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ABSTRACT
BACKGROUND:  Veterans receiving care within the 
Veterans Health Administration (VA) are a unique pop-
ulation with distinctive cultural traits and healthcare 
needs compared to the civilian population. Modifica-
tions to evidence-based interventions (EBIs) developed 
outside of the VA may be useful to adapt care to the 
VA healthcare system context or to specific cultural 
norms among veterans. We sought to understand how 
EBIs have been modified for veterans and whether 
adaptations were feasible and acceptable to veteran 
populations.
METHODS:  We conducted a scoping review of EBI adap-
tations occurring within the VA at any time prior to June 
2021. Eligible articles were those where study popula-
tions included veterans in VA care, EBIs were clearly 
defined, and there was a comprehensive description of 
the EBI adaptation from its original context. Data was 
summarized by the components of the Framework for 
Reporting Adaptations and Modifications to Evidence-
based interventions (FRAME).
FINDINGS:  We retrieved 922 abstracts based on our 
search terms. Following review of titles and abstracts, 
49 articles remained for full-text review; eleven of these 
articles (22%) met all inclusion criteria. EBIs were 
adapted for mental health (n = 4), access to care and/
or care delivery (n = 3), diabetes prevention (n = 2), sub-
stance use (n = 2), weight management (n = 1), care spe-
cific to cancer survivors (n = 1), and/or to reduce crimi-
nal recidivism among veterans (n = 1). All articles used 
qualitative feedback (e.g., interviews or focus groups) 
with participants to inform adaptations. The majority of 
studies (55%) were modified in the pre-implementation, 
planning, or pilot phases, and all were planned proactive 
adaptations to EBIs.
IMPLICATIONS FOR D&I RESEARCH:  The reviewed 
articles used a variety of methods and frameworks to 
guide EBI adaptations for veterans receiving VA care. 
There is an opportunity to continue to expand the use 
of EBI adaptations to meet the specific needs of veteran 
populations.
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intervention.
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BACKGROUND
Evidence-based interventions (EBIs) are often imple-
mented in settings different from those in which they were 
originally developed and are frequently adapted to bet-
ter meet the needs of the novel setting and/or population. 
Adaptations have been defined as modifying programs or 
practices, usually in a planned or thoughtful way.1–5 Such 
modifications are typically intended to improve the fea-
sibility, compatibility, acceptability, and/or effectiveness 
of an EBI for use in specific contexts (e.g., community, 
political, religious),6 to better reflect cultural or societal 
norms,7 to provide refinements for a different population 
than originally intended, or to meet the requirements of 
system-level constraints2. Adaptations may be developed 
during study design, prior to study start, or may occur dur-
ing the intervention based on feedback or need,2 and, when 
successful, can lead to improved reach, acceptability, and 
sustainability of the EBI.

The importance of adapting EBIs to specific populations—
such as veterans—has been well-documented.1,8 According to 
Rogers9, adaptations are needed as “innovation almost never 
fits perfectly in the organization in which it is being embed-
ded” and having “organizations and stakeholders involved in 
the implementation process” can help “optimize fit and maxi-
mize effectiveness” of an EBI.10 As the use of adaptations of 
EBIs becomes more popular within the field of implementation 
science,1 a growing body of literature has suggested that devel-
oping strategies to document such adaptations is needed. Spe-
cifically, Chambers and Norton11 argue for an “adaptome” that 
systematically documents variations and adaptations for inter-
vention developers and the implementation science research 
community. Similarly, the expanded Framework for Reporting 
Adaptations and Modifications to Evidence-based interven-
tions (FRAME) offers a framework for characterizing and cod-
ing adaptations to EBIs.2 The use of FRAME can facilitate a 
structured approach to document the implementation of EBIs, 
with details on when and why modifications were made to the 
original intervention, as well as reasons for the modifications.
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Adaptations to EBIs implemented for US veterans may be 
especially warranted. Over 9 million veterans receive care 
within the Veterans Health Administration (VA), the largest 
integrated healthcare system in the USA.12 Veterans are a 
unique population with geographic distribution throughout 
the country. Nearly 1/3 of veterans are members of a racial 
or ethnic minority group, with women veterans representing 
the most diverse group of veterans.13 EBIs may be useful for 
the veteran population given their distinctive cultural traits, 
such as core military values (e.g., loyalty, duty, integrity) and 
experiences of military culture including language (e.g., mil-
itary lingo), uniforms, specific sets of rules and regulations, 
and hierarchical structure (e.g., rank, chain of command, 
specialty).14–16 Furthermore, veterans have higher rates of 
mental health disorders, substance-use disorders, suicide, 
homelessness, and other chronic physical health conditions 
compared to civilians.17 Modifications to EBIs developed 
outside of the VA, or for particular subgroups of veterans, 
may be useful to adapt care to match the VA healthcare sys-
tem context, to specific veteran cultural norms, or to account 
for high rates of comorbidity within the VA setting.

