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Background: In 2004, the US Department of Veterans Affairs

expanded its delivery of chiropractic care by establishing onsite

chiropractic clinics at select facilities across the country. Systematic

information regarding the planning and implementation of these

clinics and describing their features and performance is lacking.

Objectives: To document the planning, implementation, key fea-

tures and performance of VA chiropractic clinics, and to identify

variations and their underlying causes and key consequences as

well as their implications for policy, practice, and research on the

introduction of new clinical services into integrated health care

delivery systems.

Research Design, Methods, and Subjects: Comparative case study

of 7 clinics involving site visit–based and telephone-based inter-

views with 118 key stakeholders, including VA clinicians, clinical

leaders and administrative staff, and selected external stakeholders,

as well as reviews of key documents and administrative data on

clinic performance and service delivery. Interviews were recorded,

transcribed, and analyzed using a mixed inductive (exploratory) and

deductive approach.

Results and Conclusions: Interview data revealed considerable

variations in clinic planning and implementation processes and

clinic features, as well as perceptions of clinic performance and

quality. Administrative data showed high variation in patterns of

clinic patient care volume over time. A facility’s initial willingness

to establish a chiropractic clinic, along with a higher degree of

perceived evidence-based and collegial attributes of the facility

chiropractor, emerged as key factors associated with higher and

more consistent delivery of chiropractic services and higher per-

ceived quality of those services.
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Chiropractic services are widely used in the United States
and are covered by Medicare, public and private health

insurance plans, the Department of Defense, and Medicaid
programs.1–7 It has been estimated that chiropractors provide
up to 40% of the low back pain care in the United States,8

and generally deliver care consistent with current clinical
practice guidelines.9–11

Nevertheless, before 1999 it was not common for the
Department of Veterans Affairs (VA) to provide chiropractic
services to Veterans.12 Congressional authorizations in 1999
and 2001 resulted in the addition of chiropractic care to VA’s
standard medical benefits, making it available to all eligible
Veterans (Pub. L. 106–111; Pub. L. 107–135).13 In 2004, VA
established the policy that a minimum of 1 health care fa-
cility in each of its 21 geographic service regions would
provide chiropractic services onsite; the remaining facilities
would provide these services either onsite or by referring
patients off-site to non-VA doctors of chiropractic (DC).14,15

An inaugural group of 26 VA facilities was selected, and by
the end of 2005 each had established an onsite chiropractic
clinic.

The planning of these clinics and development of op-
erational parameters were largely determined by each local
facility with minimal coordination from VA Central Office
(VACO). Subsequently VA established a national office to
oversee the program, and has added 2–3 new clinics per year.
By July 2014, a total of 51 VA health care facilities provided
onsite chiropractic services.

Understanding the features of VA chiropractic clinics,
the varying aspects of their introduction, and their integration
into local health care facilities is an important step toward
assessing and maximizing the quality of care delivered.
Studying the introduction of chiropractic services in VA
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furthermore provides guidance for studying the addition of
other new clinical services into VA and other health care
systems. This paper describes the methods and key findings
from a VA research-operations partnership study conducted
to (1) document and characterize the implementation of
chiropractic services into a sample of VA health care fa-
cilities; (2) describe the characteristics and organizational
arrangements through which these services are delivered,
including their integration with existing clinical services; and
(3) identify key factors associated with different im-
plementation patterns and clinic characteristics, and selected
impacts and consequences of these differences.

METHODS
This project was an observational comparative case

study of 7 VA chiropractic clinics. The case study method-
ology was selected to allow for an in-depth exploration of the
features of these clinics, and the determinants and con-
sequences of these features.16

At study commencement, 41 VA facilities had estab-
lished on-station chiropractic clinics, and after excluding
clinics affiliated with the study team, independent outpatient
clinics, and clinics temporarily closed due to staffing turn-
over, a group of 36 sites was eligible for recruitment. We
established sampling criteria to ensure diversity on features
such as facility type (medical center; community-based
outpatient clinic), complexity (range of clinical services of-
fered), and location (urban; rural), chiropractic clinic ad-
ministrative alignment (rehabilitation medicine; primary
care; other) and establishment date (inaugural group estab-
lished in 2004–2005; mid group 2006–2009; recent group
2010–2011); chiropractor appointment characteristics
(employee/contractor; full-time/part-time), and facility-chi-
ropractic college academic affiliations. We set a sample size
of 7 clinics, including 1 pilot site, to obtain data from a broad
cross section of existing clinics. Clinics were invited fol-
lowing a sampling algorithm based on the above-mentioned
characteristics.

