an indi-
vidual care-delivery format were guaranteed to have
smaller patient weight-loss outcomes (n�5).
Among the 17 sites (11 with larger weight-loss out-

comes and six with smaller outcomes) with both neces-
sary conditions, no single conditions were suffıcient to
predict larger patient weight-loss outcomes. However,
four combinations of conditions or “solutions” were
identifıed that accounted for or “covered” all 11 sites with
larger patient weight-loss outcomes. Figure 1 depicts how
the four solutionscoveredall 11siteswithsomesites covered
bymore thanone solution.Nine of the 11 siteswere covered
by three solutions, which covered fıve sites each. The fourth
solution covered three sites, including the two sites not cov-
ered by the fırst three solutions. Table 2 provides the raw
and unique coverage for each suffıcient solution. These
coverage estimates suggest that the solution of high pro-
gram complexity and high staff involvement has themost
empirical relevance. Table 3 provides a summary of the
necessary and suffıcient conditions for larger and smaller
patient weight-loss outcomes.
The qualitative data captured during site interviews

were examined to understand further how sites that fell
into each of the four solutions exemplifıed those condi-
tions. Sites covered by the high program complexity and
high program staff involvement solution had programs
with prolonged and multiple contacts with patients. All
sites either offered programs that were longer than 8
weeks in duration or offered monthly support group or
maintenance sessions. In addition to an increased num-
ber of staff providing MOVE! care, staff members had
detailed roles thatwerewell defıned and coordinatedwith
other staff roles.
The fıve sites in this solution had multiple points of

involvement with patients, which often included an ori-
entation session, reviewing of food or activity logs with
patients, and group sessions led by a rotating team of
multidisciplinary staff. The three sites in the solution that
included a combination of quality-improvement strate-
gies and absence of a waiting list appeared to monitor
patient volume and adjust the program accordingly to
either increase the number of patients receiving treat-
ment or to add additional treatment service options to
meet increased demand. Overall, relatively few sites had
experience applying quality-improvement strategies spe-
cifıcally to MOVE!.
Twelve sites had an active champion, but as the QCA

demonstrated, the presence of an active champion alone
was not the single critical factor for achieving better out-
comes. The solution that included a combination of an

active physician champion and low accountability to fa-

www.ajpmonline.org

http://www.ajpmonline.org
http://www.ajpomonline.org
http://www.ajpmonline.org
http://www.ajpmonline.org


ype; s

Kahwati et al / Am J Prev Med 2011;41(5):457–464 461

N

cility leadership was exemplifıed by sites that reported
having physician champions that were knowledgeable
about MOVE!, actively shared information with supervi-
sors and other departments, sought resources, and helped
develop local program policy and procedures. Many
champions were also engaged in MOVE! patient care;
they taught group sessions and/or counseled individual
patients.
Lastly, the solution that included a combination of low

program accountability to facility leadership and a group
care-delivery format covered fıve sites, but uniquely cov-
ered only one site. This site reported being a highly self-
motivated program with collective goals and a high de-
gree of staff engagement and interaction with other
departments. At this site, group care delivery was the
main form of treatment, with individual care used to
provide maintenance support after completion of the
structured group curriculum.

Discussion
In this evaluation, an innovative technique to identify best
practices associated with achieving larger patient weight-

Figure 1. Site distribution results among the two necessa
Note: Sites with larger patient weight-loss outcomes are identified with bold t
lossoutcomes in theMOVE!WeightManagementProgram

ovember 2011
for Veterans was used. Effective behavioral, medical, and
surgical clinical interventions have been identifıed through
clinical research and much is known about patient factors
associatedwith successfulweight lossby individuals, but less
is knownabout the organization anddelivery of obesity care
within real-world clinical systems and their impact on over-
all program success. Thus, this evaluation represents a
unique contribution. The use of a standard curriculum and
providing care with a group-based component were essen-
tial features of successful MOVE! programs; however, they
alone do not guarantee success. Additional suffıcient fea-
tures were identifıed, but the solution with themost empir-
ical relevancewas the one that included high program com-
plexity and high staff involvement. Features of programs
with high complexity exhibited a high level of contact with
patients by multiple staff and at multiple points of care.
Further, the staff-to-patient ratio providingMOVE!-related
care at these sites was above the median for all sites
evaluated.
A surprising result was that the condition of low pro-

gram accountability to facility leadership was identifıed
as part of the combination for two of the four suffıcient

onditions and four sufficient combinations of conditions
ites with smaller patient weight-loss outcomes are identified with italic type.
ry c
solutions because formal accountability is part of VHA
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culture. This fındingmay be an artifact of having an active
physician champion and robust program where the need
for formal reporting and accountability may be preclud-
ed; or the lack of accountability may free program staff of
administrative tasks to attend to clinical care. One of two
sites uniquely covered by this solution reported having
highly motivated and informally accountable staff and
the other site had an active physician champion.
Only three sites were covered by the solution that in-

cluded the use of quality-improvement strategies and no
waiting list, but two of these three sites were not covered
by any other solution so the authors felt it was important
to identify a possible path to success with MOVE!. In-
creasing the use of quality-improvement strategies is an
area of opportunity for MOVE! and could be applied to
either clinical or administrative challenges faced by
programs.