Given that veterans are a unique population with distinc-
tive cultural traits, have higher rates of mental and physical 
health conditions compared to civilians, and receive health-
care within a veteran-specific context, adaptations to EBIs 
developed outside of the VA healthcare system or for dif-
ferent subsamples of the veteran population (e.g., women 
veterans) may facilitate better outcomes. To the best of our 
knowledge, no previous review has documented studies with 
adaptations to EBIs for the VA setting or for specific sub-
groups of veterans. Therefore, the objective of this scop-
ing review was to document adaptations to EBIs occurring 
within the VA, to examine how adaptations were done within 
the VA context, and to explore whether EBI adaptations were 
feasible to implement and/or acceptable to veterans.

METHODS
We conducted a scoping review of EBI adaptations occur-
ring within the VA at any point prior to June 2021. As our 
goal was to examine key concepts in this research area, we 
opted for a scoping review to conduct a broad overview and 
capture data on studies that used different research designs, 
data collection techniques, and data analysis procedures.18,19

Search Strategy
We conducted our initial search in PubMed/MEDLINE 
where we extracted the full search terms (including MeSH 
terms) and conducted subsequent searches using the full 
search terms in CINAHL and PsycInfo (see Appendix for 
search terms). Search terms included (but were not limited 
to) adaptation, tailored, intervention, evidence-based, and 
Veterans Health Administration.

Data Abstraction
Criteria for sample, phenomenon of interest, design, evalu-
ation, and research type (SPIDER) were developed to guide 
our inclusion and exclusion criteria.20 SPIDER is often used 
in evaluating both quantitative and qualitative research and 
thus we chose to use this model to develop our eligibility 
criteria.21 The SPIDER criteria identified articles with (1) 
study populations including veterans in VA care (sample); 
(2) clearly defined EBIs (phenomenon of interest); (3) com-
prehensive descriptions of EBI adaptation from their original 
context (design); (4) specific adaptation frameworks or meth-
ods identified (evaluation); and (5) quantitative or qualitative 
methods used (research type). These criteria helped us iden-
tify papers where care specific to veterans was being adapted, 
there was a clear description of the EBI being implemented, 
and specifics on the adaptation process were included.

Data were abstracted by one reviewer (AKD). Initially, 
study titles and abstracts with our key terms were evaluated 
for inclusion and exclusion criteria. Study titles and abstracts 
that met all SPIDER criteria were selected for full-text 
review. For samples that also included VA providers and/
or staff, we retained the article as long as veteran outcomes 
were described or veterans were part of the feedback process 
for articles with qualitative findings. Searches were limited 
to the English language; articles were additionally excluded 
if they consisted of non-original research (e.g., review arti-
cle, meta-analysis, opinion, letter, case report, case series, or 
commentary) or research that was not peer-reviewed.

Published protocols for studies and completed studies 
were included. For papers where we retrieved both a protocol 
and completed study, only the paper on the completed study 
was retained. Data was extracted by SPIDER criteria into a 
REDCap database.22 Following abstraction, we charted and 
summarized our results.

Data Synthesis and Analysis
Data was summarized by the veteran population studied, the 
modification content area (e.g., mental health, diabetes), out-
comes measured, and key findings. We include brief details 
on demographics for the samples in each article if they were 
provided. We synthesized our data based on process-specific 
components from the expanded Framework for Reporting 
Adaptations and Modifications (FRAME)2 and using the 
FRAME Excel Tracking Spreadsheet (available at https://​
med.​stanf​ord.​edu/​fastl​ab/​resea​rch/​adapt​ation.​html) to chart 
our results. As we were specifically interested in what and 
when EBIs were adapted as well as who was involved in the 
study, these were the FRAME elements we focused on for 
this analysis. We used elements of FRAME including when 
the modification occurred (e.g., pre-implementation, imple-
mentation, scale-up), whether the adaptations were planned, 
who participated in the decision to modify, and what was 
modified (e.g., content, trainings, implementation activities).
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FINDINGS

Description of Studies
Figure 1 describes our article identification process. We 
retrieved 922 abstracts based on our search terms. After 
removing duplicates (n = 277), we were left with 645 titles 
and abstracts for review. Following the review of these 645 
titles and abstracts, we excluded 236 of the 645 (37%) arti-
cles as they did not describe an adaptation, 205 of the 645 
(32%) studies as they were reviews or case studies, and 156 of 
the 645 articles (24%) that did not include a veteran sample. 
This left 48 of the 645 (7%) articles for full-text review. Ten 
articles (21% out of the 48 eligible) met the SPIDER criteria. 
Most excluded articles (n = 28/38; 74%) did not include a 
comprehensive description of how the EBI was adapted from 
its original context. Other reasons for exclusion included the 
sample was not comprised of veterans or there were no vet-
eran outcomes reported (n = 6/38, 16%) or the article was 
a review study or protocol for a completed study that was 
included (n = 4/38, 11%). A review of reference lists of eli-
gible articles resulted in the identification of one additional 

article, resulting in a total of 11 articles included in this 
review. Ten of the included articles described results from 
complete studies23–32; one article33 was a protocol describing 
a study that was ongoing at the time of article retrieval.