We employed a mixed methods approach involving
both qualitative and quantitative data and analyses. Qual-
itative data were obtained from semi-structured interviews
with key stakeholders and a review of key policy documents.
Interview subjects, selected to obtain comprehensive re-
porting on study aims, included the following at each fa-
cility: Director and/or Chief of Staff; chiropractic clinic
supervisor; chiropractor; chiropractic clinic support staff;
non-DC clinicians in musculoskeletal-related services lines,
both who did and did not refer patients to the chiropractic
clinic; and VA back pain patients both who did and did not
receive chiropractic care. We also interviewed representa-
tives from VA’s initial chiropractic advisory committee,
Veteran Service Organizations, and chiropractic academic
affiliates. Interview guides were developed for each stake-
holder type through an iterative process involving all in-
vestigators and guided by an a priori conceptual framework
based on Donabedian’s structure-process-outcome model for
quality of health care. Interview questions addressed sub-
jects’ knowledge, attitudes and behaviors relative to chiro-

practic services, and key features of the national and regional
context, the clinic planning and implementation process,
clinic characteristics, and clinic performance and impacts.
Subjects were invited by email, telephone, and/or in-person
at the time of site visits.

Interviews were transcribed and analyzed following a
directed content analysis approach using thematic codes
developed consistent with a priori hypotheses based on prior
literature and VA managerial data, as well as new themes
emerging from ongoing transcript review. Interview tran-
scripts and policy documents were coded and analyzed using
NVivo (QSR International) and Microsoft Excel (Microsoft),
respectively.

Quantitative data on clinic use, conditions seen, and
services delivered were obtained from VA administrative
databases, and these data were analyzed with descriptive
statistics.

The study was approved by the Institutional Review
Boards of the VA Greater Los Angeles Healthcare System,
VA Connecticut Healthcare System, Western IRB, and US
Army Medical Research and Materiel Command. Further
details of the methods have been described previously.17

RESULTS
We invited 12 VA facilities to reach our target of 7

participating sites. Of those that declined, 3 stated their de-
cision was due to perceived interference with clinic workload
or other time conflicts, and 2 opined that their site would be
engaged in the research, thus requiring a local PI and IRB
approval. The group of 7 study sites was similar to the
overall population of existing VA chiropractic clinics in
terms of all clinic sampling characteristics (Table 1).

Our interview strategy aimed for 15–18 subjects at
each facility, for a total range of 105–126 subjects. To reach
that number, we invited 255 facility stakeholders to be in-
terviewed and 114 (46%) participated. Among the 141 who
did not participate, 70% did not respond to invitational
emails and/or phone calls, 13% stated they were disinterested
or unavailable, 10% initially agreed but canceled or did not
show up at the scheduled interview time, and 7% agreed but
were not interviewed because we had achieved sufficient
representation from the given stakeholder group. We also
invited 4 external stakeholders to be interviewed and all
participated. We conducted site visits to the 7 facilities and
completed in-person and supplemental telephone interviews
with 118 subjects: 62 non-DC clinicians, 18 patients, 11
senior administrators, 7 DCs, 6 DC support staff, 5 middle
administrators/planners, 4 DC supervisors, 3 former VA
advisory committee members (including 1 Veteran Service
Organization representative), and 2 academic affiliate staff.
We obtained and analyzed 75 policy and procedure docu-
ments. High interrater agreement (k= 0.8) among coders was
demonstrated on a randomly selected subset of 20% of
transcripts.

A preliminary conceptual model was developed to
frame our inquiry and data analysis. This was refined via an
iterative process as themes emerged from the site visits and
subsequent transcript review. The final model composed of
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5 main elements, and results for key subthemes, is presented
in Table 2.