Policy and Program Implications
Generally, necessary conditions identifıed fromQCA can
be used to prevent unintended outcomes. For example, if
a condition is identifıed as necessary in leading to patient
harm or medical error, then policy, system redesign, or
other measures can be put into place to remove the con-
dition. Removal of a necessary condition effectively guar-
antees that the bad outcome will not occur.17 However,
for MOVE! , mandating the necessary conditions by pol-

Table 2. Raw and unique solution coverage of the four
sufficient-condition combinations identified in the
qualitative comparative analysis, n (%)

Solution
Raw

coveragea
Unique

coverageb

4. High program complexity and
10. High staff involvement

5 (45) 3 (27)

15. Use of quality improvement
and 11. No wait list

3 (27) 2 (18)

14. Active physician champion
and 16. Low program
accountability to facility
leadership

5 (45) 1 (9)

6. Use of group care-delivery
format and 16. Low program
accountability to facility
leadership

5 (45) 1 (9)

aRaw coverage indicates the proportion of facilities with larger
patient weight-loss outcomes that were “fully in” the two conditions
that made up the solution. All facilities with larger patient weight-
loss outcomes were covered by one or more of the identified
sufficient combinations of conditions, and this is referred to as
100% total solution coverage.

bUnique coverage indicates the proportion of sites with larger patient
weight-loss outcomes that are covered by only that particular
solution.
icy alone will not guarantee better patient outcomes. Fo-
cusing on both the necessary conditions and suffıcient
combinations of conditions should provide amore defın-
itive roadmap to better patient outcomes. Over the next
year, all VHA sites will be asked to incorporate a stan-
dardized, group-based curriculum (available at www.
move.va.gov/GrpSessions.asp) if one is not already in
place. Further, the use of a standard, group curriculum
likely will become policy or a reporting metric in future
years.
Basic training and resources for providing MOVE!

care are available to staff, but this may not be enough to
provide the degree of program complexity and amount
and type of staff involvement required for a successful
program. A program development approach with facili-
ties will be used to implement one or more of the suffı-
cient solutions identifıed. This includes shoring up gaps
in staffıng, offering models for physician champion in-
volvement, developing models for orientation and main-
tenance sessions, and providing education and training

Table 3. Combinations of necessary and sufficient
conditions identified at sites with larger and smaller
patient weight-loss outcomes

Sites with largest patient weight-loss outcomes

Necessary conditionsa Sufficient conditionsa

2. Use of a standard
program curriculum

6. Use of a group care-
delivery format

14. An active physician
champion in combination
with 16. Low program
accountability to facility
leadership

4. High program complexity in
combination with 10. High
staff involvement

6. Use of a group care-delivery
format in combination with
16. Low facility
accountability

15. Use of quality improvement
in combination with 11. No
use of a wait list

Sites with smallest patient weight-loss outcomes

Necessary conditionsa Sufficient conditionsa

14. Lack of an active physician
champion or 16. High
program accountability to
facility leadership

4. Low program complexity or
10. Low staff involvement

6. Lack of a group care-delivery
format or 16. High facility
accountability

15. Quality improvement not used
or 11. Wait list used

2. Lack of standard
curriculum

6. Used individual
care-delivery
format

aThe relationship between necessary and sufficient conditions for
each outcome group is one that is provided by Boolean algebra; the
inverse of necessary conditions for one outcome group describes

the sufficient conditions for the other outcome group.
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opportunities in quality-improvement and system rede-
sign strategies. These have been ongoing areas of devel-
opment but have never been among the highest develop-
ment priorities.
This evaluation has several strengths. First, it was con-

ducted using an established, clinical programwhere fınd-
ings can be translated back directly to program policy
nd development. The sites included a mix of large,
edium, and small medical centers as well as various-sized
ommunity-based outpatient clinics. The method used
was ideal for studying complex phenomena and causal
complexity, where it is very possible that multiple condi-
tions and in certain combinations lead to certain out-
comes, and that no single condition is causal. A robust
number of sites were included in this analysis and maxi-
mum diversity in the condition confıguration patterns
was present, which enhances the generalizability of fınd-
ings. Multiple data sources were used to calibrate condi-
tions, and the team calibrating conditions was blinded to
site outcome group assignment to minimize bias.
Several limitations of this evaluation are also noted.

Because determining patient weight loss requires track-
ing patients for at least 6months, facility outcomes estab-
lished in the year before collecting data from sites were
used. In most sites, the facility structure, process, and
policies did not change appreciably between the year
outcomes were measured and the year of data collection.
In addition, crude patient weight-loss outcomes among
MOVE!-treated patients were used for the purposes of
facility sample selection. Case-mix adjustment on those
outcomes was not performed, nor was a comparison
group of nontreated patients at the same facility used to
determine relative effectiveness of the program. Weight
measurements used in the facility selection process were
obtained via electronic extract from the electronic medi-
cal records, and facilities varywith respect to the degree to
which weights are recorded in data fıelds amenable to
electronic extract.
The QCA technique has been used most widely within

the social sciences, with limited application to datewithin
healthcare settings. Dichotomization of conditions re-
quired by csQCAmay not be ideal for some of the condi-
tions that were evaluated but provided more interpreta-
ble results. This was at the expense of being able to
capture fıner-grained variations in conditions that other
QCA methods offer.
This evaluation demonstrates the value in taking a

“deep dive” at a limited number of sites to complement
existing national program monitoring, which because of
the size of the VHA is sometimes superfıcial and less
informative about certain aspects of programs. Best prac-
tices for implementing MOVE! were identifıed and can

now be disseminated through VHA policy changes and

ovember 2011
program development. Because these best practices were
identifıed within existing clinical programs at VHA sites,
use of these best practices throughout the VHA system
can translate to better patient outcomes.
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Appendix

Supplementary data

Supplementary data associatedwith this article can be found, in the

stance. Am Sociol Rev 2004;69(1):14–39. online version, at doi:10.1016/j.amepre.2011.06.047.

Did you know?
AJPM launched a new Video Pubcast program.

Visit www.ajpmonline.org to watch the latest video pubcast!
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