Description of Adaptations
Included articles described adaptation of EBIs for mental 
health (n = 4),23,30,32,33 access to care and/or care delivery 
(n = 3),26,29,30 diabetes prevention (n = 2),24,27 substance 
use (n = 2),25,31 weight management (n = 1),32 care spe-
cific to cancer survivors (n = 1),28 and/or to reduce crimi-
nal recidivism among veterans (n = 1)33. All papers used 
some form of qualitative feedback to inform adaptations. 
Qualitative interviews took place with veterans in eight 
papers (73%)23,25–29,32,33 and providers and/or VA leader-
ship (e.g., clinical practice leadership, facility administra-
tors, VISN directors) in five papers (45%).23–25,29,30 Six 
articles (55%) provided information on participant demo-
graphics.24,25,27,28,31,32 Two articles included samples of 
all27 or predominantly female veterans24; five of the six 

Figure 1   Article identification, exclusion, and final sample. 
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articles included samples with over 50% White veterans 
(Table 1).24,25,28,31,32

A description of the adaptations made to each EBI, and 
the potential impacts of these adaptations to the original 
EBI, is included in Table 2. Additionally, Table 2 shows that 
four (36%) of the included articles adapted EBIs for veterans 
or VA providers that were developed externally from the 
VA.23,25,28,33 Four other papers (36%) adapted EBIs already 
in use at the VA but tailored those interventions for specific 
veteran populations, including rural veterans,26,29 women 
veterans,27 or veterans with PTSD.32 Three (27%) articles 
described the use of evidence-based quality improvement 
(EBQI) methods to test the delivery of an intervention by 
clinical staff instead of researchers.24,30,31

Frameworks used to guide the adaptation process included 
EBQI processes (n = 2),30,31 Reach, Effectiveness, Adoption, 
Implementation, and Maintenance (RE-AIM; n = 2),28,33 and 
Practical Robust Implementation and Sustainability Model 
(PRISM; n = 1).29 Other frameworks included the Analysis, 
Design, Development, Implementation, Evaluation (ADDIE) 
model,23 Promoting Action on Research in Health Services 
(PARIHS),24 and Method for Program Adaptation through 
Community Engagement (M-PACE).25 Two studies used 
formative evaluation to provide information about imple-
mentation.26,27 Finally, one study used the VA Peer Support 
Implementation Toolkit,32 VA-designed guidelines outlining 
how to train peer support specialists.34

Outcomes
Most articles reported outcomes that were qualitative in 
nature such as uptake,26 usability,25 reach,28 satisfaction,32 
and barriers/facilitators of engagement with the adapted 
EBIs.23–25,27 Other key findings showed that modifications 
to existing EBIs better reflected specific experiences of vet-
erans.23,25 Two studies with quantitative findings found that 
adaptations to EBIs resulted in meaningful weight loss32 
and reduced depression symptoms as measured by PHQ-9 
scores.30 Two articles reported null findings in their main 
outcomes,28,31 although both of these studies indicated posi-
tive findings on secondary outcomes (Table 3).

FRAME Components
There was a diverse range of modifications across our eleven 
articles based on the FRAME elements we examined. While 
the majority of studies (55%) were modified in the pre-imple-
mentation, planning, or pilot phases,23,25,28–30,33 there were 
examples of studies modified in the scale-up (27%)24,26,31 
and maintenance and/or sustainment (18%)27,32 phases. All 
articles wrote about planned proactive adaptations to EBIs. 
Most adaptations (91%) involved the participation of the 
research team23–30,32,33, providers (73%)24–26,29–33, and/or 
veterans (73%)25–30,32,33 in the modification process. Three 
articles detailed leadership participation in the adaptation 

process.24,30,31 “Participation” included the involvement of 
stakeholders in providing feedback on the feasibility and 
acceptability of a given EBI and the use of formative and par-
ticipatory research methods involving veterans who would 
directly benefit from a particular EBI. Modifications were 
most often contextual,23–30,32,33 with fewer studies detailing 
content,23,28,30–33 training and evaluation,24,30,31 or imple-
mentation activity modifications.24,26,27,31 Of the studies 
that made contextual modifications, these modifications were 
most often in the setting23–26,28–30 or population25,27–30,32,33, 
with fewer studies examining contextual modifications to 
the format27,32 or personnel24,30 involved in the intervention 
(Table 4).