Context
In response to the 2001 legislation, VA convened a

Federal Advisory Committee to develop recommendations
on the introduction of chiropractic services. In light of the
relative lack of strong examples, models or precedents for
adding chiropractic services to a large integrated health care
system, VA’s subsequent Directive mandating establishment
of a chiropractic program allowed for a broad range of
clinical arrangements, facilitating experimentation and var-
iation at the facility level.

A priori attitudes and perceptions of stakeholders at
3 levels—VACO, facility leadership, and individual
clinicians—appeared to be important elements of the context
in which chiropractic services were conceptualized, planned,
and ultimately introduced. At senior VACO levels we found
no evidence of support or “champions,” but conversely un-
covered initial strong resistance.

My big bossythe [senior VACO leader x], was totally
opposed to doing anything with chiropractic. He was an MD
of the old school and just despised the idea; and I don’t think
that’s too strong a word. There was a very large attitudinal

problem in [VACO] and there may still be, up to and
including the current [a senior VACO leader and former
VISN leader], who at one point when told he would have to
have chiropractic care in his VISN said “over my dead
body.” (8A4, VACO planner)

I don’t know if it was necessarily negative about chiroprac-
tors per se, or if it was negative about VA being told by
Congress that they had to do somethingy because a lot of
what VA gets is unfunded mandates, of which this
chiropractic integration is another. Anyway it was clear
that [senior VACO leader x] wasn’t going to be that
interested in going forward. (1A10, Federal advisory
committee member).

Similarly, resistance was reported among some stake-
holders at several local facilities. This resistance was gen-
erally centered on 2 themes: perception of lack of evidence
for chiropractic services, and interprofessional territory
issues.

I believe that chiropractic care has no scientific basisy[it]
is quack medicine. (1A5, neurologist).

Here the general perception is that there’s a clash between
chiropractors and physical therapists. And not just the
therapists here; I think in the PT community in general
there’s a turf war between chiropractors and physical
therapists. (2A3, physical therapist).

The preexisting negative perceptions posed a barrier to
chiropractic service implementation, but we also found evi-
dence of positive perceptions and expectations. Across sub-
jects at all levels, a stakeholder’s prior experience with
chiropractic services appeared to be the strongest influence
on whether perceptions and expectations were positive or
negative. When favorable, these individual personal experi-
ences appeared to be more important than published evi-
dence or patient preference in determining a stakeholder’s
views of the new program.

I was excited [to learn of plans to implement a chiropractic
clinic], because I have friends who are chiropractors and I
know what they do. (1A7, primary care physician).

[My perception] was positive. I’ve always read up on some
of the literature that shows chiropractors, as far as treating
back pain, are actually better than us in that sense at
satisfying patients, so I thought it’d be a good move for
Veterans. (3C6, primary care physician).

Planning and Implementation
We uncovered wide variation in the overall processes

and timelines for developing and introducing these clinics.
Several facilities engaged in a robust method including in-
ternal planning with hospital committees and/or opinion
leaders, establishing a search committee to select the DC
clinician, and engaging with off-site (VACO or non-VA)
chiropractors to provide subject matter expertise when this
was not available onsite. In other instances the entire process

TABLE 1. Clinic Sampling Characteristics

Population of All VA

Chiropractic Clinics at Study

Commencement (%)

(n=41)

Study Sample

Population (%)

(n=7)

Clinic implementation year
2004–2005 71 57
2006–2009 14 29
2010–2011 14 14

Facility type
Medical center 76 71
Community based

outpatient clinic
17 29

Other 7 0
Facility complexity score

1 63 57
2 20 14
3 17 29

Location
Rural 32 43
Urban 68 57

Chiropractor appointment
Employee 80 71
Contractor 20 29
Full-time 68 71
Part-time 32 29

Chiropractic academic affiliation
Yes 54 57
No 46 43

Administrative alignment
Rehabilitation

medicine
56 57

Primary care/
medicine

27 29

Other 17 14

VA indicates Department of Veterans Affairs.
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TABLE 2. Major Themes and Key Results

Major Theme Key Results

Context Congressional activity
Legislation in 1999 and 2001 mandated the provision of chiropractic services in VA
Subsequent ongoing ad hoc inquiry/monitoring of VA’s progress