DISCUSSION
Articles identified in this scoping review of adaptation for 
veterans receiving VA care used a variety of methods and 
frameworks to guide EBI adaptations. The majority of arti-
cles reported on modifications made to EBIs in the pilot 
phase, resulting in articles with smaller (pilot) sample sizes, 
and most reported qualitative findings such as feedback from 
veterans. Despite the small number of articles that shared 
quantitative findings, articles indicated veteran satisfaction, 
increased veteran focus, and clinically meaningful results 
with the given adaptations. For example, in Hoerster et al.’s 
32 study, the MOVE + UP intervention for weight loss in vet-
erans with PTSD found a meaningful loss of weight, high 
participant satisfaction, and PTSD symptom improvements 
in the cohort of veterans who completed the intervention. 
Not surprisingly, most modifications to contextual compo-
nents of an EBI were made to the setting or population. This 
was evident in Dyer et al.’s 27 study where the Diabetes Pre-
vention Program was tailored for gender (e.g., women vet-
erans) and preferred modality of intervention delivery (e.g., 
online vs. in-person). This finding likely reflects the modi-
fication being conducted within the VA or with a greater 
emphasis on the unique characteristics of veterans. This is 
particularly illustrated by Blonigen et al. 25, where veterans 
provided feedback on the Step Away mobile app and in par-
ticular suggested that “modifying the appearance and design 
of the app to include more veteran-centric content” would 
benefit its use in a veteran population (e.g., adding links to 
veteran support groups and including veteran-specific statis-
tics on problem drinking).

The papers reviewed here provide many examples of 
adaptations for veterans receiving care within the VA. All 
articles used some combination of common adaptation steps 
as identified in previous work,35 most often including con-
sulting with stakeholders, adapting the original EBI, train-
ing staff, and testing the adapted materials. Most studies 
included here tested adapted EBIs in a relatively small pilot 
sample of veterans. This is likely due to the recent effort 
to adapt EBIs in a veteran population, highlighted by the 
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Table 1   Characteristics of the Articles Included in the Review (n = 11)

Author, 
year

Study 
location(s)

Study 
population, 
sample 
size, & 
demo-
graphics

Aims & purpose Article topic

Mental 
health

Care 
delivery/
access

Diabetes Substance 
use

Weight 
Manage-
ment

Care for 
cancer 
survivors

Criminal 
recidi-
vism

Abraham, 
2018

Veteran 
par-
ticipants: 
one 
CBOC in 
Arkansas

Providers: 
CBOCs 
in Arkan-
sas, Loui-
siana, 
Texas, & 
Missis-
sippi

N = 11: 
veterans

N = 11: 
CBOC 
mental 
health 
providers

N = 6: VA 
expert 
CBT clini-
cians

N = 5: VA 
Central 
Office 
leaders

*No demo-
graphics 
provided

Adapt the origi-
nal National 
Institute 
of Mental 
Health–funded 
Coordinated 
Anxiety Learn-
ing Manage-
ment (CALM) 
program for 
use in rural 
VA outpatient 
settings to sup-
port VA CBOC 
mental health 
providers in 
delivering CBT 
to veterans with 
a recent mental 
health care 
visit at a VA 
CBOC & with 
a diagnosis of 
anxiety, PTSD, 
or depression

x

Arney, 
2018

Five hos-
pitals or 
CBOCs 
within 
one 
VISN

N = 35: 
providers 
& leader-
ship (80% 
female; 
83% 
White)

Inform the imple-
mentation of an 
evidence-based, 
diabetes group 
intervention 
(Empower-
ing Patients in 
Chronic Care, 
EPIC) into 
routine primary 
care & develop 
operational 
partnerships 
that promote 
dissemination 
& institution-
alization of the 
intervention

x

Blonigen, 
2018

(1) Central 
Arkansas 
Veterans 
Health-
care 
System; 
(2) VA 
Palo Alto 
Health 
Care Sys-
tem; & 
(3) Edith 
Nourse 
Rogers 
Memorial 
Veterans 
Hospital

N = 365: 
targeted 
veteran 
enroll-
ment (122 
veterans 
from each 
site)

Evaluate the 
effectiveness 
& implementa-
tion potential of 
Moral Recona-
tion Therapy 
for veterans 
with history 
of incarcera-
tion enrolled in 
mental health 
residential treat-
ment programs 
at the VA

x x
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Table 1   (continued)

Author, 
year

Study 
location(s)

Study 
population, 
sample 
size, & 
demo-
graphics

Aims & purpose Article topic

Mental 
health

Care 
delivery/
access

Diabetes Substance 
use

Weight 
Manage-
ment

Care for 
cancer 
survivors

Criminal 
recidi-
vism

Blonigen, 
2020

VA Palo 
Alto 
Health 
Care 
System

N = 12: 
veterans 
(92% 
male; 58% 
White)

N = 11: peer 
providers 
employed 
by the 
VA (82% 
male; 64% 
White)

Repurpose 
the Step 
Away mobile 
intervention 
system for 
veterans with a 
positive screen 
for hazardous 
drinking during 
a primary care 
visit

x

Day, 2021 Veterans 
Affairs 
Medical 
Center-
Fort Har-
rison

Not speci-
fied

Develop the 
Personalized 
Implementa-
tion of Video 
Telehealth for 
Rural Veterans 
(PIVOT-R) 
approach for 
rural veterans

x

Dyer, 2020 VA Greater 
Los

Angeles 
Health-
care 
System

N = 119: 
veterans 
(100% 
female; 
45% 
Black)

Assess the impact 
of gender-
tailoring & 
modality choice 
on women 
veterans’ per-
ceptions of & 
engagement in 
tailored Diabe-
tes Prevention 
Program (DPP)

x

Hoerster, 
2020

VA Puget 
Sound 
Health 
Care 
System

N = 44: 
veterans 
(71% 
male; 
50.4% 
White)

Develop, pilot, & 
refine a tailored 
behavioral 
weight manage-
ment program 
for overweight 
veterans 
with PTSD 
(MOVE! + UP)

x x

King, 2014 VA Boston 
Health-
care 
System

N = 15: 
veterans 
(87% 
male; 87% 
White)

Describe the 
reach, applica-
tion, & effec-
tiveness of a 
cancer survivor 
yoga protocol 
with a pilot 
sample of older 
veterans

x

Leonard, 
2019

Five VA 
facili-
ties (no 
further 
specifi-
cation 
provided)

N = 7: veter-
ans

N = 41: 
providers

*No demo-
graphics 
provided

Describe how the 
Practical Robust 
Implementation 
& Sustainability 
Model (PRISM) 
was operation-
alized to guide 
the assess-
ment of local 
context prior 
to implementa-
tion of the rural 
Transitions 
Nurse Program 
(TNP)

x
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majority (73%) of our included studies being published dur-
ing or after 2018, and suggests that larger implementation 
studies may be forthcoming. However, the work presented 
here provides insight into achieving successful adaptation 
within the VA system.

While defining success in implementation work can be 
subjective,36 this scoping review provides examples of stud-
ies that describe implementation outcomes as outlined by 
Proctor et al.,37 such as acceptability, adoption, appropri-
ateness, and feasibility, that are associated with improved 

Table 1   (continued)

Author, 
year

Study 
location(s)

Study 
population, 
sample 
size, & 
demo-
graphics

Aims & purpose Article topic

Mental 
health

Care 
delivery/
access

Diabetes Substance 
use

Weight 
Manage-
ment

Care for 
cancer 
survivors

Criminal 
recidi-
vism

Rubenstein, 
2010

Seven sites 
within 
the 
follow-
ing VA 
network 
regions: 
(1) VA 
Midwest 
Health 
Care 
Network 
(VISN 
23); 
(2) VA 
Health-
care 
System 
of Ohio 
(VISN 
10); 
& (3) 
South-
Central 
VA 
Health 
Care 
Network 
(VISN 
16)

N = 208: 
veterans

N = 36: 
providers 
& leader-
ship (12 
from each 
region)

*No demo-
graphics 
provided

Adapt research-
based collabo-
rative care for 
depression to 
VA contexts

x x

Yano, 2008 18 VA 
facilities 
across 
five 
south-
western 
states, 
matched 
on size & 
academic 
affiliation

N = 1941: 
veterans 
(94% 
male; 64% 
White)

Evaluate the 
effectiveness 
of an EBQI 
method for 
enabling health-
care managers, 
rather than 
researchers, 
to implement 
evidence-based 
smoking cessa-
tion interven-
tions for 
veterans in the 
context of local 
practice needs 
& under routine 
conditions & 
to determine 
its impact on 
practice-level 
smoking ces-
sation

x

CBOC community-based outpatient clinics, CBT cognitive behavioral therapy, EBQI evidence-based quality improvement, PTSD posttraumatic 
stress disorder, VISN Veterans Integrated Services Network
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Table 2   Original Intervention Description, Adaptation Goals, Frameworks, and Details of Adaptations in Included Studies (n = 11)

Author, year Original intervention 
description

Adaptation goal(s) Adaptation frame-
work/methods

Description of 
adaptation(s) made to 
original EBI

Potential impact(s) on 
original intervention

Abraham, 2018 CALM facilitates the 
delivery of CBT by 
mental health provid-
ers in outpatient 
settings, using a 
cognitive behavioral 
framework includ-
ing psychoeducation, 
cognitive restructur-
ing, goal setting, 
exposure, & response 
prevention. The 
patient & provider 
both look at the com-
puter screen together 
& proceed through 
the modules at an 
individualized pace