Veterans Service Organization and academic stakeholders
Strong Veterans Service Organization advocacy for initial legislation; little ongoing interest
Strong initial and ongoing support/partnership from chiropractic academic institutions

VACO activities, policies, practices
Significant initial resistance to implementation with little guidance/monitoring relative to other new programs
Subsequent establishment of program office and ongoing support/guidance was a facilitator for later-introduced clinics

VISN factors
Varying initial reception ranging from strong support to strong resistance

Facility factors
Varying initial reception ranging from strong support to strong resistance
Among inaugural sites, some volunteered to establish chiropractic clinics while others were mandated by the VISN
Later-introduced sites decided of their own accord and were receptive

Professional community factors
Common use of chiropractic services by Veterans (outside of VA), DoD, and general US population supported demand for

services in VA
Medical physicians’ varying perception of chiropractic services and unfamiliarity with supporting evidence often presented

barriers
Overall growing support for Complementary and Alternative Medicine services in general, which in some instances favored

introduction of chiropractic services
Planning and

implementation
VISN responses to VACO policies

Varying degree of participation in planning inaugural clinic rollout; some instances of senior VISN leadership active involvement,
other instances of no participation

VISNs were generally more involved with establishing policy during inaugural time period; with later-introduced clinics, VISNs
typically were not directly involved

Overall VISN participation was much less than typically seen in larger national VA initiatives such as the rollout of patient aligned
care team and post-deployment integrated care initiative

In general, we found significant variations in these processes across VISNs
Facility responses to VACO and VISN policies

Planning activities were conducted by a range of one person to a small committee; participants typically included service chiefs
and administrative officers; some instances included non-VA academic partners

Overall, the extent of facility planning and implementation activities seemed consistent with each facility’s approach to planning/
implementing other initiatives

Between facilities there was significant variation in the participants and scope of these activities
Clinic structure Organizational alignment

Four clinics were aligned in physical medicine/rehabilitation, 2 in primary care, 1 in spinal cord
Staffing

Typical clinician staffing was 1 full-time equivalent employee per site
One clinic had dedicated clinical support staff

Physical location
Six clinics encompassed 2-3 treatment rooms co-located with relevant services
One clinic encompassed 1 treatment room essentially in isolation

Clinicians
Four chiropractors had prior experience in interdisciplinary practice and/or academic/scholarly activities
Three chiropractors had experience in private practice only

Clinical policies
At 6 clinics, service agreements and clinical privileges were generally consistent with current VA best practices
At one clinic, policy placed a limit on Veteran access

Care processes Clinics demonstrated much similarity in the patient population and musculoskeletal conditions seen
Services delivered were similar at all clinics and consistent with current VA best practices
The extent of collaborative case management varied among providers at different sites, within providers at the same site, and within

cases among the same provider
Impacts and outcomes Patient-level clinical outcomes

Similar to most other VA services, outcomes are assessed at point of care but not captured in databases
Perception of clinic performance

Patients who used chiropractic clinics expressed favorable opinions, whereas those who have not used these clinics expressed a
lack of knowledge

Physicians tended to view chiropractic services on a continuum with a some being strongly supportive, the majority being
moderately supportive, and a minority being strongly opposed

Administrators, including chiropractors’ supervisors and senior facility leadership expressed favorable opinions

VA indicates Department of Veterans Affairs; VACO, VA Central Office; VISN, Veterans Integrated Service Network.
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was tasked to one individual who received no assistance
from other VA or non-VA stakeholders. This was the case at
some of the inaugural sites introduced in 2004, whose
leaders reported that little guidance was available at the time.

Central office provided zero information except for the
[chiropractic] Directive. (4T1, Chief of Staff).

Among the more recently introduced sites, in contrast,
leadership reported being more informed and guided by
existing sites and/or VACO.

The help that we got from central office was instrumental
inythis new endeavor for our medical center. (5T4,
administrator, planner).

The initial willingness of a facility to embrace and
promote the new chiropractor, or suppress and limit that
provider’s interactions, was also strikingly variable. Here
again, at some inaugural sites there was a perception of
greater resistance, whereas the more recently introduced sites
reported greater receptiveness.