Adapt original CALM 
program for use in 
rural outpatient VA 
settings

ADDIE model (1) General images 
were placed with 
images of veterans. 
(2) A new template 
with the VA logo was 
developed. (3) Videos 
of veterans describing 
their treatment and 
illness experiences 
were embedded. (4) 
Case studies were 
modified to better 
reflect experiences 
common to rural 
veterans. (5) Veterans 
were given the option 
of orally recounting 
(as opposed to only 
writing) their trauma 
experiences

These modifications 
likely had no impact 
on the integrity of 
the original program, 
better reflect the demo-
graphic characteristics 
and of rural veterans, 
and offer patient-
centered health care 
consisting of treatment 
options that can be tai-
lored to each individual 
veteran’s needs

Arney, 2018 Empowering Patients in 
Chronic Care (EPIC) 
is a group-based 
intervention to aid 
patients in setting 
personalized goals 
for diabetes control, 
delivered by research 
staff & designed to 
occur over four ses-
sions among a group 
of 5–7 participants

Assess the effective-
ness of EPIC after 
implementation into 
routine care in five 
primary care sites

PARIHS (1) The amount of 
information presented 
in each session was 
decreased. (2) The 
number of sessions 
was increased. (3) 
Patient reading mate-
rials were simplified

Training was incentiv-
ized with Continuing 
Education Units to 
encourage fidelity to 
the intervention. The 
training protocol was 
tailored to address 
common concerns 
and improve staff 
engagement. Strategic 
multilevel partnerships 
were developed to 
ensure the mobilization 
of necessary resources 
and broad support for 
the intervention

Blonigen, 2018 Moral Reconation 
Therapy (MRT) is a 
cognitive behavioral 
intervention that aims 
to reduce crimino-
genic thinking & 
criminal recidivism

Assess use of MRT in 
a non-correctional 
setting and within a 
mental health treat-
ment program

RE-AIM N/A (protocol paper, potential adaptations to be 
studied)

Blonigen, 2020 Step Away is a mobile-
based interven-
tion program for 
individuals who want 
to reduce or abstain 
from drinking but are 
unable or unwilling to 
receive in-person care

Repurpose the Step 
Away intervention for 
general populations 
to create a version 
that maximizes 
engagement and 
effectiveness with 
veterans

M-PACE model (1) App text short-
ened to break up 
long paragraphs 
and enumerate key 
information. (2) App 
icon replaced with an 
image of an American 
flag. (3) Videos of 
veterans describing 
their recovery from 
drinking problems 
were embedded. (4) 
The app name was 
rebranded

These changes are 
unlikely to have an 
adverse impact on the 
effectiveness of the 
Step Away program 
and may have the 
benefit of increasing 
the extent to which 
veterans identify with 
the app
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Table 2   (continued)

Author, year Original intervention 
description

Adaptation goal(s) Adaptation frame-
work/methods

Description of 
adaptation(s) made to 
original EBI

Potential impact(s) on 
original intervention

Day, 2021 PIVOT is a flexible 
video telehealth-to-
home (VTH) imple-
mentation strategy 
that is adaptive to 
site-specific contexts 
& different digital 
innovations

Use PIVOT to improve 
VTH adoption in 
rural settings

Formative evaluation (1) Rurality as a 
cultural factor was 
addressed to account 
for components of 
rurality (i.e., rural 
identity, traditions, 
and perceptions of 
help seeking or care). 
(2) Considerations 
were made for sites 
with a smaller or less 
specialized work-
force. (3) Considera-
tions were made for 
providers who may be 
accustomed to operat-
ing independently, 
have minimal time or 
motivation to enact 
practice changes, 
and have important 
perspectives on how 
to address unique 
barriers to implemen-
tation faced by rural 
sites. (4) Internal 
facilitators were 
identified to act as 
points of contact to 
improve understand-
ing of the specific site 
context, demonstrate 
commitment to the 
site’s priorities, and 
increase engagement 
by fostering trust and 
credibility

The inclusion of a 
comprehensive assess-
ment of the rural site, 
including infrastructure 
and resources, greatly 
improves understand-
ing of a site’s specific 
needs and enables a 
tailored approach that 
targets relevant barriers

Dyer, 2020 The Diabetes Preven-
tion Program (DPP) is 
an intensive lifestyle 
intervention to lower 
the risk of incident 
diabetes

Assess the impact 
of gender-tailoring 
and modality choice 
(online vs. in-person) 
on women veter-
ans’ perceptions of 
and engagement in 
tailored DPP

Formative evaluation (1) Included gender-
specific groups. (2) 
Allowed participants 
to choose from online 
or in-person modali-
ties

Tailored DPP effectively 
addressed known 
barriers to interven-
tion engagement in 
women veterans with 
prediabetes, such as 
potential discomfort in 
mixed-gender groups, 
transportation difficul-
ties, rural residence, 
schedule conflicts, 
and limited computer 
literacy or access

Hoerster, 2020 MOVE! Is a behavioral 
weight management 
program that uses 
techniques like goal 
setting, self-monitor-
ing, & motivational 
interviewing through 
in-person group ses-
sions

Develop, pilot, and 
refine a tailored 
behavioral weight 
management program 
for veterans with 
PTSD

VA Peer Support 
Implementation 
Toolkit

(1) Adapted standard 
MOVE! materials 
to allow for PTSD-
specific content. (2) 
In-person sessions 
included walking out-
doors adjacent to the 
VA facility, to provide 
exercise, to address 
hypervigilance-based 
activity barriers, 
and to encourage 
participants to walk 
in their own com-
munities outside 
of MOVE! + UP 
sessions

Refining MOVE! UP 
appears to have yielded 
a more valuable, 
acceptable, and feasi-
ble program and study 
procedures
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outcomes, patient care, and user satisfaction. There is 
considerable opportunity to expand the use of EBI adap-
tations to meet the specific needs of veteran populations. 
Tailoring to subgroups that were not observed in our review 
(e.g., LGBTQ + , racial/ethnic minority subgroups) may be 
valuable, especially given the changing demographics of 

veterans and VA users. In the articles that provided sample 
demographics, most examined adaptations in White, male 
veterans. However, VA population projections show that 
both women and minority veterans are increasing,38,39 sug-
gesting that there is a need to examine EBI modifications 
among growing veteran subgroups. Indeed, these findings 

Table 2   (continued)

Author, year Original intervention 
description

Adaptation goal(s) Adaptation frame-
work/methods

Description of 
adaptation(s) made to 
original EBI

Potential impact(s) on 
original intervention

King, 2014 A yoga intervention 
with positive findings 
for women at middle 
age

Adapt for an older and 
predominantly male 
veteran population

RE-AIM (1) Modifications were 
made to physical yoga 
poses as most partici-
pants required modi-
fication of at least one 
or more poses. (2) 
Modifications were 
made to the instruc-
tion, adapting teach-
ing in response to 
participants appearing 
“confused, tearful, 
distracted, or fidgety”. 
(3) Material was cov-
ered more slowly and 
at a more basic level

There was a broad range 
in participants’ func-
tioning and required 
adaptations. Resulting 
in the development of 
a unique protocol for 
each veteran partici-
pant, rather than for all 
veteran participants in 
the class. This raises 
concerns about how to 
most effectively con-
duct group research on 
this population going 
forward

Leonard, 2019 Transitions Nurse 
Program (TNP) is 
a multi-component, 
nurse-led intensive 
care coordination 
intervention designed 
to improve care 
transitions

Adapt for rural veterans 
who are hospital-
ized at VA hospitals 
& subsequently 
discharged to their 
rural residence & 
care setting

PRISM (1) Created clear role 
descriptions and 
brainstormed ways 
to utilize existing 
infrastructure. (2) 
Modified program 
enrollment criteria at 
sites concerned with 
an overwhelming 
number of eligible 
patients. (3) Encour-
aged Transition 
Nurses to provide 
informational ses-
sions at PACT sites to 
engage stakeholders 
and initiate relation-
ships

Making these adapta-
tions early in the 
implementation pro-
cess helped to roll out 
the EBI more quickly 
at each site

Rubenstein, 2010 Translating Initiatives 
in Depression into 
Effective Solutions 
(TIDES) imple-
ments research-based 
depression collabora-
tive care in primary 
care practices

Adapt for VA primary 
care practices

EBQI (1) Presented regional 
leaders, local leaders, 
and workgroups with 
scientific evidence 
and enabled them to 
pick the features they 
considered best suited 
to their contexts

TIDES developed an 
evidence-based depres-
sion collaborative care 
prototype with excel-
lent overall patient 
outcomes

Yano, 2008 US Public Health 
Service smoking ces-
sation guidelines

Implement smoking 
cessation interven-
tions in the context 
of local VA practice 
needs and to have the 
intervention deliv-
ered by healthcare 
managers rather than 
researchers

EBQI (1) Researchers 
facilitated discussions 
with site leadership 
to promote ongoing 
local adaptations of 
the interventions

Facilities were encour-
aged to try new 
methods of encourag-
ing smoking cessa-
tion among patients; 
however, this did not 
translate into improved 
quit rates among 
the veteran samples 
studied

ADDIE Analysis, Design, Development, Implementation, Evaluation model, CBT cognitive behavioral therapy, EBQI evidence-based quality ini-
tiative, M-PACE Method for Program Adaptation through Community Engagement, PARIHS Promoting Action on research in Health Services, 
PHQ Patient Health Questionnaire, PRISM Practical Robust Implementation & Sustainability Model, RE-AIM Reach, Effectiveness, Adoption, 
Implementation, & Maintenance
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demonstrate that future adaptation efforts could include 
greater input from samples of diverse veteran stakeholders.