[When] I came here in personythere were about six people
[in the room] and one of them was the chief of neurology
yand I understand by other people in the room that he was
not too happy with a chiropractor coming on board. And the
chief of radiology didn’t want me to be able to order any
x-rays and I asked my [supervisor] yI said, “I”d like to go
down and see that x-ray facility and see what’s this all
about.” He said, “I don’t think you should, because you
know what, they really don’t care for chiropractors down
there, the chief and all.” And so guess what, I’ve been here
almost six years, I haven’t visited down there yet. (2A2,
inaugural site chiropractor).

I was taken around and if a person was present, I would meet
them, and over time [there was] opportunity to meet people. I
did a Mortality and Morbidity case presentation, so I got to
meet quite a few staff at that. (3C2, more recently
introduced chiropractor).

Clinic Structure
Our sample of clinics varied in administrative align-

ment. This seemed to originate from differences in each VA
facility’s overall arrangement of clinical services rather than
any particular optimal model, and did not appear to relate to
clinic function. Resources allotted to the chiropractic clinic
(eg, the number of treatment rooms and availability of sup-
port staff) also varied, ranging from 1 room with no staff to 4
rooms with a clinical assistant and nursing support. In sev-
eral instances clinic staffing was scaled upward over time
based on increasing clinical workload.

Chiropractor Features
The chiropractors themselves were a central element of

clinic structure, and we identified differences in chiropractor
attributes which seemed to represent barriers to, or facili-
tators of, successful integration. We found that lack of
training or experience in medical systems and/or health care
teams were obstacles, whereas high professional com-

petencies and demonstrated collegial interpersonal skills
were important to a DC’s perceived acceptance and
integration.

Other Staff’s Perception of Chiropractors
Non-DC staff reported several factors that they per-

ceived to help or hinder successful clinic implementation.
Commonly mentioned were a given chiropractor’s overall
social (nonclinical) traits, such as their perceived inter-
personal skills, participation in facility activities, and per-
sonality in general.

y a big amount of success or lack of success was going to
be who got picked [for the DC position]. Who was going to
be the person yto do the job, because that person would
need to know that they were stepping into a multidisciplinary
environmentythat they were going to work on a referral
basis, that they were going to have to face a certain amount
of negative and possibly demeaning [criticism] from other
clinicians, initiallyybut with time and perseverance and
results, that would all get won over. (1A10, primary care
physician/administrator).

Our [DC] has been very active in team meetings; he’s been
active in collaborations. So I don’t know if that can be
generalized, but at least in this situation, he kind of made his
own success. (5T2, physiatrist).

I think some of his personality has made him a little bit of a
more difficult fit with a number of people in the service, and
perhaps [others at the facility]. (2C3, chiropractor super-
visor).

Clinical characteristics reported as beneficial included
evidence-based practice, competent training, and appropriate
scope of practice.

I’ve had about three chiropractors that I truly trust in my
career, and [they practice] evidence-based medicine, they
have a process improvement approach, and obviously are
well-read and do what the scientific evidence indicates.
(2C7, primary care physician).

[outside of VA] I would occasionally have chiropractors get
out of their lane and into my lane and start trying to manage
patients’ diabetes or hypertension or coronary disease, as
opposed to just staying focused on the mechanical issues of
the back. But I have not had any issues along those lines
here. (6A2, primary care physician).

Care Processes
Clinics demonstrated much similarity in the patient

population, musculoskeletal conditions seen, and clinical
services delivered. Our study sites were consistent with VA
national data describing visit indications. As assessed by
primary ICD codes, across VA nationally from 2004 to 2012
approximately 60% of chiropractic visits were for low back
conditions, 20% neck conditions, 15% other or nonspecific
musculoskeletal conditions, and 5% thoracic conditions. This
has changed little over time.
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As expected, the majority of consultations to our study
chiropractic clinics originated in primary care; other refer-
ring clinics included physical medicine, orthopedics, neuro-
logy, pain management, polytrauma, women’s health, and
rheumatology. A general trend of increasing penetration
within referring clinics across all sites was seen over time.