We acknowledge that this review has limitations. First, 
while we conducted a broad review of available litera-
ture, consistent with rigorous scoping review methodol-
ogy,18,19,40 there is always potential for missed articles. 
Second, scoping reviews by design do not examine the 
quality of the evidence examined. Third, we only included 
descriptions of adaptations as available in the included 
articles; it is likely that many other modifications are con-
tinuing to occur in routine clinical care that have not yet 
been systematically detected.41 Finally, we were unable 
to account for publication bias, and like any review, it 
remains unknown how much is published (or unpublished) 
about tailoring EBIs for veterans that does not result in 
the intended outcomes. Interestingly, all reviewed articles 

proactively planned their adaptations to EBIs. This is 
likely due to the nature of the modifications being made 
for a specific population (i.e., veterans).

In this first examination of adaptations to EBIs within the 
VA, we found several articles detailing methods and frame-
works of such adaptations. Future steps include examining 
fidelity to the original interventions under study, which may 
first require a revised search to determine whether any of 
the EBIs that were studied in pre-implementation or pilot 
research have been implemented in larger-scale trials. Our 
results show that the VA is supportive of adaptations within 
the healthcare system, evidenced by the involvement of vet-
erans, providers, and leadership across many of the reviewed 
articles. Continuing to expand the use of EBI adaptations to 
meet the specific needs of veteran populations may improve 
healthcare delivery and veteran satisfaction with that care.

Table 3   Outcomes Measured and Key Findings (n = 11)

Author, year Outcomes measured Key findings

Abraham, 2018 Acceptability and feasibility of the adapted program Key stakeholders (including veterans, mental health provid-
ers, and VA Central Office leaders) suggested incorporating 
veteran-centric content. These modifications likely have no 
impact on the fidelity of the original CALM program and 
better reflect the demographic characteristics & experiences 
of rural veterans, enhancing the acceptability and feasibility 
among the targeted sample

Arney, 2018 Barriers and facilitators to the implementation of the interven-
tion

Participants (including clinicians, leadership, and administra-
tors) viewed group appointments as an effective approach to 
enhancing care. Clinicians discussed their roles in the groups 
& strategies to facilitate their performance in those roles

Blonigen, 2018 Criminal recidivism N/A (protocol paper)
Blonigen, 2020 Engagement and effectiveness of the adapted program Usability ratings of the individual modules and perceived 

utility of the app were uniformly positive across participants. 
Personalized feedback and addition of veteran-centric content 
were viewed as facilitators of engagement

Day, 2021 Uptake of VTH for mental health care and satisfaction with 
the adapted program

PIVOT-R increased uptake by 10 times over a year of VTH for 
mental health care, with positive veteran feedback

Dyer, 2020 Participant preferences with the adapted program Participants preferred women-only groups for increased 
comfort, camaraderie, & understanding of gender-specific 
barriers to lifestyle change. More participants preferred (& 
participated in) online vs. in-person DPP

Hoerster, 2020 Weight loss and acceptability of the adapted intervention The final cohort reported high satisfaction & showed mean-
ingful weight loss (Mean: -14 pounds [SD = 3.7] & 71% 
lost ≥ 5% baseline weight). Participant suggestions to encour-
age greater acceptability included additional sessions & 
professional involvement

King, 2014 Reach and effectiveness Reach: 15% of eligible veterans enrolled, participated in 
classes, & practiced at home

Effectiveness: participants reported a variety of qualitative 
benefits; however, comparisons of mean scores on standard-
ized PTSD and quality of life measures showed no significant 
differences

Leonard, 2019 Barriers and facilitators to the implementation of the interven-
tion

Themes that informed TNP implementation included a dis-
connect between primary care & hospital inpatient teams, 
concerns about work duplication, & concerns that one nurse 
could not meet the demand for the program

Rubenstein, 2010 Changes in PHQ-9 scores Mean PHQ-9 score improved by an average of nine points 
among all those who had an initial assessment & a final 
PHQ-9 (p < .0001)

Yano, 2008 Barriers and facilitators to the implementation of the interven-
tion; cessation clinic attendance and smoking cessation rates

Intervention practices adopted multifaceted EBQI plans, but 
had difficulty implementing them, ultimately focusing on 
smoking cessation clinic referral strategies. Attendance rates 
increased (p < .0001), though there was no intervention effect 
on smoking cessation
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