Clinic use generally increased over time (Fig. 1). At 5
of the 7 clinics the increased use was relatively consistent
and tracked VA national averages; at the remaining 2 clinics
the patterns were more erratic and tended to be decreasing in
the latest years. At 6 of the 7 clinics, a general trend of
increasing penetration of a facility’s overall patient pop-
ulation was seen over time. Average utilization across all
study sites was consistent with the VA national average of
approximately 5 visits per patient per year, (Fig. 2) however,
wide variation existed between all VA chiropractic clinics.

Clinical services provided were estimated by assessing
the frequency of current procedural terminology codes as-
signed to each visit. For illustration, the top 20 current
procedural terminology codes nationally for fiscal year 2011
were collapsed into representative categories. The most
common services coded were chiropractic spinal manipu-
lation (49.0%), physical modalities (12.9%), evaluation and
management services (21.0%), other manual therapies
(9.2%), acupuncture (3.8%), and exercise/active care (2.6%).
Study sites were similar, with the exception that none of our
sites reported acupuncture treatments.

Impacts/Outcomes
In general, stakeholder perception of chiropractic

clinics was predominantly favorable. Medical physicians
tended to view chiropractic services on a continuum; varia-
tions in views were associated with whether the physician
did or did not refer patients to the chiropractic clinic. Among
the nonreferring group, a few physicians were strongly op-
posed, but most views ranged from minor opposition to
reasonable acceptance. Among the referring group, most
expressed a range from benign acceptance to appropriate
consideration, and some expressed strong satisfaction and
perceived value. Across all medical physicians, many ex-
pressed a lack of knowledge of evidence-based guidelines for
management of mechanical spinal conditions; a lack of

knowledge of chiropractic services; and the perception that
little/no data support the use chiropractic services.

Patients who used the chiropractic clinics reported
favorable opinions, but raised concerns about wait times and
access. Patients who had not used the clinics expressed a lack
of knowledge. Administrators, including chiropractors’ su-
pervisors and senior facility leadership, expressed favorable
opinions.

All chiropractors reported satisfaction with their work.
Two chiropractors expressed dissatisfaction with clinic
staffing and resource allocation. After our site visits, 1 chi-
ropractor chose to leave VA for personal reasons, and that
clinic was subsequently discontinued. This facility reported
its intention to increase use non-VA chiropractic services in
place of an on-station clinic, however, we uncovered no
evidence of increased non-VA chiropractic care, and patient
access at this facility has dropped dramatically.

Hypothesis Generation: Individual Site
Characteristics Associated With Implementation
Outcomes

We sought to identify key features of clinic im-
plementation that correlated with selected clinic outcomes in
our sample. Although it was beyond the scope of this work to
assess cause and effect, we did find certain characteristics
tended to align with our composite ratings of clinic im-
plementation success (Table 3). The clearest associations
were seen with the facilities’ initial motivation toward clinic
introduction (ie, was the facility doing this of its own will or
was it being required to do so?), and with the chiropractors’
level of clinical competence, experience in integrated de-
livery systems and/or academic settings, and demonstration
of collegial team member traits.FIGURE 1. Unique patients seen annually.

FIGURE 2. Average encounters per patient. Thin solid lines
represent all VA chiropractic clinics. Bold solid line represents
national average. Bold dashed line represents study sample
population.
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DISCUSSION
Although chiropractic services are supported by rea-

sonable evidence and in demand by Veterans and Congress,
these services historically have not been part of medical

systems. Moreover, it is known that physician opinion of
chiropractors varies widely.18 These factors posed barriers to
introducing chiropractic services in VA. The initial VA re-
sistance should be understood in the context of the inherent
difficulty faced when complying with any nonfunded
Congressional mandate, the historical physician opposition
to chiropractic services, and early external stakeholders
proposing that VA chiropractors should function as primary
care providers.

Furthermore, although a subset of the overall US chi-
ropractor population has trained and/or practiced in in-
tegrated health care systems, most have not. Therefore, based
on employee selection, a facility may have hired a DC with a
substantial private practice background but no significant
experience in the clinical, scholarly, and administrative
factors associated with large health care systems.

Nevertheless, we found evidence that successful DC
integration was facilitated by the confluence of a receptive
VA facility and a DC’s specific competence to practice in a
hospital setting. The presence of a DC at a VA facility over
time provided opportunity for longitudinal interactions with
physicians, which further helped establish a favorable repu-
tation of the DC. As observed in our study, these interactions
took place for various reasons and in various settings, but all
were predicated by (1) the DC being inside the facility,
working with staff and participating in initiatives; and (2) the
DC being perceived as competent in evidence-based practice
and skillful in collegial collaboration. This may have rele-
vance for initiatives to train new DCs to serve in VA and
other hospital settings.

The overall variation in clinic structures at our sites
suggests that chiropractic clinics can be implemented at
other VA facilities consistent with their particular needs and
resources. The dramatic increase in clinic utilization at our
sites and across VA nationally demonstrates that when these
services are made available, there is strong uptake of services
among referring physicians and patients.

The erratic use and utilization patterns seen at some
sites may be part of a natural progression of adding a new
clinic service, or may reflect the lack of valid models for
optimal population penetration of services, case manage-
ment/utilization strategies, and chiropractor staffing re-
sources. Two clinics addressed increasing use by adding
staffing capacity, whereas 2 others put limits on clinic access
by refusing new consultations for periods of time to reduce
backlog, and one of these restricted care to acute cases only,
with a maximum of 3 visits.

CONCLUSIONS
While the introduction of on-station chiropractic clin-

ics in VA was nationally mandated, key characteristics of the
planning, implementation, function, and ultimate impacts of
the clinics we studied appeared to be largely determined by
local factors. The clinics varied in features such as admin-
istrative alignment, chiropractor integration, and degree of
team-based care. The clinics were similar with respect to
types of patients seen, clinical services delivered, and dra-
matic increase in use over time. The delivery of chiropractic

TABLE 3. Select Facility Characteristics and Outcome Ratings

Implementation Characteristics

Site

Introduction

Stage

Facility’s

Initial

Motivation

Planning

Process

Chiropractor

Rating

Outcome

Rating

1 Early adopter Balanced Robust A High
3 Mid adopter Internal Robust A High
5 Late adopter Internal Robust B High
6 Mid adopter Internal Robust A High
7 Mid adopter Internal Weak B High
2 Early adopter External Robust C Low
4 Early adopter External Moderate C Low

Introduction stage Early adopter = 2004–2005
Mid adopter = 2006–2009
Late adopter = 2010–2011

Facility’s initial
motivation

Internal = facility volunteered/decided to implement
the clinic in the absence of VISN/VACO pressures

Balanced = facility volunteered/decided to implement
the clinic in conjunction with VISN/VACO
pressures

External = facility was selected to implement the clinic
based on VISN/VACO pressures

Planning process Robust = planning committee/workgroup, plus input
from VA and/or external chiropractic subject matter
experts

Moderate = planning committee/workgroup, without
input from VA and/or external chiropractic subject
matter experts

Weak = no planning committee/workgroup, and no
input from VA and/or external chiropractic subject
matter experts

Chiropractor rating A = clinical competence, plus experience in integrated
practice and/or academics, and exhibited collegial
interpersonal attributes

B = clinical competence, plus experience in integrated
practice and/or academics, or exhibited collegial
interpersonal attributes

C = clinical competence
D = clinically deficient

Outcome rating High
(1) Well-integrated, characterized by commonly being

part of team care approaches, member of hospital
committees, involved in QI initiatives, and/or
engaged in other collaborative activities; and,

(2) Stakeholder reported perceptions are mainly
strongly favorable or favorable; few neutral; few
negative

Moderate
(1) Moderately integrated, characterized by rarely

being part of team care approaches, member of
hospital committees, involved in QI initiatives, and/
or engaged in other collaborative activities; and,

(2) Stakeholder reported perceptions are mainly
favorable; some neutral; few negative

Weak
(1) Poorly integrated, characterized by little or no team

activities; and,
(2) Stakeholder reported perceptions are more neutral

or negative; less favorable

VACO indicates VA Central Office.
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services at 1 study site was discontinued, whereas the other 6
study sites are well functioning. The overall implementation
at these 6 sites suggests that chiropractic clinics can be
sustainable and replicated at other VA facilities consistent
with local needs and resources.
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